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Hundreds  Of  Unpaid  Medicai  Biiis. 


And  Not  By  Accident. 


It’s  true.  When  a Medic  Computer  System  replaced 
another  inone  large  practice, itfoundthousandsof dollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
ora  claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
tices from  coast  tocoast.  And  more  than  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  PlusTexas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 


[~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 
Name  ■ 

1 Address  1 

City 

State  Zip 

1 Phone ( 

) Numhernf  physicians  in  practice 

1 Specialty 

1_ 

Medic  Computer  Systems 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615 

1/89NE  j 

A, 

tfcor 


medic 

computer  systems 


8601  Six  Forks  Rd..  Suite  300.  Raleigh.  NO  27615. 919-847-8102.  In  NO  Call:  1-800-877-5678.  Outside  NO  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 
James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F,  Lynn  May,  Executive  V'ice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 
Mel  Rubin,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 

P.O.  Box  3190,  Maple  Glen,  PA  19002 
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Warren  H.  Pearse,  M.D.,  Executive  Director 

409-12th  St.,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  \hce  President 

4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc, 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas.  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr.,  Chicago.  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago.  IL  60610 

American  Society  of  Anesthesiologists 
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Mr.  G.  James  Gallagher.  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M,  Clarke,  C.A.E.,  President 

1314  Spring  St.,  N.W..  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
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Calvin  M.  Oba,  .M.D.,  President 
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National  Rehabilitation  Association 
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ADVICE  TO  ACTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D..  Neurological  Surger>’ 222 1 So.  17th  St.. 
Suite  310,  Lincoln.  NE  6S502.  The  manuscript  should  be  typew’ritten. 
double-spaced,  on  8'^  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  con.sidered.  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratorx*  research  should  be 
limited  to  2.000  words  and  approximately  20  reterences. 

Acknowledgements  must  be  given  w’hen  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittaUvith  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  aut  hor.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summar\-  for  article:  all  major  .scientific  articles  should  be  accompanied  by 
a summaiy  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  w'hich  they  appear  in  the  article 
and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors'  names  and  initials,  title  of  article,  abbreviated  name  of 
Journal  (as  listed  in  Index  Medicus).  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8'^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5x7  in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278.  Norfolk.  Ne'braska  68701 
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YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  dmg  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. 12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ 1 tablet  (5,4  mg)  3 times  a day.  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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AMA  NEWS  NOTES 

A collection  of  essays  from  the  “A  Piece  of 
My  Mind"  column  in  the  journal  of  the 
American  Medical  Association  (JAMA)  is  now 
available  in  the  bookstores. 

The  Si  8.95  hardcover,  A Piece  of  My  Mind, 
consists  of  80  essays,  including  "It's  Over, 
Debbie,"  and  a forward  by  Art  Ulene,  MD,  The 
"Today"  show's  family  physician.  The  book 
was  edited  by  Bruce  B.  Dan,  MD,  JAMA  senior 
editor,  and  Roxanne  K.  Young,  section  editor 
for  the  column. 

"It  is  discomforting  for  people  who  grew  up 
with  Marcus  Welby  to  discover  that  real 
doctors  have  doubts  and  fears,  and  that  they 
don't  know  all  the  answers,"  writes  Dr.  Ulene 
in  the  forward.  "These  essays  were  written  to 
be  read  by  doctors.  In  sharing  them  more 
widely  now,  there  is  a slight  risk  that  others 
will  learn  how  much  like  them  we  physicians 
are. 

"It's  a risk  worth  taking,"  Dr.  Ulene  continues. 
"The  more  honest  physicians  can  be  with  their 
patients,  the  more  effective  we  can  be  as 
healers,  and  more  comfortable  we  can  be  as 
humans." 

* * * 


At  a Nov.  22  meeting  in  Washington,  D.C., 
with  Health  Care  Financing  Administration 
officials,  the  AMA  voiced  continuing  concerns 
about  shortcomings  in  the  way  "medically 
unnecessary"  provisions  are  being  enforced 
by  Medicare  carriers  and  its  fears  that  current 
problems  would  be  greatly  exacerbated  if  the 
HCFA  directs  carriers  to  terminate  or  reduce 
the  current  policy  of  enhanced  claims  review. 
The  AMA's  delegation  included  Kirk  Johnson, 
AMA  general  counsel,  and  staff  members  from 
the  Dept,  of  Federal  Affairs  and  Dept,  of 
Federation  Legislation  in  the  AMA's  Washing- 
ton office. 

William  L Roper,  MD,  HCFA  administrator, 
said  he  would  respond  by  letter  to  issues 
raised  at  the  meeting. 

* * * 


AMA  Executive  Vice  President  James  H. 
Sammons,  MD,  recently  debated  a represen- 
tative from  R.J.  Reynolds  Tobacco  Co.  on 
PBS's  "The  McNeil/-Lehrer  Report".  Com- 
menting specifically  on  Reynold's  new  smoke- 
less tobacco  product.  Premier,  which  the  AMA 


6-A  Nebraska  Medical  Journal  January  1989 


has  attempted  to  remove  from  the  market,  Dr. 
Sammons  said  the  product  is  clearly  a drug- 
delivery  system  and  should  be  regulated  by 
the  Food  and  Drug  Administration  (FDA). 

“One  of  the  great  objections  to  this  new 
product  ...  is  that  (R.J.  Reynolds)  did,  and  I 
give  them  credit  for  the  fact  that  they  did, 
remove  a great  many  of  the  contents  of 
tobacco  from  this  product.  They  also  have 
indeed  reduced  the  lit-end  of  the  cigaret 
f smoke,  all  of  which  gives  the  impression  to 
I young  people,  people  who  are  not  now 
smoking,  that  this  is  a safe  product. 

“Nothing  that  delivers  nicotine  to  the 
human  body  is  a safe  product." 

I 

Dr.  Sammons  also  said  it  is  only  by  “a  quirk 
of  history"  that  regular  cigarets  are  not 
regulated  by  the  FDA.  “When  they  started 
making  cigarets,  we  didn't  have  all  the 
scientific  knowledge  we  have  today." 

The  R.J.  Reynolds  representative,  Sam  Sim- 
mons, said  that  while  the  product  was  developed 
in  response  to  ciriticisms  leveled  at  tobacco 
products,  the  company  was  making  no  health 
claims  about  Premier. 

* * * 

A proposed  Public  Health  Service  (PHS)  rule 
to  address  the  problem  of  scientific  miscon- 
duct is  a “thoughtful  and  balanced  approach," 
the  AMA  said  in  its  comments  to  the  National 
Institutes  of  Health. 

Based  on  the  fairness  of  the  rule,  setting  forth 
procedures  for  dealing  with  and  reporting 
possible  fraud  and  misrepresentation  in  scien- 
tific research  for  which  PHS  funds  have  been 
provided  or  requested,  the  AMA  said  it  saw  no 
need  for  additional  regulations  to  accomplish 
the  intended  goal.  The  proposed  rule  recognizes 
that  institutions  that  receive  funds  should 
have  the  responsibility  for  conducting  inquiries 
and  investigations  of  alleged  scientific  mis- 
conduct and  that  it  is  essential  to  protect  the 
privacy  of  persons  who  report  apparent 
misconduct  as  well  as  the  confidentiality  of 
individuals  suspected  of  scientific  misconduct. 
* * * 


An  expanded,  third  edition  of  the  AMA's 
Guides  to  the  Evaluation  of  Permanent  Impair- 
ment is  now  available. 


Most 
patients 
need 
only  one. 


K->UR20 

(potassium  chlaide)  20mEq 


Microburst 

Release 

System' 

Sustained  Release 
Tablets 


A daily  prophylactic  dose 
in  a single  tablet. 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


Copies  are  $36  for  AMA  members;  $45  for 

(continued  on  page  8-A) 
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K-»UR 

(potasaumchlonde) 


[Microburst 
1 Release 
I System' 

Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gi  lesions  with  K-OUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatmeht  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis, 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis.  Mutagenesis,  impairment  oi  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  Is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  lohg  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely, 

OVERDOSAGE:  The  administration  ot  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  rfialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Others.  MasterCard  or  VISA  credit  card  orders 
may  be  placed  by  calling  (800)  621-8335.  In 
Illinois,  call  collect  (312)  645-4987.  Ask  for 
item  number  OP  254/8.  Orders  may  also  be 
directed  to  Book  and  Pamphlet  Fulfillment, 
AMA,  P.O.  Box  10946,  Chicago,  III.  60610-0946. 


Among  the  new  features  in  this  edition  are 
new  clinical  content,  evaluation  of  impair- 
ment in  the  extremities  and  in  the  spine,  and 
associated  pain. 

The  AMA  will  hold  four  regional  seminars  for 
physicians  next  year  to  teach  them  to  use  this 
new  information,  which  also  includes  more 
sophisticated  measurement  methods  for  de- 
termining the  degree  of  impairment. 

Dates  and  sites  of  the  seminars  are:  May  6, 
Seattle;  June  10,  Baltimore;  Oct.  14,  Okla- 
homa City;  and  Nov.  11,  Orlando. 

* * * 

The  Division  of  the  Membership  reports  the 
following  membership  and  dues  revenue 
information  for  1988  through  the  end  of 
October: 

• Year-to-date  1988  dues-paying  member- 
ship of  257,784  is  4,293  members  (1.7%) 
above  the  same  period  in  1987.  The  Associa- 
tion has  achieved  99.7%  of  its  year-end 
membership  projection  for  1988. 

• Year-to-date  total  revenue  of  $65  million 
is  $1,186,000  (1.97o)  above  the  comparable 
1987  amount.  The  Association  has  achieved 
99.5%  of  its  year-end  revenue  projection  for 
1988. 

* * * 

Congress,  the  administration,  and  the  AMA 
all  expect  MD  reimbursement,  utilization 
control,  and  volume  and  patient  referral 
patterns  will  be  the  high-priority  health  issues 
for  1989. 

* * * 
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AMA's  policy  position  on  the  Harvard 
resource  - based  relative  value  study  (RBRVS) 
was  reviewed  by  James  S.  Todd,  M.D.,  AMA's 
Senior  Deputy  Executive  Vice  President,  at  a 
Dec.  8-9  meeting  of  the  Physician  Payment 
Review  Commission  (PPRC)  in  Washington. 
Dr.  Todd's  presentation  and  lengthy  question- 
ing by  members  of  the  Commission  encom- 
passed nearly  two  hours.  At  its  Interim 
Meeting  in  Dallas,  AMA's  House  of  Delegates 
adopted  the  position  (Report  AA)  that  the 
Harvard  RBRVS,  if  sufficiently  expanded  and 
refined,  would  provide  an  acceptable  basis  for 
a Medicare  indemnity  payment  system.  Based 
on  AMA's  Board  of  Trustees  technical  review 
of  the  RBRVS,  specific  recommendations  for 
such  expansion  and  refinement  were  made. 
AMA's  adoption  of  Report  AA,  as  amended, 
was  hailed  as  an  "extraordinarily  important 
development"  by  Philip  Lee,  M.D.,  Chairman 
of  the  PPRC.  He  is  Director  of  the  Institute  for 

(continued  on  page  24) 


FAMILY  PRACTITIONER  WANTED 
YANKTON,  SOUTH  DAKOTA 

Practice,  teach  in  spacious,  pleasant  northern  plains  area  of 
Southeast  South  Dakota,  with  many  lakes,  rivers,  other 
outdoor  activities,  sports.  Family  Practitioner  BE/BC  is  needed 
to  provide  care  and  treatment  at  South  Dakota  Human 
Services  Center  Position  includes  a hospital  guarantee  of 
75%  salary  and  a 25%  private  practice  opportunity  We  are  an 
acute  and  long-term  inpatient,  420-bed  psychiatric  hospital 
with  a variety  of  specialized  programs  and  serve  the  entire 
state.  Employees  number  620.  The  hospital  is  a treatment 
program  oriented,  multidiscipline  setting.  Teaching  affiliation  is 
with  the  University  of  South  Dakota  School  of  Medicine  with 
opportunities  for  eligible  staff  to  pursue  academic  interests. 
Excellent  secondary  and  inter-state  highway  connections 
allow  for  reasonable  access  to  larger  metropolitan  areas  such 
as  Sioux  Falls,  South  Dakota  Sioux  City,  Iowa  and  Omaha, 
Nebraska 

If  your  experience  and  interests  match  our  needs,  write  or 
phone: 

JOHN  A.  HENDERSON,  CMHA,  ADMINISTRATOR 
OR 

DAVID  A SMITH,  M.D.,  CHIEF  OF  MEDICINE 
SOUTH  DAKOTA  HUMAN  SERVICES  CENTER 
P.O.  BOX  76 

YANKTON,  SOUTH  DAKOTA  57078-0076 
PHONE;  (605)  668-3103 

AN  EQUAL  OPPORTUNITY  EMPLOYER 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas, 

Sarpy 

Second  Di.stricl:  Councilor  Sushil  S.  Lacy. 
Lincoln.  Countie.s:  Cass.  Lancaster. 
Otoe. 

Third  Di.Ntrict:  Councilor:  C.T.  Frerichs. 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha.  Pawnee.  Richardson. 

Fourth  District:  Councilor:  Roger  Massie. 
Plainview.  Counties:  .\ntelope.  Cedar. 
Cuming,  Dakota,  Dixon,  Knox.  Madison. 
Pierce.  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  M.D..  .Sewaid.  Counties:  Butler. 
Hamilton.  Polk.  Saunders.  Seward.  York. 
Seventh  District:  Councilor:  R.  A.  Blatny. 
M.D..  Faij*bur>'.  Counties:  Clay.  Fillmore. 
Jefferson.  Nuckolls.  .Saline.  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitsch.  M.D.,  O'Neill.  Counties:  Boyd. 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  Di.strict:  Councilor:  Stanley  Nabity. 
Grand  Island.  Counties:  Blaine.  Buffalo, 
Custer.  Dawson.  GaiTield,  Grant.  Greeley. 
Hall,  Hooker.  Howard,  Loup,  Sherman, 
Thomas.  Valley.  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico, 
M.D..  Hasiing.s.  Counties:  .Adams.  Chase. 
Dundy.  Franklin,  Frontier.  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock. 
Kearnev.  Phelps,  Red  Willow,  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D..  No.  f^latte.  Counties: 
Arthur.  Deuel.  Garden.  Keith.  Lincoln. 
Logan,  .McPherson.  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner. 
Box.  Butte.  Cheyenne.  Dawes,  Kimball. 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

C ass 

Cheyenne- Kimball-Deuel 

C uming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Chase  .... 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

vSouth  C entral 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


. Bruce  Sheffield.  Hastings Jerry  Seiler,  Hastings 

. Kenneth  Peters,  Plainview David  Johnson,  Osmond 

. Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

. John  Schulte,  Kearney Gerry  Jensen.  Kearney 

. Mark  Carlson,  David  City Jack  Kaufmann.  David  City 

. R.  R,  Andersen.  Nehawka Glen  K.  Knosp,  Elmwood 

. James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman.  West  Point 

. Loren  Jacobsen.  Broken  Bow N.  Leon  Books.  Broken  Bow 

Rodney  Sitorius,  Cozad 

, John  Allely,  Fremont W.  B.  Eaton,  Fremont 

. Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

. Tom  Martin,  Ord Otis  Miller.  Ord 

Alan  Langvardt,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

G.  D.  Penner,  Aurora Burt  L.  Thomsen,  Aurora 

Melvin  Campbell,  Ainsworth 

. Gordon  O.  Johnson.  Fairbury R.  A.  Blatny.  Fairbury 
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ORGANIZATIONS,  STATE 


American  Cancer  Society.  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P,0.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  AfTiliate,  Inc. 

Ron  Van  Rysw\-k.  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 

-American  Heart  Association.  Nebraska  Affiliate 
Douglas  P Halieen.  Executive  Director 
3624  Farnam  St.,  Omaha  68131 

American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South,  Room  521.  Lincoln  68508 
.American  Red  Cross 
P.O.  Box  83267 
1701  '*E"  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court.  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County.  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

2700  N.  27th  -St..  Lincoln  68521 

Creighton  Cniversity  School  of  Medicine 
Richard  O'Brien.  M.D..  Dean 
('alifornia  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  Slates,  Inc. 

7500  .Main.  103  Hillcrest  Landing 
Ralston.  .\E  68127 

Division  of  Rehabilitation  Services 
Nebraska  Depeirtment  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Serx’ices  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St.,  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  "L”  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St..  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 

Gerald  Christensen.  M.D..  President  Dept,  of  Ophthalmology 
UNMC  - 42nd  & Dewey.  Omaha  68105 
Nebraska  Academy  of  Otolar>ngology 
Michael  Crawford,  M.D..  President 
201  Ridge  St..  #311.  Council  Bluffs.  lA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp.  D O.,  President 

Dept.  Pediatrics.  Creighton  Univ..  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Paul  J-  Bender.  M.D.  President 

Suite  1.  Professional  Plaza.  6801  N.  72nd  ,St..  Omaha  68122 
Nebraska  Association  of  Pathologists 
James  Linder.  M.D..  President 

Dept,  of  Pathology  - I .VMC.  42nd  & Dewey.  Omaha  i)8105 

Nebraska  Chapter  - .American  Academy  of  Family  Physicians 
Paul  M Paulman.  M D..  .Secretary-Treasurer 
Phyllis  Cl.  Hansen.  Executive  Director 

River  Citv  Office  Park.  #2t)2,  401  No.  I17th.  Omaha  6815i 
Nebraska  Chapter  - Vmerican  Academy  of  Physician  Assistants 
Joe  E.  Jeter.  P.^-C.  President 
Fremont  68025 

Nebraska  (’hapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges.  M D..  President 
Charlotte  Hawthorne.  .Administrator 
2115  N.  Kansas.  Hastings  68901 

•Nebraska  Chapter  - .American  College  of  Emergency  Physicians 
Richard  L Keller.  M.D..  President 
0641  No.  29th.  Omaha  68112 
Nebraska  Chapter  - American  College  of  Physicians 

Robert  R.  Recker.  M.D.,  F .A. CM’..  Governoi' 

(’reighton  Univer.siiy  School  of  Medicine.  601  N,  30th  Si.,  Omaha  68131 
Nebraska  C hapter  - American  College  of  Surgeons 
Louis  J.  Gogela.  M,D..  Past  President 
2221  South  17th  -St..  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F Aita.  M.D  .Medical  .Advisor 
105  So.  49th  St..  Omaha  681,32 
Nebraska  Cystic  Fibrosis  Association 
Charles  R Bercaw,  Executive  Director 
444  Regency  Parkway  Dr..  #302.  Omaha  681  14-3720 
Nebraska  Dental  .Association 

Tom  Bassett.  Executive  Director 
3120  0 St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M S . R D..  Presiden' 

3.347  S.  126th  .Ave..  Omalia  68144 
Nebraska  Health  C'are  Association 
Patricia  Snyder.  Executive  Director 
3100  O .St-.  Ste.  7.  Lincoln  68510 
.Nebraska  Hospital  Association 
Harlan  Heaid.  President 
1640  L .Street.  .Suite  D,  I.incoln  685<i8-2509 
Nebraska  League  for  Nursing 
Barbara.  McCabe.  President 
510  Redwood  Dr..  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper.  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  .Medical  Foundation 

William  L,  Schellpeper.  Secretary 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 

Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711.  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  M.D..  Secretarv' 

6920  Van  Dorn.  Lincoln.  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Hlcklund.  R.\-('. 

St.  Elizabeth  Community  Health  Center.  555  So.  70th.  Lincoln  68510 
Nebraska  Pharmacists  .Association 

Tom  R.  Dolan.  R.P..  Executive  Director 
600  So.  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Ba.stani.  M.D.,  Pre.sident 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
Jame.s  Call.  M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D,.  President 
2121  South  56th  St.,  Lincoln  68506 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D. 

P ().  Box  5363.  Lincoln  68505 

Nebraska  Society  of  Anesthesiologists 
Charles  D Gregorius.  M.D..  President 
1512  FirsTier  Rank  Bldg..  Lincoln 
Nebraska  Society  of  Internal  Medicine 
.Anthony  J.  Ross,  .M  l).  President 
3145  O St..  Lincoln  68510 

Nebraska  Society  of  Medical  Assistants,  Inc.. 

an  .Affiliate  of  »he  American  Association  of  Medical  Assistants 
Delores  Yosien.  Presidem 
40111  Kay  Ave,  Grand  Island  6880.3 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn.  President 
’'02  S.  .\lc(’abe.  North  Platte  69U)1 
Nebraska  Society  for  Respiratory  Therapy 
Marcy  PearsoH.  RRT.  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright.  M.D..  M.  Ed..  Director  of  Health 
301  Centennial  Mall  South.  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology-  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Kar\’I  Newman.  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina.  M.D.,  President 
4740  A Street.  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society- 

Ms.  Lorraine  E.  Seibel.  Executive  Secretarv 
7363  Pacific  St..  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building.  301  Centennial  .Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  .Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


EDITORIAL 


The  Trust  Buster 


BENJAMIN  R.  GELBER,  M.D. 


Members  of  the  Anti-Trust  Division  of  the 
U.S.  Department  of  Justice  must  be  getting 
bored.  Their  attorneys  spent  over  10  years 
and  several  million  dollars  to  break  up  AT&T. 
Since  that  is  behind  them,  they  are  looking  for 
another  target. 

Charles  F.  Rule,  the  Head  of  the  Anti-Trust 
Division,  addressed  the  American  Medical 
Association  meeting  recently.  Newspaper 
accounts  of  the  speech  left  readers  with  the 
impression  that  we  had  a major  price  fixing 
conspiracy  among  members  of  the  medical 
profession.  Later,  I was  able  to  read  a 
transcript  of  Mr.  Rule's  talk.  For  the  most  part, 
it  is  a dispassionate  instructive  lecture  on  how 
physicians  can  avoid  anti-trust  liability.  There 
is  very  little  in  the  speech  to  imply  that  the 
Justice  Department  has  evidence  of  wide- 
spread price  fixing  among  physicians.  Mr. 
Rule's  lecture  notes  that  the  last  successful 
prosecution  under  the  anti-trust  laws  was  in 
the  late  1 930's.  In  that  case,  the  "Department 
successfully  prosecuted  the  AMA  for  attempt- 
ing to  eliminate  an  employee-sponsored 
organization  that  sought  to  compete  with  fee- 
for-service  doctors  by  providing  medical  care 
on  a risk  sharing  prepayment  basis  and 
employing  physicians  on  a full  time  salaried 
basis". 

There  have  been  other  cases,  however.  In 
the  late  1970's,  the  Federal  Trade  Commission 
prosecuted  one  of  the  plastic  surgery  societies, 
because  there  were  specific  credentials  re- 
quired for  membership.  The  government  lost 


that  case.  The  Federal  Trade  Commission  also 
barred  the  use  of  relative  value  scales  by 
physicians.  Most  of  you  are  aware,  however, 
that  government  is  not  barred  from  the  use  of 
these  relative  value  scales.  The  Nebraska 
Relative  Value  Scale  was  used  by  Workman's 
Compensation  in  Nebraska  until  recently,  and 
it  is  still  being  used  by  the  Crippled  Children's 
Program.  And,  of  course,  the  federal  govern- 
ment is  now  spending  a lot  of  money  to 
develop  a new  relative  value  scale. 

The  Justice  Department  plans  to  be  "sympa- 
thetic" to  health  care  organizations  such  as 
HMO's,  PRO'S  and  the  like  who  band  together 
with  the  express  purpose  of  increasing  medical 
efficiency  and  lowering  prices.  No  such  sympathy 
extends  to  groups  of  physicians,  however. 

Mr.  Rule  did  not  comment  about  situations 
where  insurance  companies  conspire  to  con- 
trol fees.  The  government,  of  course,  has  done 
this  with  the  Medicare  program  and  this 
carries  the  force  of  law.  In  Massachusetts, 
Blue  Cross  and  Blue  Shield  have  done  it  by 
virtue  of  their  control  of  a major  segment  of 
the  health  insurance  marketplace.  I am  not 
sure  what  is  going  on  here.  The  Anti-Trust 
Division  sees  a conspiracy  where  none  exists. 
They  are  willing  to  target  physicians,  but  don't 
seem  to  be  interested  in  alternate  care 
delivery  systems  or  insurance  companies.  I am 
not  sure  how  this  is  going  to  improve  the 
delivery  of  medical  care  for  our  patients.  If 
anyone's  telephone  service  has  improved 
since  the  breakup  of  AT&T,  please  write  to  me. 
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Hereditary  Nonpolyposis  Colon  Cancer:  (Lynch  Syndrome  I and  II) 
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Hereditary  Cancer  Series  - Coedited  by  Henry 
T.  Lynch  M.D.  and  Mary  Lee  Fitzsimmons  RN 
MA,  Hereditary  Cancer  Consultation  Center, 
Creighton  University  School  of  Medicine, 
Omaha,  Nebraska  68178. 

Introduction 

Familial  polyposis  coli,  as  pre- 
viously discussed',  accounts 
for  less  than  1%  of  the  total 
colorectal  cancer  burden.  On  the  other  hand, 
hereditary  nonpolyposis  colorectal  cancer 
(HNPCC)  accounts  for  at  least  4-6%  of  the 
total  colorectal  cancer  burden^ HNPCC  is 
heterogeneous.  At  least  two  subcategories 
have  been  proposed:  1)  site-specific  colonic 
cancer  (Lynch  syndrome  I),  with  early  onset, 
predominantly  proximal,  frequently  multiple 
colonic  primaries;  and  2)  the  Cancer  Family 
Syndrome  (Lynch  syndrome  II),  which  has  all 
of  the  features  of  Lynch  syndrome  I,  but  in  add- 
ition, shows  an  excess  of  carcinoma  of  the  endo- 
metrium, ovary,  and  other  anatomic  sites^’^.  In 
the  absence  of  phenotypic  signs  (the  rare 
cutaneous  manifestations  of  Muir-Torre  syn- 
drome excepted*’^  and/or  biomarkers  which 
denote  the  cancer-prone  genotype,  one  must 
rely  on  painstaking  efforts  toward  collection  of 
as  much  medical  history  and  histologic  verifi- 
cation of  cancer  of  all  anatomic  sites  as 
possible  within  the  extended  kindred  in  order 
to  determine  the  cancer  distribution  pattern 
and  natural  history.  This  pattern  includes  age 
of  onset,  cancer  site,  and  distribution  of 
cancer  among  the  kindred's  membership. 

Such  studies  are  often  limited  by  the 
number  of  at  risk  family  members,  variable  sex 
distribution,  death  from  many  competing 
causes,  missed  paternity,  problems  in  re- 
covery of  primary  medical  and  pathology 
documents  for  tumor  verification,  as  well  as 
the  occasional  lack  of  patient  and/or  physician 
cooperation.  Because  cancer  (all  sites)  is  a 
common  public  health  problem,  chance  alone 


may  explain  the  occurrence  of  certain  histologic 
tumor  variations  within  and  between  individual 
families.  Pooling  of  well-defined,  extended 
kindreds  may  partially  help  to  ameliorate 
these  vexing  problems.  Biomarkers  which 
correlate  closely  with  cancer-prone  genotypic 
status,  will  aid  significantly  in  ultimate  HNPCC 
classification.  In  the  absence  of  such  bio- 
markers, we  must  continue  to  depend  heavily 
upon  expensive,  laborious,  and  often  pain- 
staking long-term  pedigree  studies,  focusing 
upon  the  natural  history  of  cancer  expression. 

Key  Indicators  of  HNPCC 

Key  indicators  are  the  general  principles 
which  clarify  the  natural  history  of  the  disease 
and  aid  in  making  the  hereditary  cancer 
syndrome  diagnosis.  The  key  indicators  or 
cardinal  clues  to  HNPCC's  natural  history  are: 

1)  significant  early  age  of  onset  of  the 
cancer.  For  HNPCC,  the  mean  age  of  cancer 
onset  is  44.5  or  15-20  years  earlier  than  its 
sporadic  colon  cancer  counterpart; 

2)  an  excess  of  multiple  primary  tumors  in 
certain  patients.  In  site-specific  HNPCC  (Lynch 
I),  there  will  be  multiple  primary  colonic 
cancers.  In  Lynch  II,  there  will  be  multiple 
primary  colon  cancers  and  also  other  adeno- 
carcinomas, particularly  of  the  endometrium 
and  ovary.  These  other  malignant  tumors 
frequently  form  a unique  and  integral  inheri- 
tance pattern  which  will  help  to  confirm  the 
hereditary  cancer  syndrome  diagnosis.  In  both 
syndromes,  there  is  an  increase  of  synchronous 
and  metachronous  tumors; 

3)  increased  predominance  of  cancer  af- 
fecting the  proximal  colon  (>70%  at  this  site); 

4)  a Mendelian  autosomal  dominant  inheri- 
tance pattern;  and 

5)  improved  colonic  cancer  survival  when 
compared  stage  for  stage  with  the  American 
College  of  Surgeons'  Audit  Series.® 

Making  a diagnosis  of  HNPCC  may  be 
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complicated  due  to  variable  expressivity  and 
reduced  penetrance  of  the  cancer-prone 
gene.  Either  of  these  may  result  in  not  all  of 
the  key  indicators  being  expressed  in  every 
family  member  who  has  the  gene. 

Biomolecular  Markers  in  HNPCC 

Segregation  analysis  of  HNPCC  families 
indicates  that  these  syndromes  are  transmitted 
in  an  autosomal  dominant  mode  of  inheritance‘s. 
Study  of  gene  linkage  with  respect  to  several 
biomarkers  showed  positive  linkage  to  the 
Kidd  blood  group  (JK)  (lod  score  +1.88). 
When  the  Lynch  syndrome  II  subgroup  was 
evaluated  separately  the  lod  score  was  statis- 
tically significant  (+3.1  9)\ 

The  JK  blood  group,  which  was  originally 
assigned  to  chromosome  2,  has  recently  been 
reassigned  to  the  long  arm  of  chromosome 
18s*s  ”.  These  results  suggest  that  the  Lynch 
syndrome  II  gene  is  located  on  chromosome 
18^^  and  that  the  Lynch  syndrome  II  and 
Lynch  syndrome  I genes  may  have  different 
chromosome  locations. 

Possible  chromosome  18  changes  in  spo- 
radic colon  carcinomas  have  been  investigated 
by  cytogenetic  and  molecular  biologic  meth- 
odology. A recent  karyotypic  study  shows  loss 
or  deletion  of  chromosome  18  in  over  90%  of 
sporadic  cases’  Tumor-specific  loss  of  alleles 
on  chromosome  18  has  also  been  detected 
using  molecular  probes  in  over  80%  of 
sporadic  colorectal  cancers’’’.  This  suggests 
that  a Lynch  syndrome  II  gene  on  chromosome 
1 8 is  involved  in  the  etiology  of  both  hereditary 
and  sporadic  colon  cancers. 

This  new  information  is  highly,  important  in 
view  of  the  fact  that  Lynch  syndrome  II  is 
associated  with  increased  incidence  of  adeno- 
carcinomas at  extracolonic  sites  such  as 
endometrium,  ovary  and  breast'’.  Molecular 
probes  linked  to  Lynch  syndrome  II  will  be 
very  useful  for  cancer  prevention  by  permitting 
detection  of  individuals  at  risk’^  The  molecular 
characterization  of  the  Lynch  II  gene  could 
provide  insight  into  a common  mechanism 
underlying  carcinogenesis  of  adenocarcinomas 
arising  at  different  sites  and  thus  may  lead  to 
possible  strategies  for  therapeutic  intervention. 

Surgical  Considerations  in  HNPCC 

Patients  with  hereditary  colon  cancer  syn- 
dromes will  most  commonly  present  in  one  of 
two  ways:  a)  a colon  cancer  is  diagnosed  and 
the  existence  of  an  HNPCC  syndrome  is 
appreciated  during  the  preoperative  workup; 


or  b)  the  patient  does  not  have  colon  cancer, 
but  has  discovered  that  an  HNPCC  syndrome 
affects  the  family  and  is  wondering  about 
prophylactic  surgery”’’ C Theoretical  con- 
siderations for  both  groups  follow. 

Newly  Diagnosed  Colon  Cancer 
in  a Nonpolyposis  Family 

Colon  cancer  in  the  HNPCC  syndromes  is 
not  equally  distributed  throughout  the  colon 
and  rectum;  rather,  there  is  a proclivity  for 
proximal  colon  involvement  (Figure  1).  Thus, 
unless  the  cancer  actually  involves  the  rectum, 
rectal  sparing  with  careful  lifelong  surveillance 
is  the  recommendation  of  choice.  Subtotal 
abdominal  colectomy  with  ileorectal  anasto- 
mosis is  an  excellent  way  to  achieve  this  goal. 

Prophylactic  Surgery  in  an  HNPCC  Family 

Members  of  HNPCC  kindreds  are  not  easily 
screened  because  of  the  absence  of  a clinical 
marker  such  as  multiple  colonic  polyps. 
Mendelian  genetics  dictates  that  because  the 
gene  is  autosomal  dominantly  inherited,  50% 


Location  of  the  first  colon  cancer  in  a series  of  113 
HNPCC  patients.  Three  patients  are  not  included 
because  the  site  could  not  be  unequivocally  documented 
(reprinted  by  permission  of  Fitzgibbons  R)  Jr,  et  al  from 
Ann  Surg  206:289-295,  1987). 
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of  relatives  in  the  direct  genetic  line  are  likely 
to  become  affected.  Thus,  an  individual  from 
an  HNPCC  family  not  yet  affected  by  colon 
cancer  (or  female  genital  tract  cancer  in  Lynch 
syndrome  II)  has  only  a 1-in-2  chance  of 
carrying  the  gene.  Therefore,  prophylactic 
colorectal  surgery  is  not  recommended  prior 
to  a diagnosis  of  cancer.  We  favor  surveillance, 
involving  yearly  colonoscopy  beginning  5 
years  before  the  age  of  onset  of  the  earliest 
colon  cancer  reported  in  the  kindred,  and/or 
at  age  25  years.  Semiannual  fecal  occult  blood 
testing  is  begun  at  age  20.  This  is  in  contrast  to 
FPC,  where  the  appearance  of  polyps  mandates 
prophylactic  surgery  because  the  polyps  repre- 
sent a clinical  marker  which  confirms  the 
patient  has  the  deleterious  gene. 

Extracolonic  neoplasms  deserve  special 
emphasis.  These  are  the  carcinomas  which  are 
unique  to  Lynch  syndrome  1 1.  In  most  instances, 
these  cancers  are  confined  to  the  female 
genital  tract,  but  lesions  have  been  reported 
outside  of  the  pelvis  such  as  stomach  or 
pancreas^'^.  The  tendency  to  develop  a par- 
ticular extracolonic  malignancy  is  unique  to  an 
individual  kindred  and  is  inherited  in  concert; 
that  is,  presumably  on  the  same  gene  as  the 
colon  cancer.  Thus,  it  is  entirely  possible  that 
the  extracolonic  tumor  will  be  phenotypically 
expressed  before  the  colon  cancer.  For  exam- 
ple, pedigree  analysis  of  a Lynch  syndrome  II 
family  may  disclose  that  endometrial  cancer  is 
being  inherited  in  the  same  autosomal  dominant 
fashion  as  the  colon  cancer.  Thus,  a patient 
from  such  a family  who  presents  with  endo- 
metrial cancer,  particularly  early  onset,  would 
have  to  be  considered  to  have  the  hereditary 
cancer-prone  genotype  and  her  risk  for  colo- 
rectal cancer  would  approach  100%.  Con- 
sideration must  then  be  given  to  prophylactic 
subtotal  colectomy  with  ileorectal  anastomosis 
at  the  time  of  treatment  of  the  endometrial 
cancer.  Conversely,  when  treating  a patient 
from  a Lynch  syndrome  II  family  for  colon 
cancer  whose  pedigree  shows  this  integral 
inheritance  of  endometrial  cancer,  prophylactic 
removal  of  the  uterus  should  be  considered. 

A difficult  problem  for  the  surgeon  is  the 
patient  who  has  been  treated  for  a colon 
cancer  by  a conventional  partial  colectomy 
before  the  existence  of  the  hereditary  colon 
cancer  syndrome  was  appreciated.  This  is  rarely 
a problem  in  dealing  with  patients  from  poly- 
posis families  because  the  distinctive  clinical 
marker  of  multiple  polyps  makes  its  recognition 


almost  inevitable.  Since  no  such  marker  exists  in 
the  nonpolyposis  families,  less  than  subtotal 
colectomy  is  common  because  the  surgeon  fails 
to  appreciate  the  existence  of  the  syndrome. 
Indeed,  this  explains  why  the  pedigree  depicted 
in  Figure  2 discloses  multiple  colon  resections  in 
the  same  patient  (11-4).  Subtotal  colectomy  at 
the  time  of  initial  colon  cancer  could  have 
prevented  these  multiple  procedures.  When 
faced  with  a patient  who  has  had  a previous 
partial  colectomy  and  now  has  been  discovered 
to  be  a member  of  an  HNPCC  family,  we 
generally  recommend  careful  surveillance. 
Prophylactic  completion  subtotal  colectomy 
is  reserved  for  the  poorly  compliant  patient.  Of 
course,  if  a metachronous  colon  cancer  does 
develop,  subtotal  colectomy  is  performed. 

Surveillance  Programs 

In  designing  a surveillance  program  for 
HNPCC,  various  factors  must  be  taken  into 
account.  Along  with  the  incidence  of  the 
disease  in  the  general  population  and  the  age 
of  onset,  attention  must  be  given  to  the 
sensitivity  and  specificity  of  screening  tests. 
Effective  treatment  must  be  available  for 
positive  screens.  The  program  should  have 
acceptance  by  both  patients  and  physicians 
and  should  be  cost  effective.  At  present,  it  is 
our  belief  that  a surveillance  program  for 
HNPCC  should  also  contain  a research  com- 
ponent. Although  data  exists  for  all  these 
items,  there  is  not  a general  consensus 
regarding  surveillance  for  HNPCC. 

Eddy  et  aP®  used  a mathematical  model 
with  sensitivities  and  specificities  of  various 
tests  from  the  literature  to  arrive  at  recom- 
mendations for  screening  of  colon  cancer  in 
high  risk  populations.  He  described  high  risk 
as  patients  with  a first  degree  relative  with 
colorectal  cancer.  The  most  cost  effective 
approach  was  to  begin  screening  at  age  40 
and  use  annual  fecal  occult  blood  tests  and  air- 
contrast  barium  enema  every  3-5  years  after 
two  yearly  negative  exams.  However,  “strong 
family  history"  is  not  identical  to  HNPCC, 
which  has  a younger  age  of  onset  and  more 
right-sided  colonic  lesions.  Love  and  Morrissey'^ 
studied  42  asymptomatic  members  from  four 
HNPCC  kindreds;  they  used  colonoscopy 
screening  and  identified  7 patients  with  polyps 
(17%).  Two  of  these  polyps  had  invasive 
carcinoma.  The  majority  of  these  lesions  were 
beyond  the  reach  of  the  25cm  sigmoidoscope. 

Because  no  biomarkers  exist  for  HNPCC, 
screening  depends  heavily  on  the  primary 
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FIGURE  2 

Pedigree  of  family  CFS-115  with  inset  depicting  its  status  at  initial  referral  in  1969.  Note  multiple  colon 
resections  in  individual  11-4  (reprinted  by  permission  of  Lynch  HT,  et  al  from  |AMA  240:535-538,  1978). 


care  physician  and  detailed  family  history.  For 
identified  kindreds,  the  screening  program  at 
Creighton  University/AMI  St.  Joseph  Hospital's 
Hereditary  Cancer  Consultation  Center  begins 
with  patient  education  in  the  midteens.  This  is 
important  because  of  denial,  and  at  times, 
fatalistic  attitudes  to  the  prevention  of  colo- 
rectal cancer  that  many  patients  show.  Both  of 
these  factors  lead  to  poor  compliance. 

The  sensitivity  and  specificity  of  various 
screening  tests  for  colorectal  cancer  have  been 
reviewed  elsewhere.  Hemoccult  has  a high 
false-negative  rate,  especially  for  right-sided 
colonic  lesions.  The  HemoQuant  may  be  an 
improvement.  However,  it  is  our  feeling  that 
the  role  of  the  fecal  occult  blood  tests  have 
yet  to  be  defined  in  high  risk  patients.  Our 
approach  is  to  begin  screening  with  colon- 
oscopy at  age  25  and  continue  to  age  60.  We 
use  biannual  HemoQuant  and  colonoscopy 
every  2 years  after  two  initial  yearly  negative 
colonoscopies.  We  believe  that  colonoscopy 
is  the  modality  of  choice;  however,  air-contrast 


barium  enema  is  an  acceptable  alternative  if 
endoscopy  expertise  is  unavailable.  It  is 
unclear  whether  polyps  constitute  a marker 
for  the  gene  carrier.  If  polyps  are  found,  they 
are  removed  endoscopically  and  colonoscopy 
is  done  on  a yearly  basis.  At  age  60,  patients 
are  followed  as  per  the  recommendations  of 
the  American  Cancer  Society  for  risk  in  the 
general  population. 

A colonoscopy  screening  program  for  HNPCC 
family  members  has  been  in  effect  for  two 
years  at  our  institute.  Eligible  for  the  program  are 
asymptomatic  patients  from  HNPCC  kindreds 
deemed  to  be  at  50%  genetic  risk  for  the  condi- 
tion; i.e.,  those  with  colorectal  carcinoma  in  a first 
degree  relative  but  no  personal  history  of 
cancer.  Forty  patients  have  undergone  colon- 
oscopy. The  patient  group  included  15  males 
and  25  females  ranging  in  age  from  23  to  68 
years.  The  cecum  was  reached  without  com- 
plications in  all  cases. 

Thirteen  patients  (33%)  had  at  least  one 
adenoma;  the  controls  did  not  have  any.  The 


January  1989  Nebraska  Medical  Journal 


5 


number  of  adenomas  per  patient  ranged  from 
1 to  70.  The  distribution  was  strikingly  right- 
sided, with  85%  of  adenomas  located  proximal 
to  the  splenic  flexure  and  32%  in  the  cecum 
alone.  Ninety  percent  of  the  adenomas  were 
smaller  than  1cm;  half  were  smaller  than 
0.5cm.  The  adenomas  in  7 patients  were 
peculiar  in  that  they  were  only  very  slightly 
raised  from  the  surrounding  mucosa.  Micro- 
scopic examination  of  these  flat  lesions  showed 
sessile  tubular  adenomas  in  which  adenomatous 
epithelium  was  concentrated  near  the  lumenal 
surface  of  the  mucosa.  There  was  little  piling 
up  of  adenomatous  cells,  so  that  the  adenomas 
had  a flat  surface  and  were  no  more  than 
twice  as  thick  as  surrounding  mucosa.  The 
significance  of  these  adenomas  is  discussed 
below. 

Based  on  these  early  results,  it  appears  that 
HNPCC  patients  form  adenomas  at  the  same 
rate  as  the  general  population.  Our  finding  of 
adenomas  in  33%  of  the  study  patients  is 
similar  to  the  reported  29%  prevalence  of 
adenomas  in  autopsied  patients  less  than  60 
years  old^°. 


Flat  Adenomas: 

A New  Histologic  Finding  in  HNPCC 

The  peculiar  adenomas  discovered  in  7 
patients  — slightly  raised  lesions  with  adeno- 
matous tubules  concentrated  near  the  lumenal 
surface  — are  similar  to  those  described  by 
Muto  et  al  as  “flat  adenoma“^T  Muto's  report 
emphasized  the  tendency  of  these  adenomas 
to  develop  high-grade  dysplasia:  42%  of  the 
adenomas  in  his  series  had  high-grade  dys- 
plasia despite  the  fact  that  all  were  tubular 
adenomas  smaller  than  1cm.  The  striking 
feature  of  the  flat  adenomas  in  our  series  is 
that  6 of  the  7 patients  carrying  them  were 
from  the  same  HNPCC  family.  Moreover,  the 
distribution  of  flat  adenomas  was  overwhelm- 
ingly right-sided,  with  90%  of  the  adenomas 
located  proximal  to  the  splenic  flexure.  We 
believe  that  the  flat  adenoma,  with  its  right- 
sided distribution  mirroring  that  of  carcinoma 
in  HNPCC,  may  represent  a marker  for  the 
syndrome-^.  Figure  3 shows  the  histologic 
characteristics  of  a flat  adenoma  removed 
from  one  of  our  patients. 

Summary  and  Conclusions 

HNPCC  is  common  and  accounts  for  ap- 


FIGURE  3 

Flat  adenoma  on  a mucosal  fold.  Note  that  adenomatous  mucosa,  though 
folded,  is  less  than  twice  as  thick  as  adjacent  non-neoplastic  mucosa. 
Adenomatous  change  is  concentrated  near  lumenal  surface. 
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proximately  4-6%  of  the  total  colorectal  cancer 
burden.  We  have  reviewed  the  clinical  and 
pathology  aspects  of  HNPCC  and  have  made 
suggestions  for  surveillance  and  surgical  man- 
agement which  would  be  responsive  to 
HNPCC's  natural  history.  Because  of  the 
proximal  predominance  of  colonic  cancer  and 
its  early  age  of  onset,  we  recommend  that 
colonoscopy  be  initiated  by  age  25  years. 
Once  the  diagnosis  of  colorectal  cancer  is 
established,  the  treatment  of  choice  is  sub- 
total colectomy.  Attention  must  also  be  given 
to  extracolonic  sites  of  cancer  predilection  in 
Lynch  syndrome  II.  A new  histology  finding  in 
HNPCC  is  the  flat  adenoma.  More  research 
will  be  required  in  order  to  determine  this 
lesions's  status  as  a potential  marker  for 
HNPCC. 
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INTRODUCTION 

The  superior  vena  cava  is  the 
major  venous  channel  for  return 
of  blood  to  the  right  atrium 
from  the  upper  part  of  the  body.  Obstruction 
of  its  flow  results  in  characteristic  clinical 
features  due  to  venous  hypertension  — the 
superior  vena  cava  syndrome.  The  original 
description  of  the  syndrome  is  often  attributed 
to  Hunter  in  1757.^  (figure  1)  His  patient,  a 
young  man  with  a syphilitic  aortic  aneurysm 
had  symptoms  such  as  cough,  orthopnea  and 
chest  pain.  Postmortem  examination  showed 
partial  obstruction  of  the  superior  vena  cava 
from  the  adjacent  aneurysm.  However,  HuntePs 
work  contained  no  mention  of  signs  such  as 
venous  distension  or  face  and  arm  swelling.  A 
more  accurate  clinical  acount  was  made  by 
William  Stokes^  in  1857  whereby  he  described 
the  classical  signs  and  symptoms  which  we 
currently  associate  with  the  syndrome.  Before 
the  use  of  antibiotics,  most  cases  were  due  to 
benign  causes  such  as  TB  or  aneurysm,^  but 
now  almost  all  cases  are  due  to  malignant 
disease.'*  Historically,  considered  an  oncologic 
emergency,  treatment  was  nonspecific  and 
often  initiated  without  a histologic  diagnosis.^ 
The  evaluation  of  the  syndrome,  specific 
therapy  and  its  prognostic  significance  have 
markedly  evolved  over  the  past  twenty  years 
and  the  purpose  of  this  presentation  will  be  to 
discuss  how  these  changes  have  influenced 
our  approach  to  clinical  management. 

PATHOGENESIS 

The  superior  vena  cava  is  a thin  walled 
vessel  with  a low  venous  pressure  and  is 
located  in  a tight  compartment  with  little 
room  for  displacement  in  the  right  anterior 
superior  mediastinum  behind  the  sternum.  It 
is  adjacent  to  the  right  main  bronchus  and 
completely  encircled  by  lymph  nodes.^  (figures 
2 and  3)  Because  of  its  location  it  is  vulnerable 
to  obstruction  secondary  to  pathological  pro- 
cesses in  any  of  the  thoracic  structures 


adjacent  to  it  such  as  lung  cancer  or  metastatic 
adenopathy.  With  obstruction,  a collateral 
venous  system  begins  to  return  blood  to  the 
right  heart.^'^  If  the  obstruction  is  above  the 
azygos  vein,  this  channel  assumes  the  function 

FIGURE  1 

Frontispiece  of  Hunter's  description  of  Superior 
Vena  Cava  obstruction  due  to  syphillitic  aneurysm. 
Med.  Obser.  Soc.  Phys.  Lond.  1:323,  1757. 
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XXVII.  Tbe  Hijlory  of  an  Aneuryfm  of  the 
Aorta,  luitb  foine , Remarks  on  Aneuryjhis 
in.  general.  By  William  Hunter,  M.  D, 

ISAAC  Bra  DWELL,  a man  of  a well 
made  ai^ivc  body,  and  of  a quick  and 
choleric  difpofition,  died  of  an  Aneuryfm  of 
the  Aorta,  October  29,  1752,  at  the  age  of 
39  years.  His  diftemper,  by  his  own  ac- 
count of  the  cafe,  commenced  about  three 
years  before  his  deatli.  In  Odober  1749, 
he  fil'd  began  to  be  very  uneafy  in  his  ched. 

I was  called  to  him  about  two  months  after- 
wards, I'iz.  in  December  1 749  ; from  which 
period,  to  his  death,  I faw  him  from  time 
to  time,  fometimes  in  his  own  lodging, 
and  fometimes  in  St.  George’s  hofpltal,  into 
which  he  was  admitted  a patient  the  13th 
of  June,  and  continued  to  the  7th  of  No- 
vember of  the  year  1750,  when  he  was 
difeharged,  and  again  admitted  the  iSth  of 
Odober  1752,  under  the  care  ofDr.  Rofs 
and  Mr.  Middleton.  From  the  time  of  his 
leaving  the  hofpital  in  1750,  to  his  re*ad- 
milTion  in  1752,  he  was  made  an  out-patl- 
y 2 enr, 

■ Reprint  n>que't  to  Albert  R.  Frank,  M.D.,  Nebraska  Methodist  Hospital,  8303 
Dodge  Street,  Omaha  Nebraska  68114, 
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of  the  superior  vena  cava,  (figure  4)  Prominent 
neck,  shoulder  girdle  and  upper  thoracic  veins 
are  seen  in  this  situation.  The  superficial  veins 
connect  with  the  azygos  system  by  way  of  the 
I internal  mammary  and  intervertebral  veins. 

I When  obstruction  occurs  below  the  level  of 
the  azygos  (figures  5 and  6),  the  route  of 
venous  blood  flow  is  more  circuitous  and 
involves  the  inferior  vena  cava.  Higher  venous 
pressure  occurs  in  this  situation  and  the 
j patient  tolerates  it  with  more  difficulty.  The 
j severity  of  the  clinical  signs  and  symptoms 
! depends  on  the  site,  rapidity,  and  extent  of 
I obstruction.  Extrinsic  compression  such  as 
' occurs  with  lymphomas  ordinarily  causes 
obstruction  which  has  a gradual  progression, 
j allowing  collateral  circulation  ample  time  to 

I develop  and  resulting  in  few  if  any  signs  or 

j'  symptoms  of  the  syndrome.^  A more  rapid 
■ obstruction  may  occur  with  small  cell  lung 
carcinoma  and  because  of  inadequate  colla- 
ji  teral  circulation,  the  syndrome  is  more  obvious 
and  severe.  The  most  severe  cases  of  the 
' syndrome  occur  with  a rapid  obstruction 
! secondary  to  thrombosis,  in  which  situation 
ij  no  collaterals  develop.  Venous  hypertension 
I in  the  subclavian  veins  may  result  in  back 
||  pressure  in  the  thoracic  lymphatic  ducts 
j,  resulting  in  compromised  lymphatic  drainage 
I of  the  lung.  Clinically,  the  patient  experiences 
it  respiratory  insufficiency  and  a chylous  pleural 
l!  effusion  may  develop,  (figure  7) 


Schematic  representation  showing  Superior  Vena 
Cava  venous  tributaries.  Shaded  area  indicates  classical 
site  of  obstruction. 


From  Lokich  & Goodman  (4)  Reproduced  with  permission  of  )AMA. 
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FIGURE  3 

Sagittal  section  of  the  thorax  showing  encasement  of 
Superior  Vena  Cava  by  nodal  structures. 

From  Lokich  & Goodman  (4)  Reproduced  with  permission  of  )AMA. 
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Intercostal 
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FIGURE  4 

Near-complete  to  complete  obstruction  of  the 
Superior  Vena  Cava  with  patency  and  antegrade  flow  in 
the  azygos-right  atrial  pathway. 

From  Nieto,  AR  (6)  Reproduced  with  permission  of  Year  Book  Med.  Pub. 
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FIGURE  5 

Near-complete  to  complete  obstruction  of  Superior 
Vena  Cava  with  reversal  of  azygos  blood  flow  to  the 
inferior  vena  cava. 

From  Nieto,  AR  (6)  Reproduced  with  permission  of  Year  Book  Med.  Pub. 


one  or  more  of  the  major  caval  tributaries  including  the 


azygos  system. 

From  Nieto,  AR  (6)  Reproduced  with  permission  of  Year  Book  Med.  Pub. 


FIGURE  7 

47  year-old  white  female  with  metastatic  breast  carcinoma  developed  Superior  Vena  Cava  Syndrome. 
CT  scan  showed  thrombus  in  right  innominate  vein  and  mediastinal  adenopathy  chylous  pleural  effusion 
in  usual  right  sided  location. 
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ETIOLOGY 

Schecter  in  1954^  reported  that  40%  of 
superior  vena  cava  syndrome  cases  were  due 
to  tuberculosis,  mediastinitis  or  syphilitic 
aneurysm.  These  causes  have  virtually  dis- 
appeared with  the  use  of  modern  antibiotic 
therapy.  Currently,  about  97%  of  cases  are 
secondary  to  malignant  disease  and  benign 
causes  account  for  only  3%.'*  Most  cases  are 
caused  by  lung  carcinoma,  the  oat  cell  variety 
being  the  most  common  and  by  lymphoblastic 
or  large  cell  malignant  lymphoma.  Metastatic 
malignancy  for  example:  Cl  tract,  GU  and 
breast  carcinoma,  account  for  a small  portion 
of  cases.®  Benign  causes  include  aneurysm, 
cardiac  conditions,  benign  tumors,  thyroid 
enlargement,  and  fibrosing  mediastinitis  from 
prior  irradiation  or  histoplasmosis.^  Central 
venous  catheters  have  found  many  applications 
such  as  for  administering  hyperalimentation, 
chemotherapy,  and  for  pacemakers.^”  These 
catheters  may  cause  thrombus  formation  or 
fibrosis  due  to  a foreign  body  reaction 
resulting  in  the  syndrome  shortly  or  long  after 
their  placement.  Their  use  is  becoming  more 
routine  in  the  treatment  of  advanced  cancer 
and  oncologists  recognize  them  as  possible 
etiology  when  the  syndrome  occurs  in  their 
patients. 

CLINICAL  PRESENTATION 

The  fully  developed  superior  vena  cava 
syndrome  has  easily  recognized  clinical  features.® 
(figures  8 and  9)  These  patients  complain  of 
swelling  of  the  arms,  neck,  and  face.  The 
venous  hypertension  may  cause  hoarseness, 
stridor,  tongue  swelling,  epistaxis  and  nasal 
congestion.  Central  nervous  system  symptoms 
such  as  headache,  visual  distortion  and  dis- 
turbed states  of  consciousness  may  occur. 
Aggravation  of  the  symptoms  may  occur  when 
bending  forward  or  laying  down.  Persons 
affected  usually  have  an  unhappy  and  un- 
comfortable appearance,  (figure  13)  The 
most  common  physical  signs  are  dilatation 
and  tortuosity  of  the  upper  body  veins,  facial, 
neck  and  arm  swelling  along  with  plethora  of 
the  face.  Breast  swelling  may  be  noted.  More 
severe  cases  have  proptosis,  glossal  and  laryn- 
geal edema  and  mental  obtundation.  Physical 
signs  of  a pleural  effusion  may  be  present. 

EVALUATION 

Work-up  of  these  patients  was  formerly 
minimal  because  of  the  belief  that  any 
invasive  procedure  would  result  in  marked 
morbidity,  especially  with  regard  to  excessive 
bleeding,  and  possibly  death.  As  no  potentially 


FIGURE  8 

From  Parish,  )M  (9)  Reproduced  with  permission  of  Mayo  Clin.  Proc. 


Table  1 — Symptoms  in  86  Patients  With 
Superior  Vena  Cava  Syndrome 


Patients 

Symptom 

No. 

% 

Suffusion 

69 

80 

Dyspnea 

54 

63 

Cough 

47 

55 

Pain 

17 

20 

Dysphagia 

10 

12 

Syncope 

6 

7 

Swollen  arm 

3 

3 

Orthopnea 

2 

2 

Obtundation 

2 

2 

Lethargy 

1 

1 

Stridor 

1 

1 

FIGURE  9 

From  Parish,  |M  (9)  Reproduced  with  permission  of  Mayo  Clin.  Proc. 

Table  2 — Physical  Findings  in  86  Patients  With 

Superior  Vena  Cava  Syndrome 

Patients 

Finding 

No. 

% 

Dilated  neck  veins 

69 

80 

Prominent  venous  pattern 

64 

76 

on  anterior  chest 
Edema  of  upper  body 

60 

70 

Cyanosis  of  upper  body 

38 

45 

Plethora 

12 

14 

Heart  murmers 

1 

1 

curative  therapy  existed,  a 

histological  diag- 

nosis  was  not  considered 

important.  Since 

most  cases  are  currently 

due  to  chemo- 

sensitive  neoplasms,  it  is  imperative  that 

a 

specific  histologic  diagnosis  is  established. 

External  irradiation  should 

not  be  started 

without  a histological  diagnosis  since  irradia- 
tion of  a neoplasm  may  cause  a confusing 

histologic  picture  resulting 

in  an  indefinite 

diagnosis.  The  chest  radiograph  will  show 

a 

mass  in  almost  all  patients. 

usually  located 

in 

the  right  upper  mediastinum,  (figure  11) 

Often  associated  with  this 

finding  are  pul- 

monary  lesions  and  hilar 

adenopathy. 

A 

unilateral  mediastinal  mass  in  a non-smoker 
with  the  syndrome  is  likely  secondary  to 
diffuse  histiocytic  lymphoma.  Bilateral  med- 
iastinal masses  in  a young  patient  under  30 
years  of  age  with  this  syndrome  is  most  likely 
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FIGURE  10 

72  year-old  white  female  with  Superior  Vena  Cava 
Syndrome.  Note  unhappy  expression,  venous  distension, 
swelling  of  face,  neck  and  arms. 


V 

{ 


FIGURE  11 

Chest  x-ray  showing  right  upper  mediastinal  mass. 
Presumed  diagnosis  is  lung  cancer. 


FIGURE  13 

Appearance  after  course  of  irradiation.  Signs  and 
symptoms  entirely  subsided. 


12 
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due  to  lymphoblastic  lymphomaJ^  Contrast 
and  radionucleid  venography  provide  informa- 
tion about  the  location  of  the  obstruction  and 
the  former  study  may  aid  in  planning  radio- 
therapy treatment  portals.  CT  scanning  of 
the  chest  has  provided  much  useful  informa- 
tion and  may  outline  a tumor  in  the  mediastinum 
while  other  studies  have  been  negative.^^ 
Sputum  cytology  and  biopsy  of  a supraclavicular 
node  may  provide  a tissue  diagnosis.  Invasive 
diagnostic  procedures  such  as  mediastin- 
oscopy, bronchoscopy,  thoracentesis,  needle 
biopsy,  and  thoracotomy  may  be  necessary  to 
obtain  a definite  diagnosis  and,  with  caution 
and  meticulous  surgical  technique,  are  not 
contraindicated  despite  the  presence  of  an 
elevated  venous  pressure.  Ahman^^  and  Shimm, 
et  an"*  indicated  that  these  procedures  may  be 
performed  in  selected  cases  with  minimal 
morbidity  delaying  the  onset  of  therapy  by 
only  about  48  hours. 

TREATMENT 

For  those  with  a past  history  of  malignancy, 
it  would  be  assumed  that  the  syndrome  was 
due  to  the  primary  neoplasm.  Work-up  is 
usually  unnecessary  and  appropriate  treat- 
ment could  be  started  immediately.  For  those 
with  no  prior  history  of  malignancy,  an 
evaluation  is  necessary  to  rule  out  benign 
causes  which  may  benefit  from  medical  or 
surgical  management  and  also  to  determine  a 
specific  tumor  histology.  This  evaluation  would 
only  delay  therapy  for  a few  days.^^  The  only 
exception  to  this  would  be  when  a patient 
presents  with  tracheal  obstruction  causing 
respiratory  embarrassment.  In  this  situation, 
external  irradiation  should  begin  immediately. 
While  the  patient  is  being  evaluated,  non- 
specific measures  such  as  diuretics,  steroids, 
oxygen  and  raising  the  head  of  the  bed  may 
provide  symptomatic,  though  temporary,  relief. 
Nonspecific  chemotherapy,  widely  used  in 
the  past  has  shown  no  advantage  when 
compared  with  external  irradiation  alone  and 
has  been  abandoned  in  favor  of  specific  and 
highly  effective  modern  chemotherapy 
regimens.  For  chemo-sensitive  neoplasms  such 
as  lymphoma  or  small  cell  lung  cancer,  initial 
treatment  may  be  started  with  chemotherapy”’’^ 
providing  relief  of  the  syndrome  and  treating 
other  sites  as  well.  If  the  superior  vena  cava 
syndrome  symptoms  are  severe  or  if  they  do 
not  abate  within  a few  days,  external  irradiation 
may  be  started  to  speed  up  the  palliative 
process  as  was  done  in  Case  #2.  Since  small 
cell  lung  carcinoma  and  lymphomas  have  a 


propensity  to  recur  locally  in  areas  of  original 
bulky  disease,  external  irradiation  is  recom- 
mended for  consolidation  of  chemotherapy 
response.  Principles  of  treatment  with  radio- 
therapy are  similar  for  all  of  these  tumor 
types,  except  for  the  total  doses  of  radiation, 
(cases  1 and  2,  figures  1 0 through  1 7)  External 
irradiation  is  delivered  to  treatment  portals 
encompassing  the  mediastinum  and  the  area 
of  gross  tumor  involvement.  Therapy  may 
begin  with  large  dose  fractions  of  300-400 
rads  each,  given  once  a day  for  three  doses. 
Subsequently,  the  dose  fraction  size  is  reduced 
to  1 80-200  rads  per  day  to  a total  tumor  dose 
of  4,000-6,000  rads  depending  upon  the 
tumor  histology  and  whether  the  goal  of 
treatment  is  palliative  or  curative.  For  short 
term  relief  of  symptoms,  a lower  dose  of 
irradiation  may  be  acceptable,  but  if  the 
patient  is  potentially  curable  aggressive  treat- 
ment in  the  higher  dose  range  is  necessary. 
Whatever  the  goal  of  treatment,  external 
irradiation  must  be  delivered  with  expertise 
providing  relief  of  the  syndrome  in  the 
shortest  possible  time  with  the  lowest  inci- 
dence of  radiation  induced  morbidity. 


FIGURE  14 

Appearance  at  start  of  irradiation.  Swelling  of  face 
and  neck  with  superficial  chest  vein  distension. 
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FIGURE  15 


Marked  mediastinal  adenopathy  of  histiocytic  lymphoma. 


FIGURE  16 


Chest  x-ray  three  weeks  after  start  of  external  irradiation. 
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FIGURE  17 

Appearance  after  response  to  treatment.  Neck  and  facial  swelling  have  resolved,  along  with  Superior 
Vena  Cava  syndrome  symptoms. 


RESULTS  OF  TREATMENT 

Patients  with  lymphoma  may  experience  a 
rapid  response  to  chemotheraphy  with  relief 
of  symptoms  in  just  a few  days.^^  Kane^^  has 
indicated  that  chemotherapy  for  small  cell 
lung  carcinoma  may  bring  about  complete 
resolution  of  the  signs  and  symptoms  within 
seven  days.  Non-small  cell  lung  carcinoma  has 
not  shown  any  dependable  response  to 
chemotherapy  and  external  irradiation  would 
be  the  primary  treatment  modality.  One 
report  in  the  literature  concerning  a few 
patients  indicated  that  such  patients  have  a 
remarkable  response  to  chemotherapy.^’ 
However,  this  is  not  proven  to  be  the  general 
experience  and  the  same  is  true  for  metastatic 
disease.  70-95%  of  patients  will  respond  to 
external  irradiation  with  symptomatic  relief  in 
a few  days.  There  is  no  appreciable  difference 
in  response  to  therapy,  whether  patients 
receive  initial  high  doses  (300-400  rads)  or 
conventional  doses  (180-200  rads)  of  irradia- 
tion.^ The  larger  initial  doses  bring  about  a 
more  rapid  relief  of  symptoms  and  are  usually 
recommended  because  of  the  emergent  need 
for  treatment.  Davenport^®  reported  a sub- 


jective response  of  77%  by  three  to  four  days 
and  91%  within  one  week  of  beginning 
irradiation.  However,  objective  relief  of  physi- 
cal and  x-ray  signs  occurs  more  slowly  usually 
within  one  to  two  weeks.  A 1 0-20%  failure  rate 
occurs  with  radiation  therapy  and  appears 
related  to  the  presence  of  occluding  thrombus.’® 
Untreated  severe  cases  of  the  syndrome 
usually  succumb  within  seven  weeks.®  Lung 
cancer  patients  with  the  syndrome  experience 
a survival  of  seven  to  eight  months  when 
treated  with  external  irradiation.  For  those 
with  non-small  cell  lung  carcinoma,  a few  long 
term  survivors  to  five  to  ten  years  have  been 
reported  with  radiotherapy  as  the  only  form  of 
treatment.’^  After  initiating  treatment  with 
chemotherapy  or  external  irradiation,  patients 
often  note  relief  of  the  symptoms  in  a few 
days  to  a few  weeks  even  though  physical  and 
x-ray  findings  appear  unchanged.  This  so 
called  lag  period  could  be  explained  by  the 
dynamics  of  flow  in  a tubular  structure 
whereby  a small  increase  in  diameter  brought 
about  by  chemotherapy  or  radiation  results  in 
a marked  increase  in  flow.^°  An  increase  in 
diameter  of  the  superior  vena  cava  by  only  1 -2 
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mm.  may  produce  a sufficiently  increased 
volume  of  blood  flow  to  alleviate  the  clinical 
obstructive  symptoms.  Such  a small  increase 
would  occur  before  gross  evidence  of  tumor 
regression  and  would  not  be  discernible  on  x- 
ray  studies. 

DISCUSSION 

Historically,  the  etiology  of  the  syndrome 
consisted  mainly  of  benign  causes  but  by  the 
middle  of  this  century  the  majority  of  the 
cases  were  attributed  to  malignancy:  a trend 
which  continues.  The  evaluation  and  manage- 
ment of  the  syndrome  has  evolved  from  a 
time  when  it  was  considered  an  oncologic 
emergency  and  radiotherapy  was  the  main 
treatment  modality  until  the  present  time 
when  potentially  curative  chemotherapy  is 
predicated  upon  a specific  histologic  diagnosis 
and  radiotherapy  is  used  as  an  adjunct  for 
these  cases  or  if  symptoms  recur  following  use 
of  chemotherapy.  However,  for  less  chemo- 
sensitive  tumors  such  as  non-small  carcino- 
mas or  metastatic  disease,  radiotherapy  still 
has  a primary  role  in  treatment  and  may  result 
in  a rare  cure,  long  term  survival  or  significant 
palliation.  Treatment  of  the  syndrome  has 
become  specific  and  aggressive,  often  with  a 
goal  of  cure  since  the  syndrome  itself  does  not 
infer  a poor  prognosis.  The  ultimate  survival 
depends  upon  the  nature  and  extent  of  the 
underlying  disease  process  and  not  upon  the 
syndrome  which  is  correctable  with  therapy.^^ 

I am  grateful  to  Annette  Reitan  for  typing  the  manuscript 

Case  Illustration  § 1 

74  year  old  white  female  presented  with 
Superior  Vena  Cava  due  to  presumed  lung 
carcinoma  in  right  upper  mediastinum.  Ex- 
ternal irradiation  started  without  histologic 
diagnosis.  Open  lung  biopsy  after  Superior 
Vena  Cava  Syndrome  subsided  revealed  ana- 
plastic carcinoma.  Patient  remained  asympto- 
matic for  one  year  before  succumbing  to 
explosive  metastatic  disease. 

Case  Illustration  #2 

78  year  old  white  male  presented  with 
increased  collar  size  and  distended  veins  on 
chest  wall.  Chest  x-ray  showed  mediastinal 
adenopathy.  Biopsy  of  right  supraclavicular 
node  revealed  histiocytic  lymphoma.  Patient 
started  on  chemotherapy.  After  three  days, 
SVC  symptoms  persisted  and  constellation 
irradiation  started,  (1 ,400  rads  at  1 80  rads/day). 
SVC  symptoms  resolved  in  one  week.  Marked 
x-ray  regression  noted  by  three  weeks. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Percutaneous  Fine  Needle  Aspiration  Biopsy 
In  The  Early  Diagnosis  Of  Pancreatic  Carcinoma 

VAN  L MARCUS,  M.D. 

September  15.  1988 


PANCREATIC  carcinoma  can  be  a 
very  difficult  diagnosis  to  make. 
Securing  the  diagnosis  early 
enough  to  institute  effective  and  possibly 
curative  treatment  has  until  recently  been  a 
largely  unattainable  goal. 

Percutaneous  fine  needle  aspiration  biopsy 
(PFNAB)  of  abdominal  mass  lesions  is  a rapid, 
safe,  straightforward,  cost-effective  method  of 
obtaining  tissue  for  cytologic  analysis.  It 
avoids  the  necessity  of  diagnostic  surgery. 
Serious  complications  are  rare.  The  procedure 
can  be  performed  on  an  outpatient  basis. 


This  case  report  is  not  so  much  to  document 
the  use  of  modern  high  technology  imaging 
and  diagnositc  tools,  as  to  show  that  diagnostic 
success  relies  on  a multidisciplinary,  approach 
utilizing  all  of  the  resources  available. 

M.H.  (a  75-year  old  white  female)  initially 
presented  to  her  primary  physician  with 
complaints  of  abdominal  pain.  Following  history 
and  physical  exam,  her  initial  labwork  revealed 
elevated  amylase  and  lipase.  Abdominal  ultra- 
sound demonstrated  a dilated  pancreatic  duct 
and  small  hypoechoic  area  in  the  head  of  the 
pancreas.  CT  scan  of  the  abdomen  showed 


FIGURE  1 

CT  scan  of  the  pancreas  shows  a mildly  enlarged  pancreatic  head  without  specific  focal  abnormality. 
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FIGURE  2 

This  AP  view  from  the  ERCP  shows  the  narrowed,  irregular  segment  of  pancreatic  duct  in  the 
region  of  the  head  of  the  pacreas. 


FIGURE  3 

Initial  pass  with  22  Ga.  biopsy  needle  demonstrates  placement  within  the  pancreatic  head. 
Pathology  was  positive  for  carcinoma. 
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borderline  enlargement  of  the  head  of  the 
pancreas  suspicious  for  pancreatic  mass.  Endo- 
scopic retrograde  cholangiopancreatography 
(ERCP)  was  then  done  and  revealed  a highly 
suspicious,  mildly  irregular  narrowing  of  the 
pancreatic  duct  in  the  region  of  the  head  of 
the  pancreas.  As  this  corresponded  to  the  area 
of  abnormality  in  the  prior  ultrasound  and  CT 
scans,  percutaneous  aspiration  biopsy  under 
CT  guidance  was  performed  on  an  outpatient 
basis.  The  patient  was  maintained  NPO  and 
preop  sedation  and  analgesia  was  administered. 
The  patient  was  maintained  NPO  and  preop 
sedation  and  analgesia  was  administered. 
Initial  localization  was  done  with  the  CT 
scanner's  built-in  light  and  laser  localizer.  The 
skin,  at  the  appropriate  level,  was  prepped  in 
a sterile  manner  and  local  anesthesia  applied. 
The  biopsy  needle  was  introduced  and  position 
established  with  repeat  scan  at  the  level  of 
interest.  Three  passes  were  made  and  the 
cytologic  technologist  brought  the  sample  to 
pathology  for  quick  stain.  An  adequate  sample 
with  cells  considered  positive  for  pancreatic 
carcinoma  was  confirmed.  The  patient  was 
observed  for  a short  time  and  released 
without  further  incident. 

In  this  type  of  case  after  the  diagnostic  scan 
is  obtained,  planning  of  the  optimal  biopsy 
route  is  made.  The  safest,  shortest,  straightest 
path  with  minimal  patient  motion  and  maximal 


patient  comfort  are  all  considered.  Fine  (22Ca) 
needles  allow  the  operator  to  traverse  the 
bowel  with  little  risk  of  complication.  Even 
highly  vascular  lesions  have  been  biopsied 
safely.  There  is  essentially  no  contraindication 
to  PFNAB  other  than  an  uncontrollable  bleeding 
diathesis. 

Although  this  method  of  obtaining  tissue 
has,  in  principle,  been  known  for  many 
decades  it  was  largely  ignored  until  patho- 
logists became  adept  at  obtaining  diagnoses 
from  cytologic  rather  than  histologic  samples 
of  material.  Accuracy  rates  in  excess  of  ninety 
percent  are  now  routinely  obtained.  There  are 
no  false-positives  and  false-negative  rates  are 
minimal. 

CT  allows  direct  visualization  of  the  needle 
with  respect  to  the  mass.  As  experience  has 
increased,  smaller  and  deeper  lesions  have 
been  confidently  and  reliably  biopsied  with 
success. 

PFNAB  has  now  been  in  widespread  use  for 
almost  two  decades.  The  technique  is  effective 
in  obtaining  specific  cytologic  diagnosis  in  a 
wide  spectrum  of  abdominal  masses  while 
avoiding  the  necessity  of  surgery.  It  is  rapid, 
safe,  accurate  and  cost-effective.  The  benefits 
of  this  method  for  the  patient  should  provide 
strong  impetus  for  widespread  acceptance. 
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BOOK  REVIEW 


Medicine:  Preserving  the  Passion 

by 

PHIL  MANNING,  M.D.  and  LOIS  DEBAKEY,  Ph  D 

New  York 

Spnnger-Verlag.  1987.  297  pp  $35.00 


The  authors  have  demonstrated  that  med- 
ical education  must  continue  beyond  gradua- 
tion from  medical  school.  By  multiple  inter- 
views and  essays  from  leaders  in  medicine 
they  have  illustrated  the  methods  these 
individuals  use  to  keep  up  with  the  evergrow- 
ing mass  of  medical  information.  Reading, 
medical  conferences,  collection  of  reprints, 
library  usage,  computers  are  some  of  the 
different  methodology  of  continuing  education. 
Medicine  is  a lifelong  study  and  can  offer 
“opportunities  for  enjoyment,  satisfaction, 
and  exhilaration  through  intellectual  expansion 
and  service  to  patients". 


The  book,  although  small,  is  filled  with 
guidelines  and  recommendations  to  make  the 
continued  study  of  medicine  a continuing 
source  of  pleasure,  accomplishment,  and  joy. 
This  book  is  recommended  to  all  doctors  — 
new  physicians  for  guidance  and  more  ex- 
perienced physicians  for  inspiration  and  con- 
tinued interest  in  medicine.  The  passion  for 
medicine  can  be  preserved,  strengthened  and 
enjoyed. 

Harry  Perelman,  M.D. 
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THE  AUXILIARY 


Auxiliary  President's  Message 
NMF  Report 


Last  year  the  Nebraska  Medical  Association 
Auxiliary  was  successful  in  our  efforts  to 
promote  scholarship  and  research  under  the 
auspices  of  the  Nebraska  Medical  Foundation. 
A total  of  $3,844.70  was  donated  by  nine  of 
the  twelve  districts.  One  of  our  goals  this  year 
is  to  have  each  of  the  twelve  districts 
contribute  to  the  Nebraska  Medical  Founda- 
tion. Let  us  work  together  to  make  this  a 
special  year  for  the  Nebraska  Medical  Founda- 
tion. 

Gifts  to  the  Nebraska  Medical  Foundation 
help  Nebraska's  present  and  future  health 
care  in  two  important  ways; 

LOAN  PROGRAM:  By  helping  medical 
students,  interns  and  residents,  as  well  as 
students  in  allied  medical  fields,  meet 
their  financial  needs  during  training. 
There  are  ten  to  fifteen  loans  out  at  all 
times. 


SCHOLARSHIP  PROGRAM:  Each  year 
the  Foundation  provides  two  scholarships. 
Each  of  the  students,  one  from  the 
Creighton  University  School  of  Medicine 
and  one  from  the  University  of  Nebraska 
College  of  Medicine,  will  receive  a check 
in  the  amount  of  $1,000.  Each  student 
will  receive  a second  $1 ,000  check  when 
their  project  is  completed  and  a written 
report  has  been  submitted  to  the  Found- 
ation office. 

The  Nebraska  Medical  Foundation  would 
like  to  expand  the  number  of  scholarships 
offered.  Any  money  that  we  raise  will  go  to 
fulfill  this  goal.  Choose  a fundraiser,  and  make 
your  area  donation  by  April  15,  1989.  With 
just  a little  effort  from  each  of  us  we  can  really 
“Achieve  More  Together." 

Sincerely, 

Pat  Lundak 

NMF  Chairman  NMAA 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 

CONTINUING  MEDICAL 
EDUCATION  COURSES 

FEBRUARY  11-18,  1989  — 7th  Annual  Park 
City  Oculoplastic  Meeting,  "State  of  the  Art 
in  Ophthalmic  and  Facial  Plastic  Surgery". 
The  Yarrow,  Park  City,  Utah. 

MARCH  2-3,  1989  — 38th  Annual  Obstetrics 
and  Gynecology  Conference.  Holiday  Inn 
Central. 

MARCH  4-11,  1989  — 9th  Annual  ENT  Ski 
Conference.  Keystone,  Colorado. 

MARCH  15,  1989  — Sports  Medicine  Circuit 
Course.  Hastings,  Nebraska. 

APRIL  3-14,  1989  — Family  Practice  Review. 

APRIL  22,  1989  — Nebraska  Pathologists 
Spring  Meeting. 

APRIL22-26,  1989  — Society  of  CME  Directors. 
Red  Lion  Inn. 

MAY  1-12,  1989  — Family  Practice  Review. 

MAY  4-5,  1989  — Protection  of  Human 
Subjects.  Red  Lion  Inn. 

MAY  6,  1989  — Ciba  Geigy  Cardiology 
Program. 

MAY  19,  1989  — OB  Residents  Seminar. 

JULY  30  - AUGUST  2,  1989  — Cardiovascular 
Disease  Prevention.  Snowmass,  Colorado. 

SEPTEMBER  2-9,  1989  — Med-Start  '89. 
Aspen,  Colorado. 

SEPTEMBER  8-9,  1989  — Current  Controver- 
sies and  Techniques  in  Congenital  Heart 
Surgery.  Baltimore,  Maryland. 

SEPTEMBER  25  - OCTOBER  1,  1989  — 
Emergency  Medicine  Review. 

OCTOBER  1-7,  1989 — Emergency  Medicine 
Review. 
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CREIGHTON  UNIVERSITY 

ESOPHAGEAL  DISORDERS  PATHOPHY- 
SIOLOGY AND  TREATMENT  — January  26 
thru  31,  1989  - Maui,  Hawaii.  Program 
Director:  Tom  R.  DeMeester,  M.  D.,  Creighton 
University  School  of  Medicine,  Department 
of  Surgery.  Hours:  Category  1 AMA  - Up  to 
24.  Fee:  $500. 

RECENT  DEVELOPMENTS  IN  INFECTIOUS 
DISEASES  — A3  day  Session  can  be 
selected  February  3,  1 989  - March  31,1 989 
- Ixtapa  Mexico.  Course  Director:  W.  Eugene 
Sanders,  jr.,  M. D.,  Creighton  University 
School  of  Medicine,  Department  of  Micro- 
biology. Hours:  Category  1 AMA  - Up  to  24. 

FLEXIBLE  EIBEROPTIC  SIGMOIDOSCOPY  — 
A PRACTICAL  REVIEW  FOR  OFFICE/OUT- 
PATIENT USE  — March  3,  1989  AMI  Saint 
Joseph  Hospital,  Omaha,  Nebraska.  Hours: 
6 credit  hours  Category  1 AMA.  Application 
in  process  to  other  appropriate  organizations. 
Fee:  TBA. 

PHYSICIAN'S  OFFICE  LABORATORY:  IM- 

PLEMENTATION AND  MANAGEMENT  — 
March  1 1,  1989  Holiday  Inn,  180  and  72nd 
Street,  Omaha,  Nebraska.  There  will  be 
separate  tracks  for  Physicians  and  Nurses/ 
Medical  Technologists/Medical  Assistants/ 
Office  Personnel.  KEYNOTE  SPEAKER:  Gerald 
C.  Wollner,  Administrator,  Department  of 
Laboratory  Medicine  and  Pathology,  Mayo 
Clinic,  Rochester,  Minnesota.  Hours:  4 credit 
hours  Category  1 AMA  Application  in 
process  to  other  appropriate  organizations. 
Fee:  $75.00  Physicians,  $45.00  Nurse/Med- 
ical Technologists/Medical  Assistants/Other 
Office  Personnel. 

NINTH  ANNUAL  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE  INFECTIOUS 
DISEASE  SYMPOSIUM  — April  14,  1989. 
Boys  Town  Institute  Auditorium  - Omaha, 
Nebraska  - Hours:  7 credit  hours  Category  1 


1 


AMA.  Application  in  process  to  other  appro- 
priate organizations.  Fee:  $60.00  for  reg- 
istrants requesting  CME  credit. 

CREIGHTON  MODEL  NATURAL  FAMILY 
PLANNING:  A MINI-COURSE  IN  VALUE  — 
CENTERED  REPRODUCTIVE  HEALTH  FOR 
DOCTORS  AND  NURSES  ENTERING  THE 
1990's  — April  28-29,  1989  Marriott  Hotel, 
Omaha,  Nebraska  - Hours:  13  credit  hours 
Category  1 AMA  Application  in  process  to 
appropriate  organizations.  Fee:  TBA 


MINI-FELLOWSHIP  OPPORTUNITIES  — 
Available  upon  request.  Program  Director: 
Sally  C.  O'Neill,  Ph.D.,  Associate  Dean, 
Continuing  Medical  Education. 


For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 
548-3633  or  402-280-1830. 
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AMA  NEWS  NOTES 

(continued  from  page  9- A) 

Health  Policy  Studies  at  the  U.  of  California 
Medical  School  of  San  Francisco. 

At  the  meeting  the  commissioners  made  it 
quite  clear  that  they  perceive  PPRC's  role  as 
having  full  responsibility  and  authority  for 
developing  a complete  RVS  approach  for 
physician  payment  under  Medicare.  Harvard's 
efforts,  members  said,  must  be  confined 
largely  to  development  of  work  estimates  for 
surveyed  services.  Much  of  the  meeting 
focused  on  data  needs  that  the  PPRC  must 
pursue  before  finalizing  its  recommendations 
to  HHS  next  April.  The  Commission  scheduled 
its  next  meeting  for  Jan.  1 8-1 9 and  will  hold  its 
second  hearing  on  the  RBRVS  on  Feb.  8. 

^ * 

AMA'S  recently  announced  decision  making 
AMA/NET  service  a benefit  of  AMA  member- 
ship has  been  greeted  with  an  overwhelming 
response  by  the  physician  community.  As  of 
this  morning  more  than  1 2,000  AMA  members 
had  indicated  that  they  wanted  to  register  for 
AMA/NET  service.  They  will  receive  com- 
plimentary permanent  annual  subscriptions. 
Previously  the  subscription  cost  for  AMA 
members  was  Si  35.  Cost  for  non-members 
will  continue  to  be  Si 60  annually. 

* 3|C  * 


The  American  Medical  Association  has 

announced  the  creation  of  American  Medical 
Television.  This  programming  service  will  offer 
focused,  timely  information  and  new  perspec- 
tives on  clinical,  ethical,  regulatory  and  socio- 
economic issues  of  interests  and  importance 
to  practicing  physicians.  Regular  programming 
of  American  Medical  Television  will  debut 
Sunday,  Jan.  8,  on  The  Discovery  Channel  and 
will  air  every  Sunday  from  1 0 a.rn.  to  1 2 noon 
Eastern  Time. 

American  Medical  Television  carries  Con- 
tinued Medical  Education  (CME)  credits  for 
its  programs.  Regular  features  will  include 
AMA  Video  Clinics  and  V'ideo  Updates,  plus  a 
monthly  program  called  Washington  Update 
which  will  feature  news  and  discussion  on 
health  care  issues  and  regulatory  develop- 
ments from  the  nation's  capital.  Hospital 
Satellite  Network  (HSN)  will  provide  a half- 
hour  program  for  American  Medical  Television. 
* * * 


ARAFATE' 


^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduaion  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  dunng  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  suaalfate  in  clinical  tnals  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastnc  discomfort  indigestion,  dry  mouth,  rash,  pruntus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  expenence  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other  Issued  1/87 


Reference: 

1 . Eliakim  R.  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenfero/ 1987;9(4):395-399 
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Carafate*  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^^^^^Busers to  become 
prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  > therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 

rXRAFATE' 

sucralfate/Marion 


VFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


cefaclor 


Pulvules- 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  sireptococcil 
Contraindication:  Known  allergy  to  cephalosponns 
Warnings:  CECiOfl  should  BE  admwistered  wutiouslv  to  peniciuw. 

SENSITIVE  WLTIENTS  PENICIUNS  ANO  CEPHALOSPORWS  SHOW  PARTIAL  CROSS- 
ALLERGENICiry  POSSIBLE  REACTIONS  NCLUOE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  ate  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarihea)  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely.  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  feverl  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%.  genital  pruritus  or  vaginitis,  less  than  1% 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  stnp,  Lilly)  iosiob&i 

Additional  inhrmation  available  from  fV  ?3Si  amp 

Sh  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


CR-5012-B-84934S  1 
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AMA  NEWS  NOTES 

The  primary  objective  of  drug  utilization 
review  (DUR)  activities  should  be  to  improve 
the  quality  of  patient  care  when  prescription 
drug  provisions  of  the  Medicare  Catastrophic 
Coverage  Act  of  1988  are  phased  in  1991, 
AMA  has  stated  in  a communication  to  HCFA. 
AMA  made  a series  of  recommendations  to 
the  agency  in  response  to  its  request  for 
information  to  implement  prescription  drug 
benefits  for  Medicare  recipients.  The  Associa- 
tion said  that  the  primary  and  appropriate  goal 
of  DUR  should  be  to  improve  the  quality  of 
patient  care  by  optimizing  physician  prescrib- 
ing practices.  Improving  the  cost-effectiveness 
of  the  drug  benefit  program  and  preventing 
fraud  and  abuse,  though  important,  should  be 
viewed  as  secondary  objectives. 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician's  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 

PHONE 

(402)  474-4472 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRfEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


ADVERTISER’S  INDEX 
D 

Donley  Medical  Supply 
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Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASK.A  MEDIC.AL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 


FAMILY  PRACTITIONER:  Immediately  avail- 
able, attractive  opportunity  in  well-established 
clinic  with  immediate  access  to  fully-equipped 
hospital  and  good  supportive  services.  Good 
schools  and  churches  in  thriving  community. 
Quality  living  in  mid-Nebraska  with  good  hunting, 
fishing  water  sports,  golf,  and  racquet  club.  Call 
collect:  Cozad  Medical  Clinic,  R.  A.  Sitorius, 
M.D.,  1 803  Papio  Lane,  Cozad,  NE  691  30  (308) 
784-3535. 

OTOLARYNGOLOGY  — BRAINERD,  MINNE- 
SOTA: Join  20  MD  multispecialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for 
families.  Call  collect/write  Curtis  Nielsen,  (218) 
829-0354  or  4901,  P.O.  Box  524,  Brainerd,  MN 
56401. 


DERMATOLOGY  — BRAINERD,  MINNESOTA: 
Join  20  MD  multi-specialty  clinic.  No  capitation. 
No  start-up  costs.  Two  hours  from  Minneapolis. 
Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  (218)  829-0354  or 
4901,  P.O.  Box  524,  Brainerd,  MN  56401. 


PEDIATRICIAN.  OB/GYN,  PSYCHIATRIST, 
FAMILY  PRACTITIONER,  OPHTHALMOLOGIST; 
Growing  16  physician  multi-specialty  clinic  in 
beautiful  northwestern  Wisconsin  seeking  BC/BE 
specialists.  Attractive  partnership  opportunity 
after  one  year.  Come  grow  with  us!  Contact  Mark 
Nymo,  M.D.,  Indianhead  Medical  Group,  Ltd., 
1020  Lakeshore  Drive,  Rice  Lake,  Wl  54868 
(715)  234-9031. 


AVAILABLE:  Full-time  and  part-time  emergency 
medicine  opportunities  exist  at  Great  Plains 
Regional  Medical  Center,  located  in  North 
Platte,  Nebraska.  Excellent  compensation  pack- 
ages are  available.  Residencey  trained  physicians 
with  ACLS  certification  are  welcome  to  apply. 
PGY  3 primary  care  residents  with  emergency 
department  experience  are  welcome  to  apply 
for  part-time  positions.  Contact:  Rick  Hopper, 
Coastal  Emergency  Services  of  St.  Louis,  Inc., 
425  North  New  Balias  Road,  Suite  183,  DepL 
SJA,  St.  Louis,  MO  63141;  (800)  227-2533. 

INTERNAL  MEDICINE  or  FAMILY/CENERAL 
PRACTICE  physician  wanted  at  progressive, 
affiliated  VA  Medical  Center  in  Lincoln.  Board 
certification  preferred.  Salary  and  bonus  pay 
commensurate  with  training  and  experience. 
Licensure  any  state.  Must  meet  English  pro- 
ficiency requirements.  Allowable  moving  ex- 
penses. Equal  Opportunity  Employer.  Write  or 
call  (402)  489-3802,  Ext  6774,  Chief  of  Medical 
Service,  VA  Medical  Center,  600  So.  70th  St., 
Lincoln,  NE  68510. 

MISSOURI:  Opportunity  for  an  emergency 
physician  at  a full-service,  acute  care  facility 
located  1 hour  from  Kansas  City.  This  Level  II 
facility  has  a service  population  of  95,000  with 
approximately  12,000  Emergency  Department 
annual  visits.  Comprehensive  compensation 
package  including  professional  liability  insurance. 
For  information,  contact  Emergency  Medical 
Services,  3101  Broadway,  Suite  1000,  Kansas 
City,  MO  6411  1,  (800)  821-5147  or(816)  561- 
1025. 

IMMEDIATE  OPENING:  For  family  practitioner 
to  join  busy  13  doctor  multi-specialty  group  in 
clean  North  Dakota  lake  country.  Salary  and 
fringe  benefits  very  liberal.  Send  curriculum  vitae 
or  inquiries  to  Lake  Regional  Clinic,  P.C.,  P.  O. 
Box  1100,  Devils  Lake,  ND  58301,  Attention: 
Joel  Rotvold,  or  call  collect  at  (701)  662-2157 
for  further  information. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 
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i^oderate  depression  and  anxie^ 

1^  74%  of  patients  experienced  improved  sleep 
^ ater  the  first /?.5.  dose^ 


First-week  improvement  in  somatic  symptoms^ 

ik  50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


. 


_ S06«rtU000PW"''“'°' 


0**P«''* 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

limbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt) 


■ rences;  1.  Data  on  file,  Hoflmann-La  Roche  Inc.,  Nutley,  N].  2.  Feighner  VP, 
■tl  P^chopharmacology  61 :2\7-225,  Mar  22, 1979. 


|Jbitrol*(£ 

1 iquilizer— Antidepressant  t u u 

^ jre  prescribing,  please  consult  complete  product  information,  a summary  ot  wnicn 

( traindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres^nts; 
(jiomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
( tiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
I se  following  myocardial  infarction. 

' rnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  &3U- 

I la.  Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 

• cular  patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
firction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 

I I lents  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  agmnst 
Uardous  occupations  requiring  complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
,7  Usage  in  Pregnancy  - Use  of  minor  tranquQizers  during  the  first  trimester 

I < should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 

li  formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

I ■ thdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
!les  (see  Drug  Abuse  and  Dependence).  . j ■ 

ecautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 

)se  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
Di  ation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
I ' iction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
1 Kk  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
ed  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
: volving  delayed  elimination  and  increasing  steady  - state  concentrations  of  tiie  tricyclic  drugs. 

' >e  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
iditive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
' sential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
' e nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
)sage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
I insult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 

Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular.-  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric-  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  A/iricMincr^c.-  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesn- 
nal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 

D^g /U)w!^nd  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  ^cohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage^ 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence.  „ , . , 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  suppomvely. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning  See  complete  product  information  for  manifestation  and  treatment. 

How  SuppUed;  Double  strength  (DS)  Idblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  KWm,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochlonde 
salt)-4ottles  of  100  and  500;  Tfel-E-Dose* *  packages  of  100;  Prescription  Paks  of  50. 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Weekl. 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

^First-week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Umbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VI- 

UnibitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Percentage  of  Reduaion  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


a c3 

] 1 62^^ 
;J^DUCE^  72*^ 


90% 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  produa  information  inside  back  cover. 
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For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiralory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A p-hemolylic  streptococcil 
Contraindication:  Known  allergy  lo  cephalosporins 
Warnings:  CEClOfl  SHOULD  BE  AOI^INISTERED  CAUTIOUSLY  TO  PENICILLW- 
SENSITIVE  PATIENTS  PENICILLWS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsi 
Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever]  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizriness.  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abyrmalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  lespecially  in  infants  and 
children] 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest’  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly]  loeioesu 

Additional  information  available  from  pv  235i  amp 

Elf  Lilly  and  Company  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

Muiiut 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


ORGANIZATIONS,  NATIONAL 


.4merican  Academy  of  Family  Physicians 
8880  Waird  Parkway,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 
James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology' 

Mel  Rubin.  M.D.,  President 
655  Beach  Street.  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  Teal.  Executive  Secretary 
P.O.  Box  3190.  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse.  M.D.,  Executive  Director 
409-12th  St..  S.W. 

Washington.  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 

4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  \'A  22091 

American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago.  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 

535  No.  Dearborn  St,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  Johnson,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  .James  Gallagher,  Executive  Director 

1120  No.  Charles  St,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 

1314  Spring  St,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Calvin  M.  Oba.  M.D.,  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 
633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 
Malcolm  D.  Jones,  M.D..  President 
1415  W.  .22nd  St,  Oax  brook,  IL  60521 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  Neurological  Surger>'  2221  So.  17th  St.. 
Suite  .310.  Lincoln,  NE  68.502.  The  manuscript  should  be  typewritten, 
double-.spaced.  on  8'4  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

.Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

.Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
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AMA  NEWS  NOTES 

Medicare  Savings  of  $795  Million  are  envi- 
sioned through  reimbursement  reductions  to 
physicians,  HHS  Secretary  Otis  R.  Bowen, 
M.D.,  said  in  commenting  on  HHS  expenditure 
cutbacks  proposed  in  President  Reagan's  FY- 
1990  budget.  The  savings,  he  said,  would  be 
realized  by  (1)  reducing  payments  for  "over- 
priced" procedures  by  up  to  12%;  (2)  making 
reductions  of  8%  in  specified  radiology, 
anesthesiology  and  surgery  payments;  (3) 
freezing  the  Medicare  Economic  Index  allow- 
ance for  non-primary  care  services;  and  (4) 
phasing  in  increasing  of  customary  charges  for 

new  physicians  over  a four-year  period. 

* * ♦ 

Faced  with  the  absolute  certainty  that  it 
would  once  again  be  hailed  into  court  by  the 
AMA  to  defend  increasingly  burdensome  and 
inequitable  Medicare  carrier  review  policies 
unless  it  took  immediate  action  to  correct 
extensive  shortcomings  in  the  way  "medical 
necessity'  regulations  have  been  enforced, 
HCFA  has  acquiesed  to  AMA  demands  by 
entering  into  a seven-point  agreement  to 
rectify  the  situation. 

Under  terms  of  the  AMA-HCFA  agreement, 
HCFA  has  made  a firm  commitment  to 
continue  and  to  improve  the  claims  develop- 
ment policy  it  embarked  upon  April  1,  1988, 
at  AMA's  insistence.  It  also  will  direct  Medicare 
carriers  to  give  state  medical  associations  and 
specialty  societies  an  essential  voice  on  any 
changes  being  considered  in  medical  coverage 
policies  and  to  immediately  provide  them  and 
others  with  all  existing  medical  coverage 
policies. 

In  return  for  the  HCFA  commitment  man- 
dating corrective  action  to  obviate  the  massive 
professional  and  patient  problems  that  have 
occurred  because  of  the  way  medical  necessity 
provisions  were  being  applied  by  carriers, 
AMA  has  agreed  to  postpone  the  filing  of  its 
previously  threatened  lawsuit  for  six  months 
while  the  impact  of  the  new  policy  is  assessed. 

Reaching  the  agreement  concluded  nearly 
two  months  of  intensive  AMA-HCFA  negotia- 
tions to  remedy  medical  necessity  program 
shortcomings  and  to  avert  the  immediate 
need  for  the  AMA  to  bring  suit  to  seek  judicial 
relief.  Prior  to  that  AMA  and  HCFA  staff  had 
been  meeting  regularly  since  last  January  in 
(continued  on  page  12-A) 
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D.  M.  Laflan.  Creighton D.  J.  Nagengast.  Bloomfield 

. Robert  G.  Osborne.  Lincoln Prentiss  Dettmaa  Lincoln 

. Timothy  O’Holleran,  North  Platte Jeff  Brittan.  North  Platte 

, Otto  WuUschleger.  Norfolk Michael  Murphy.  Norfolk 

. Muriel  Frank.  Omaha F.  F.  Paustiaa  Omaha 

- Steffan  Lacy.  Norfolk Michael  Murphy,  Norfolk 

. Edward  Metz.  Crawford R H.  Rasmussea  Chadron 

. Dean  R.  Thomson.  Nebraska  City Paul  R.  Madison,  Nebraska  City 

. Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete 

, Fred  Gawecki.  Omaha Barbara  Heywood,  Papillion 

. I.  M.  French.  Wahoo John  E.  Hansea  Jr..  Wahoo 

, Vonn  Roberts,  Scottsbluff A J.  Magana,  Scottsbluff 

. Roger  A.  Jacobs,  Seward Richard  M.  Pitsch,  Seward 

. Jeff  Hollis.  Geneva Chas.  F.  Ashby.  Geneva 

. Gary  Ensz,  Auburn George  Voigtlander.  Pawnee  City 

. David  A Allerheiligen,  McCook E.  C.  Beyer.  McCook 

. H-  Neal  Sievers,  Blair K.  C.  Bagby.  Blair 

. Darroll  Loschea  York Harold  Nordlund.  York 
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ORGANIZATIONS,  STATE 


.\merican  Cancer  Society,  Nebraska  Division.  Inc. 

Don  W,  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 
.American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Rysv^•^•k.  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
-American  Heart  Association.  Nebraska  Affiliate 
Douglas  P Halleen.  Executive  Director 
3624  Famam  St..  Omaha  68131 
.American  Lung  .Association  of  Nebraska 

8901  Indian  Hills  Dr,  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68508 
.American  Red  Cross 
P.O,  Box  83267 
1701  "E"  St-  Lincoln  68501 
.Arthritis  Foundation.  Nebraska  Chapter,  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey.  President 
P.O.  Box  3248.  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County.  Inc. 

•Jane  Hoffart.  Client  Ser\ices  Rep. 

2700  N.  27ih  St-  Lincoln  68521 

Creighton  Cniversily  School  of  Medicine 
Richard  O Brien.  M D.  Dean 
(‘alifornia  at  24th  St..  Omaha  681.8 

Dairy  Council  of  Central  States.  Inc. 

7500  .Main.  103  Hillcrest  Landing 
Ralston.  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  V'isually  Impaired 
James  S.  Nyman.  Ph  D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  .Alcoholism  and  Drugs 
914  "L”  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter.  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
.Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretaiy 
360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  .Association 

1912  No.  90th  St..  Lower  Lev’el.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness.  Nebraska  .Affiliate 
120  North  69th  St..  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmologv' 

Gerald  Christensea  .M  D . President  Dept,  of  Ophthalmology 
L'NMC  - 42nd  & Dewey,  Omaha  68105 
Nebraska  .Academy  of  Otolaiyngology 
Michael  Crawford.  M.D..  President 
201  Ridge  St..  #311.  Council  Bluffs.  lA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp.  D O..  President 

Dept.  Pediatrics.  Creighton  I’niv..  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Paul  J Bender.  M D..  Pre>ident 

.Suite  1.  Professional  Plaza.  6801  N.  72nd  St..  Omaha  68122 
Nebraska  Association  of  Pathologists 
James  Linder.  M.D..  President 

Dept,  of  Pathology  - L’N.MC,  42nd  & Dewey.  Omaha  68105 

Nebraska  Chapter  - .American  Academy  of  Family  Physicians 
Paul  .M  Paulman.  M I)..  .Secretary-Treasurer 
Phyllis  G.  Hansen.  Executive  Director 

River  City  Office  Park.  #202.  401  No.  117th.  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter.  P.A-C.  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges.  M D..  President 
Charlotte  Hawthorne.  .Administrator 
2115  N.  Kansas.  Hastings  68901 

Nebraska  ('hapter  - American  College  of  Emergency  Physicians 
Richard  L Keller.  M.D..  President 
9641  No.  29ih.  Omaha  68112 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R Recker.  .M.D..  K.A.C.P.  Governor 

Creighton  Cniversity  School  of  Medicine.  601  N,  30ih  .St,.  Omaha  681.31 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J.  Gogela.  M,D..  Past  President 
2221  South  17th  St..  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  F'eandation 
John  F.  .Aita.  .M.D..  Medical  .Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  .Association 
Charles  R Bercaw.  Executive  Director 
444  Regency  Parkway  Dr.  #302.  Omaha  68114-3720 
Nebraska  Dental  .Association 

Tom  Bassett.  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  .M  S..  R D..  President 
3347  S.  126th  .Ave,,  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  O St.  Sie.  7,  Lincoln  68510 
Nebraska  Hospital  .Association 
Harlan  HeaUl.  President 
1640  L Street,  .Suite  D.  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Barbara.  McCabe.  President 
510  Redwood  Dr.,  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 

Nebraska  Medical  Foundation 

William  L Schellpeper,  Secretary 
1512  Fi.srTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  .Association 

Donna  R.  Baker.  Executive  Director 
Suite  711.  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D..  Secretarv' 

6920  Van  Dorn.  Lincoln.  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  .Association 

Tom  R.  Dolan.  R.P..  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Baslani.  M.D.,  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  .Association 
President.  N.P.H..A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call  .M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  .Association 
Arthur  L.  Weaver.  M.D..  President 
2121  South  56th  St.,  Lincoln  68506 

Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D. 

P.O.  Box  5363.  Lincoln  68505 

Nebraska  Society  of  .Anesthesiologists 
('harles  D.  Gregorius,  .M.D..  President 
1512  FirsTier  Rank  Bldg..  Lincoln 
Nebraska  Society  of  Internal  .Medicine 
Anthony  J.  Ross.  .M.O.  President 
3145  O St..  Lincoln  68510 
Nebraska  Society  of  Medical  .Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  .Medical  Assistants 
Delores  Yosien.  President 
4010  Kay  .Ave..  Grand  Island  68803 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn.  President 
502  S.  McCabe.  Nonh  Platte  69101 
Nebraska  Society  for  Respiratory  Therapy 
Marcy  Pearsoll.  RRT.  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright.  M.D..  M.  Ed..  Director  of  Health 
301  Centennial  Mall  South.  P.O.  Box  95007.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecologv'  Society 
Dennis  D.  Beavers.  .M.D,.  Secretarv’-Treasurer 
720  No.  87th  St..  Omaha  68114 
Nebraska  Stroke  Foundation 
Karv'l  Newman.  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  Urological  .Association 
Alan  H.  Domina.  M.D..  President 
4740  .A  Street,  Lincoln  68510 
.Nebraska  Veterinaiy  Medical  Association 
Don  Ellerbee.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretarv* 

7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program.  Nebraska  Department  of  Health 

3rd  Floor.  Slate  Office  Building.  301  Centermial  Mall  So..  Lincoln  68509 
University  of  Nebraska  .Medical  Center 
Charles  E.  Andrews.  .M.D..  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 


AIRFORCE 

ivragNE 

AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  specialty?  Are 
supply  and  equipment  problems  getting  you  down? 

Join  the  Air  Force  medical  team.  Concentrate  on  your  medical 
practice.  Leave  the  paperwork  hassle  to  others.  We  use  the  group 
practice  system  of  health  care.  It  allows  maximum  patient/physician 
contact  with  a minimum  of  administrative  responsibilities. 

You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

Our  superior  employment  and  benefits  package  make  Air  Force 
medicine  an  attractive  alternative  to  private  practice.  Find  out  how  you 
can  be  a part  of  the  Air  Force  health  care  team.  Call 

Capt.  Gregory  Haneline 
Station  to  Station  Collect 
402-551-0928 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


We’ll  take  good  care  of  you. 

Coming  in  the  next  issue: 

■ Alzheimer's  disease:  What  do  we  know  now? 

■ What  to  do  for  congestive  heart  failure 

■ Do  senior  patients  need  to  stop  smoking? 

■ How  lab  values  for  older  patients  vary  from  normal 


Read  Every  Issue  from  Cover  to  Cover! 


AMA  NEWS  NOTES 

(continued  from  page  6-A) 

attempts  to  resolve  the  many  problems  that 
enforcement  had  thrust  upon  physicians  and 
payments. 

Although  the  agreement  won't  resolve  all 
the  physician  problems  stemming  from  the 
medical  necessity  refund  requirement,  it  is 
expected  to  "substantially  improve"  the  situa- 
tion, Kirk  Johnson,  AMA's  General  Counsel, 
said.  Physician  complaints  about  the  way  that 
requirement  was  being  handled  dropped  off 
considerably  after  carriers  were  directed  to 
develop  claims,  he  noted.  Thus,  the  new 
agreement  is  "very  important"  because  govern- 
ment is  promising  not  just  to  retain  the 
program,  but  to  insist  that  carriers  implement 
if  "fully  and  fairly,"  he  said. 

HCFA  immediately  will  send  a letter  to  all 
Medicare  carriers  stating  the  importance  of 
developing  claims  for  medical  necessity  and 
advising  that  this  activity  is  to  continue 
indefinitely.  This  communication  will  specify 
the  steps  that  are  required  by  claims  develop- 
ment. It  also  will  direct  that  the  initial 
development  letter  from  the  carrier  to  the 
physician  not  be  negative  or  accusatory  in 
tone,  but  indicate  only  that  further  information 
is  needed  to  process  the  claims. 

The  points  of  agreement  were  conveyed  in 
a letter  to  James  H.  Sammons,  M. D.,  AMA's 
Executive  Vice  President,  in  a letter  from 

William  L.  Roper,  M.D.,  HCFA  Administrator. 
* * * 

The  AMA  yesterday  issued  the  following 
statement  by  AMA  President  James  E.  Davis, 
M. D.,  on  the  latest  Surgeon  General's  report 
on  the  effects  of  tobacco  and  health. 

"Today's  Surgeon  General's  report  reminds 
us  that  even  though  we  have  made  steady 
gains  in  reducing  the  toll  that  tobacco-related 
illnesses  and  death  takes  every  year,  we  still 
have  a long  way  to  go  toward  eliminating  this 
pressing  public  health  problem. 

" During  the  25  years  since  the  first  report  of 
the  Surgeo.i  General's  Advisory  Committee  on 
Smoking  and  Health,  researchers  have  accum- 
ulated an  overwhelming  body  of  evidence  — 
literally  thousands  of  we  1 1 designed  studies 
— linking  tobacco  products  with  a variety  of 

(continued  on  page  44) 
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EDITORIAL 


Smoking  and  Liability 

BENJAMIN  R.  GELBER,  M.O. 


In  June,  1988  a tobacco  company  was 
found  liable  for  the  death  of  one  of  their 
customers  from  a smoking  related  illness.  I 
suspect  most  physicians  felt  that  it  was  about 
time  the  tobacco  industry  was  brought  to  task 
for  manufacturing  a dangerous  product.  How- 
ever, the  reasoning  behind  this  decision  is 
responsible  for  our  present  medical  malpractice 
climate. 

When  this  poor  woman  began  to  smoke,  the 
health  risks  of  smoking  were  not  known.  It  is 
unfair  to  hold  even  a tobacco  company 
responsible  for  a defect  in  its  product  which 
it  could  not  know  about.  There  have  been 
medical  malpractice  claims  against  physicians 
for  blindness  caused  by  oxygen  use  in  pre- 
mature infants  35  years  ago,  before  this  risk 
was  known.  No  one  disputes  that  the  blinded 
children  were  injured  by  their  medical  care,  or 
that  smoking  killed  the  woman,  but  no  one 
should  be  responsible  for  something  which  it 
was  impossible  to  know. 

The  health  risks  of  smoking  became  common 
knowledge  after  the  Surgeon  General's  1965 
report.  Cigarette  packages  carried  the  warning 
in  bold  print.  The  dangers  of  smoking  were 
never  kept  secret  from  the  public.  Many 
people  quit  smoking  despite  the  addictive 
qualities  of  nicotine.  This  woman  chose  to 
continue  to  smoke.  She  did  not  take  the  sensible 
although  difficult  option  to  quit.  That  means 


she  assumed  the  risks  associated  with  smoking. 
She  couldn't  recover  damages  from  the  tobacco 
company  because  she  was  dead.  The  award 
went  to  her  husband.  Apparently  the  court 
decided  that  the  tobacco  company  owed  a 
duty  to  the  husband.  This  goes  too  far.  In 
medical  liability,  we  run  the  risk  of  suit  for  a 
bad  outcome.  The  plaintiff  is  required  to 
prove  negligence,  which  is  a breach  of  duty 
between  physician  and  patient,  occurred.  Will 
we  now  have  to  extend  our  informed  consent 
discussions  to  all  possible  interested  family 
members  so  that  we  don't  neglect  our  duty  to 
them?  We  do  this  now,  but  we  usually  don't  go 
beyond  spouse  and  children.  It  this  enough? 

Anyone  who  starts  or  continues  to  smoke 
should  be  creating  a contract  with  the  tobacco 
supplier  in  which  the  smoker  assumes  the 
risks  associated  with  tobacco.  Anyone  who 
undergoes  medical  treatment  should,  after 
giving  informed  consent,  assume  the  risks 
associated  with  the  treatment.  The  physician 
must  perform  up  to  the  appropriate  standard 
of  care.  The  tobacco  company  has  to  provide 
its  product  as  advertised,  including  the  known 
risks.  The  individual  can  choose  to  avoid  or 
accept  the  risk. 

Liability  should  be  founded  on  fair,  stable 
principles.  They  must  apply  equally,  both  to 
good  guys,  like  doctors,  or  bad  guys  like 
tobacco  companies. 
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ORIGINAL  ARTICLE 


A Surgically-induced  Deformity  of  the 
Anterior  Mitral  Leaflet 

IAN  F.  LEVENE,  M.D.*  DAVID  G.  MEYERS,  M.D. 

Department  of  Internal  Medicine,  University  of  Nebraska  College  of  Medicine 


WE  report  here  the  echocardio- 
graphic  appearance  of  a not 
previously  described,  surgically- 
induced  deformity  of  the  anterior  mitral 
leaflet  which  could  possibly  serve  as  a source 
of  emboli. 

J.J.  was  a 34  year  old  white  male  physician 
who  presented  with  rheumatic  fever  at  the 
age  of  16  which,  over  subsequent  months, 
resulted  in  severe  congestive  heart  failure. 
Cardiac  catheterization  in  October,  1969 
revealed  moderately  severe  aortic  insufficiency. 
In  December,  his  aortic  valve  was  replaced 
with  a Starr-Edwards  valve.  The  operative 
report  stated  that  the  heart  was  massively 
enlarged  and  the  pericardial  cavity  was  obli- 
terated by  a gelatinous  reaction.  The  right  and 
left  aortic  cusps  were  shortened  and  the  non- 
coronary cusp  was  perforated.  The  anterior 
leaflet  of  the  mitral  valve  was  also  perforated; 
this  defect  was  closed  with  three  mattress 
sutures  running  across  the  transverse  axis  at 
the  base  of  the  leaflet. 

The  patient  did  well  until  1977  when  he 
presented  with  increasing  heart  size  due  to 
recurrent  aortic  insufficiency.  Cardiac  cathe- 
terization revealed  severe  paravalvular  aortic 
insufficiency.  Prolapse  of  aortic  cuff  tissue  was 
noted.  The  left  ventricle  was  dilated.  Overall 
left  ventricular  systolic  function  was  good  with 
the  exception  of  apical  akinesis.  Aortic  pressure 
was  1 30/72,  and  left  ventricle  1 80/0-1 4 with  a 
peak  to  peak  systolic  gradient  of  50  mmHg 
across  the  prosthetic  valve.  Cardiac  output 
was  7.27.  Blood  cultures  were  negative.  The 
Starr-Edwards  valve  was  replaced  with  a #22 
Lillehei-Kaster  pivoting  disk  prosthesis.  The 
operative  note  stated  that  the  sutures  in  the 
anterior  mitral  leaflet  remained  intact  while 
the  leaflet  appeared  large  and  redundant.  The 
patient  did  well  postoperatively  and  was 
discharged  on  digoxin,  persantine,  and  Couma- 
din. 

He  remained  asymptomatic  until  February, 


1987,  when  he  suffered  the  abrupt  onset  of  a 
single  transient  episode  of  lightheadedness 
and  aphasia  lasting  several  hours.  Ten  days 
previously,  the  patient  had  discontinued  his 
digoxin  and  also  changed  his  daily  prophylactic 
penicillin  to  Bactrim.  He  had  continued  his 
regular  dose  of  coumadin.  Cardiac  exam  on 
admission  revealed  a regular  rhythm  with 
isolated  multifocal  PVCs.  The  PMI  was  moder- 
ately enlarged,  hyperdynamic,  and  located  in 
the  sixth  intercostal  space,  midclavicular  line. 
The  aortic  systolic  impulse  was  palpable.  There 
was  a grade  3/6  early  peaking  crescendo- 
decrescendo  midsystolic  murmur  heard  over 
the  precordium,  radiating  to  the  carotids  and 
left  axilla.  No  gallops  or  rub  were  present. 
Carotid  upstrokes  were  brisk  bilaterally  with- 
out bruits.  There  was  no  lymphadenopathy, 
splenomegaly,  petechiae,  or  splinter  hemor- 
rhages. Laboratory  studies  included  a WBC 
of  12,  600  with  83  neutrophils,  6 bands. 
Prothrombin  time  was  16  seconds;  partial 
thromboplastin  time  was  37  seconds.  Erythro- 
cyte sedimentation  rate  was  0.  Urinalysis  was 
normal.  A screen  for  disseminated  intravas- 
cular coagulation  and  both  urine  and  blood 
cultures  were  negative.  The  chest  x-ray  revealed 
a left  lower  lobe  consolidation.  Computed 
tomography  of  the  head  was  normal.  EKG 
revealed  left  ventricular  hypertrophy  with  ST- 
T changes,  small  Q-waves  in  lead  II,  III  and 
aVF,  and  an  interventricular  conduction  defect 

An  echocardiogram  revealed  normal  left 
ventricular  size  and  systolic  function,  a normally 
functioning  prosthetic  aortic  valve,  and  normal 
pulmonary  and  tricuspid  valves.  The  posterior 
mitral  leaflet  appeared  normal.  The  anterior 
leaflet  was  of  normal  length  and  thickness  but 
was  deformed  by  a tubular  ridge  extending 
transversely  across  the  atrial  surface  of  the 
central  portion  of  the  leaflet  base  (Fig.  1).  On 
long-axis  projections,  this  deformity,  which 
appeared  to  be  a loop  of  leaflet  tissue  havmg 

•Reprint  request>:  Jan  F Levene,  MD.  Section  of  Cardiology. 
University  of  Nebraska  Medical  Center,  42  & Dewey,  Omaha,  NE  68105. 
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FIGURE  1 


A.  Apical  four-chamber  echocardiograph  during  diastole  demonstrating  a "looplike” 
deformity  (arrow)  on  the  atrial  aspect  of  the  anterior  mitral  leaflet  base. 


B.  Enlarged  echocardiographic  view  of  the  mitral  deformity. 
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C Apical  long-axis  echocardiograph  demonstrating  folding  of  leaflet  tissue  (arrow). 


increased  tissue  density  and  an  open  center, 
moved  with  the  anterior  leaflet.  Doppler 
ultrasound  revealed  moderate  mitral  regurgi- 
tation, with  no  aortic,  pulmonary,  or  tricuspid 
insufficiency.  There  was  a 13  mmHg  gradient 
across  the  prosthetic  aortic  valve.  On  examin- 
ation one  year  later,  the  deformity  was 
unchanged.  Coumadin  was  continued  and 
neurologic  symptoms  had  not  recurred. 

This  echocardiographic  deformity  of  the 
mitral  valve,  which  has  not  been  reported 
previously,  represents  the  puckering,  folding, 
and  redundancy  produced  by  the  suture  line 
used  to  close  the  leaflet  perforation.  Its 
significance  is  unclear.  While  the  neuroembolic 
event  in  this  case  most  likely  originated  from 
the  Lillehei-Kaster  prosthetic  valve',  another 
possible  source  is  the  tubular  mitral  valve 
deformity.  By  the  same  mechanism  believed 


responsible  for  neuroembolic  events  in  mitral 
valve  prolapse^  "’,  platelet  aggregation  might 
have  occurred  in  the  stagnant  blood  within 
the  lumen  of  the  tubular  fold  of  the  mitral 
leaflet. 
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PSYCHOLOGICAL  stress  produced 
by  surgery  is  not  new  in  the 
field  of  medicine.  Many  authors 
have  reported  significant  psychiatric  morbidity 
associated  with  mastectomy/'^  hysterectomy/ 
and  gastrointestinal  surgery/'^  Despite  the 
abundance  of  literature  dealing  with  pre-  and 
postoperative  reactions  to  surgically  provoked 
stress  in  previously  normal  patients,  little 
appears  to  have  been  written  concerning  the 
effects  of  surgical  stress  on  the  psychiatric 
patient.  Patients  with  a history  of  psychiatric 
illness  may  well  be  overcome  by  surgical 
stress  and  the  patient's  ability  to  cope  may  be 
severely  compromised  leading  to  relapse  of 
their  psychiatric  illness. 

CASE  REPORT 

The  patient  is  a 64-year-old  white  male  with 
a long  history  of  schizophrenia  who  presented 
to  the  surgical  team  with  an  acute  bowel 
obstruction  secondary  to  a well  differentiated 
adenocarcinoma,  Dukes  stage  B1,  of  the 
sigmoid  colon.  The  surgery  performed  was  left 
hemicolectomy  with  a Hartmans  pouch  and 
end  colostomy.  The  patient  did  well  post- 
operatively  and  was  discharged  home  where 
he  lived  with  his  brother,  his  sister-in-law,  and 
his  mother. 

Over  the  previous  1 5 years,  the  patient  had 
been  treated  as  an  outpatient  by  the  Mental 
Health  Clinic  for  chronic  disorganized  schizo- 
phrenia. He  was  currently  taking  lOOmg  of 
thioridazine  hydrochloride  twice  a day  and 
was  reported  to  be  well  controlled  in  the 
residual  phase.  The  brother  reported  that  the 
patient  was  getting  along  fine  at  home  and 
demonstrated  no  bizarre  or  compulsive  be- 
haviors. This  was  confirmed  by  past  medical 
records. 

The  patient  was  readmitted  to  the  hospital 
three  months  later  for  closure  of  the  colostomy. 
At  that  time,  physical  examination  revealed 
what  appeared  to  be  severe  contact  dermatitis 
over  the  hands  and  distal  forearms  bilaterally. 


The  skin  was  red,  dry,  and  showed  evidence  of 
cracking  and  bleeding.  Following  admission, 
the  patient  was  found  to  exhibit  bizarre 
behaviors.  When  he  was  questioned  about  his 
behavior  he  became  very  agitated  and  defensive. 
These  behaviors  included  constant  dumping 
of  his  colostomy  bag  in  the  sink,  messing  his 
bed  linens,  constant  pacing,  restless  sleep, 
bathing  five  to  six  times  per  day,  and  con- 
tinuous washing  of  his  hands. 

The  brother  reported  that  the  patient's 
behavior  changed  immediately  after  his  dis- 
charge following  the  surgery.  At  home  the 
patient  would  meticulously  clean  around  the 
colostomy  site,  continually  wash  his  hands, 
and  constantly  scrub  the  bathroom  floor,  sink 
and  toilet.  As  time  went  on,  the  brother 
reported  that  the  patient  became  impossible 
to  live  with.  The  patient  began  to  converse 
with  imaginary  people,  refused  to  sleep, 
stopped  taking  his  medication,  and  became 
agitated  and  defensive  when  confronted.  In 
addition,  the  hand  washing  and  bathroom 
cleaning  was  reported  to  intensify  over  time. 

The  mental  status  examination  on  the 
admission  for  colostomy  closure  revealed  a 
64-year-old  white  male  who  was  well  groomed 
and  appeared  his  stated  age.  He  displayed  no 
abnormal  mannerisms  or  gestures;  however, 
he  appeared  rigid  in  position  and  changed 
positions  very  few  times  throughout  the 
interview.  His  attitude  toward  the  examiner 
was  cooperative.  The  patient  was  easily 
distracted  by  the  environment;  however, 
serial  digits  was  within  normal  limits.  His 
speech  was  spontaneous,  fast,  and  compre- 
hensible. He  was  oriented  to  person,  place, 
time,  and  situation.  His  mood  appeared 
anxious  and  his  affect  was  mildly  blunted. 
Form  of  thought  was  significant  for  loosening 
of  associations  and  perseverations  usually 
focused  on  some  aspect  of  his  colostomy. 
Thought  content  was  significant  for  obsessions 

■Ropniit  lequpst:  O.  Kenneth  lolinson,  |r.,  M.D.,  77  Copeland,  Roxbury, 
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of  cleanliness  with  special  emphasis  placed 
on  the  colostomy  bag.  He  denied  any  pre- 
occupation with  or  rituals  involved  in  emptying 
his  colostomy  bag.  He  demonstrated  good 
insight  as  to  the  reason  of  hospitalization; 
however,  abstract  thinking  was  impaired.  He 
denied  any  hallucinations  at  the  time  of  exam. 
Judgement  appeared  intact  and  all  aspects  of 
memory  appeared  within  normal  limits. 

DIAGNOSIS 

At  that  time  it  was  not  clear  to  us  whether 
the  patient  was  suffering  from  an  acute 
episode  of  schizophrenia,  schizo-obsessive,  or 
obsessive-compulsive  disorder.  In  examining 
the  patient's  old  medical  records  concerning 
his  schizophrenia,  it  became  apparent  that  the 
schizophrenia  had  persisted  since  childhood. 
In  addition,  the  patient  also  had  obsessive- 
compulsive  manifestations  of  disease.  The 
compulsive  behaviors  appeared  to  evolve 
around  personal  hygiene,  i.e.,  wiping  his 
mouth  and  blowing  his  nose  excessively 
throughout  the  day,  brushing  food  "steam" 
from  his  pants  and  shirt  sleeves  after  meals, 
and  brushing  off  his  pants  after  urinating. 
According  to  the  old  records,  these  symptoms 
were  abated  by  thioridazine  hydrochloride 
400mg  per  day  approximately  20  years  ago.  As 
the  course  of  the  illness  progressed,  the 
patient  remitted  to  a residual  phase  without 
demonstration  of  obsessive-compulsive  be- 
haviors. The  thioridazine  hydrochloride  dosage 
was  lowered  to  200mg  per  day  and  the 
patient  remained  stable  over  the  last  1 5 years 
prior  to  surgery.  As  a result  of  the  patient's 
stability,  he  was  able  to  live  at  home  with  his 
mother,  brother,  and  sister-in-law.  Over  the 
last  year  the  patient  was  seen  by  the  Mental 
Hygiene  Clinic  once  every  three  months  as  an 
outpatient.  There  was  no  report  of  acute 
schizophrenic  episodes  or  return  of  compulsive 
behaviors. 

Following  the  diagnostic  criteria  set  forth  by 
the  DSM-III,  we  felt  that  the  patient  was 
suffering  from  an  acute  schizophrenic  episode 
rather  than  a schizo-obsessive  or  obsessive- 
compulsive  disorder.  The  indications  for  this 
conclusion  are;  the  patient's  past  behavior 
was  similar  in  nature  to  the  patient's  current 
behavior;  the  disturbances  of  thought  form 
and  content  were  consistent  with  psychoses; 
the  report  of  hallucinations  by  the  brother  was 
consistent  with  his  past  schizophrenia.  The 
behavior  demonstrated  did  not  appear  to  be 
ego-dystonic  and  the  history  of  good  symptom 
conirr*  with  thioridazine  hydrochloride  ap- 


peared to  be  inconsistent  with  schizo-obses- 
sive disorder.’^  A psychiatric  consult  was 
obtained  and  confirmed  the  diagnosis  of 
schizophrenia. 

TREATMENT 

The  patient  was  then  placed  on  haloperidol 
10  mg  I.M.  three  times  a day.  Over  the  next 
week  prior  to  surgery,  the  patient's  agitation 
and  restless  behavior  diminished  in  intensity; 
however,  he  persisted  in  his  cleaning  behavior. 
Colostomy  closure  was  performed  as  sched- 
uled. The  patient  led  an  uncomplicated 
recovery.  The  bizarre  behaviors  subsided  and 
the  hand  dermatitis  resolved.  Long  term 
management  involved  changing  the  Haloper- 
idol to  thioridazine  hydrochloride  lOOmg 
twice  per  day  since  the  patient  had  had  good 
results  with  it  over  the  past  1 5 years.  The 
Mental  Hygiene  Clinic  planned  to  continue 
seeing  the  patient  once  per  month. 

DISCUSSION 

In  this  patient  it  appears  that  the  stress  of 
the  colostomy  in  itself  may  have  triggered  the 
acute  schizophrenic  episode.  This  may  be 
indicated  by  the  lack  of  psychotic  symptoms 
prior  to  surgery,  the  acute  exacerbation  of 
symptoms  immediately  following  the  colos- 
tomy procedure,  the  persistence  of  symptoms 
despite  the  administration  of  antipsychotic 
medication,  and  the  resolution  of  symptoms 
following  colostomy  takedown  and  reanasto- 
mosis of  the  bowel.  Considering  the  patient's 
past  schizophrenic  symptoms  and  the  similar- 
ity between  the  current  symptoms,  it  seems 
that  the  attack  is  an  exacerbation  of  the 
present  schizophrenia  rather  than  a new 
unrelated  episode. 

Other  authors  have  also  reported  exacerba- 
tion of  symptoms  in  schizophrenic  patients 
following  gastrointestinal  surgery.^^  Work  by 
Lawlar  and  Rand  (1 986)  reported  that  three  of 
six  patients  with  a history  of  schizophrenia 
prior  to  surgery  for  obesity  had  recurrence  of 
their  psychotic  symptoms  postoperatively. 
Two  of  the  six  did  not  require  additional 
hospitalization;  however,  one  of  the  six  was 
reported  to  require  an  additional  six  weeks  of 
hospitalization.  In  the  latter  case,  the  patient 
was  taken  off  the  antipsychotic  medication 
two  weeks  prior  to  surgery. 

In  conclusion,  it  appears  imperative  that 
psychiatric  patients,  regardless  of  stability, 
require  additional  attention  to  their  psychiatric 
illness  before  and  after  surgical  procedures.  In 
this  patient,  although  additional  hospitalization 
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was  not  required,  the  patient's  recovery  was 
incomplete  in  that  he  suffered  an  acute 
schizophrenic  episode.  Unfortunately,  this 
attack  was  not  detected  until  the  patient  was 
readmitted  to  the  hospital  for  scheduled 
takedown  of  the  colostomy.  This  may  be 
viewed  as  an  indication  to  monitor  psychiatric 
patients  peri-operatively  with  pre-  and  post- 
operative psychiatric  evaluations  and  adjust- 
ments in  their  therapy  can  be  made  accordingly. 

Special  thanks  to  Dr.  J.  W.  Wengert  of  the 
Psychiatry  Service,  Omaha  VA  Hospital,  and  Dr.  H. 
Sheih  and  Dr.  S.  Bhatia  of  the  Psychiatry  Depart- 
ment, Creighton  University,  for  their  review  of  this 
text  and  for  their  helpful  suggestions. 
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CLINICAL  LABORATORY  BEGINNINGS 

A statement  made  in  the  1920's 
about  the  setting  up  of  a 
i medical  laboratory  noted  that 
all  that  was  necessary  was  a table  put  into  the 
corner  of  a room,  and  this  would  be  sufficient 
space  upon  which  to  perform  the  laboratory 
tests  that  were  in  vogue  at  the  time.  At  first, 
students,  interns,  residents  and  nurses  per- 
formed many  of  these  laboratory  procedures. 
Quality  control  and  standardization  were  to 
come  much  later.  In  those  first  days  of 
laboratory  medicine,  the  laboratories  were 
gradually  shifted  to  the  pathology  areas, 
because  by  their  specialty  nature,  pathologists 
were  the  most  laboratory-oriented  physicians. 
Generally,  their  office  and  work  areas  were  in 
hospital  basements.  One  of  the  first  recognized 
clinical  pathologists  in  this  country  was  Dr. 
James  Todd  of  Denver,  Colorado. 

The  people  that  performed  the  tests  in 
these  early  laboratories  imperceptibly  evolved 
into  the  medical  technologists  of  today.  At 
first,  these  individuals  were  given  informal  on- 
the-job  training.  Instruction  became  more  and 
more  formalized,  until  a baccalaureate  degree 
with  formal  certification  became-the  rule  and 
is  now  required.  Parallel  with  this  development 
was  the  increasing  importance  of  the  medical 
laboratory  in  the  diagnosis,  treatment  and 
clinical  follow-up  of  the  patient. 

Inception  of  the  Medical  Center 

A brief  overview  of  the  genesis  of  what 
became  the  University  of  Nebraska  Medical 
Center  follows:  The  Omaha  Medical  College 
opened  its  doors  in  1882.  A Dr.  A.  S.  von 
Mansfelde,  a graduate  of  the  Rush  Medical 
College  was  named  as  Professor  of  Pathology. 
During  this  period,  the  medical  curriculum 
was  two  years  in  length.  In  1891,  the  curriculum 
became  a three  year  one,  and  finally  a four 
year  course  in  1898.  In  1902,  the  Omaha 
Medical  College  became  a part  of  the  University 
of  Nebraska,  being  renamed  tbe  University  of 


Nebraska  College  of  Medicine  with  part  of  the 
instruction  being  given  in  Lincoln,  Nebraska. 
Finally,  a new  building  was  constructed  for  the 
College  of  Medicine  on  the  far  western  edge 
of  the  city  of  Omaha  in  1912  where  the 
College  is  located  to  this  day. 

First  Medical  Technologist 

The  first  formally  trained  medical  technolo- 
gist in  our  state  of  Nebraska  is  Ms.  Helen 
Wyandt  (later  Mrs.  Reihart),  the  founding 
medical  technologist  of  the  laboratory  and 
Medical  Technology  program  at  the  University 
of  Nebraska  Hospital.  In  1928,  Ms.  Wyandt 
received  Certificate  #91  from  the  Board  of 
Registry  of  the  American  Society  of  Clinical 
Pathologists,  while  presently  there  have  been 
over  227,000  such  certificates  awarded. 

Helen  Wyandt  was  born  in  Algona,  Indiana 
in  1 895.  Her  father  was  the  superintendent  of 
schools  for  the  town.  Ms.  Wyandt  graduated 
from  Simmons  College  in  Massachusetts  (lo- 
cated near  Harvard  University)  in  1918,  where 
she  had  taken  a "long  home  economics 
course."  She  was  recruited  by  one  of  the 
pathologists  at  Harvard,  Dr.  Roseneau,  to  do 
medical  laboratory  work  to  replace  Navy 
corpsmen  who  had  gone  overseas  during  the 
World  War.  Ms.  Wyandt  joined  the  U.S.  Navy 
at  a Yeoman,  First  Class  and  was  stationed  at 
the  U.S.  Naval  Hospital  in  Chelsea,  Massa- 
chusetts from  1918-1921.  (Figure  1)  Here,  she 
worked  under  Dr.  J.  Jay  Keegan,  a neurosurgeon, 
who  was  chief  of  the  Chelsea  Hospital.  Next, 
the  young  Helen  Wyandt  worked  for  the  U.S. 
Public  Health  Service  at  the  Marine  Hospital 
in  Chelsea. 

In  1921,  Ms.  Wyandt  was  recruited  by  Altus 
Johnson,  M.D.  through  Dr.  Roseneau  to  work 
at  Jennie  Edmundsen  Memorial  Hospital  in 
Council  Bluffs,  Iowa.  Dr.  Johnson  was  also  on 
the  faculty  of  the  University  of  Nebraska 
College  of  Medicine.  In  1923,  through  the 
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FIGURE  1 

Yeoman  First  Class  Helen  Wyandt,  c.  1918. 


efforts  of  Dr.  J.  Jay  Keegan,  who  was  now  a 
practicing  neurosurgeon  in  Omaha,  Ms.  Wyandt 
was  recruited  to  help  set  up  a clinical 
laboratory  at  the  University  of  Nebraska 
Hospital,  becoming  the  first  medical  tech- 
nologist in  the  state  of  Nebraska  and  the  first 
medical  technologist  on  the  faculty  of  the 
University  of  Nebraska  College  of  Medicine. 
(Dr.  Keegan  was  to  become  Dean  of  the 
College  of  Medicine  in  1925.)  The  clinical 
laboratory  was  begun  in  the  northeast  corner 
of  the  basement  of  the  North  Laboratory 
Building,  now  known  as  Poynter  Hall  (Figure 
2).  Ms.  Wyandt  and  Harold  Eggers,  M.D. 
worked  together  on  this  pioneering  project. 
Dr.  Eggers  had  been  named  Professor  and 
Chairman  of  Pathology  in  1917,  and  he 
remained  in  that  capacity  until  his  retirement 
in  1948.  Aura  J.  Miller,  M.D.,  who  in  1926 
became  the  first  full-time  clinical  pathologist 
at  the  University  of  Nebraska  Hospital,  was 
also  instrumental  in  developing  the  laboratory. 
Later,  the  clinical  laboratory  was  moved  to 
Unit  I of  the  hospital  on  the  ground  floor 
(third  level)  where  the  Endocrinology  and 
Pediatric  Specialty  Clinics  are  presently  located. 


FIGURE  2 

The  first  medical  laboratory  in  the  basement  of  Poynter  Hall.  The  first  medical  technology  trainee,  Margaret 
Nice  is  at  the  bench. 
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Inception  of  the  Program 

The  young  founder  began  a medical  tech- 
nology training  program  with  one  or  two 
students  at  a time.  There  were  three  most 
pivotal  trainees  in  the  years  1932  and  1933: 
Ms.  Francis  Cogan  (Figure  3)  completed  her 
medical  technology  studies  under  Ms.  Wyandt 
in  1932,  and  she  worked  briefly  at  University 
Hospital  and  then  at  the  Nebraska  Methodist 
Hospital  laboratory.  Ms.  Cogan  surpervised 
medical  technology  trainees  from  the  Univer- 
sity of  Nebraska  at  Nebraska  Methodist 
Hospital.  She  retired  from  active  medical 
technology  work  in  1973,  but  since  then  has 
been  in  charge  of  purchasing  for  the  same 
laboratory.  Bernice  Elliott  (Figure  4)  and  Ruth 
Pohle  (Figure  5)  completed  their  training  with 
Ms.  Wyandt  (Figure  6)  in  1 933.  Ms.  Elliott  was 
employed  by  Bishop  Clarkson  Memorial 
Hospital  where  she  founded  the  medical 
technology  teaching  program  there  in  1942. 
She  worked  in  various  capacities  at  this 
hospital  for  40  years.  Ms.  Pohle  remained  at 
the  University  of  Nebraska  Hospital  and  later 
became  Chief  Medical  Technologist  of  the 
clinical  laboratories.  These  three  women  still 
reside  in  the  Omaha  area  today.  Although  the 
three  laboratories  seemingly  went  their  own 
ways  after  1933,  they  were  to  become  closely 
related  again  in  a pleasing  and  unique  way  36 
years  later. 


FIGURE  3 

Francis  Cogan.  She  developed  and  supervised  the 
laboratory  at  Nebraska  Methodist  Hospital. 


FIGURE  4 

Bernice  Elliott.  Founder  of  the  Medical  Technology 
Program  at  Bishop  Clarkson  Memorial  Hospital. 


FIGURE  5 

Ruth  Pohle.  Miss  Pohle  continued  the  pioneering  work 
of  Helen  Wyandt  Reihart,  and  a B.S.  in  Medical 
Technology  was  first  offered  in  1947. 


The  Combined  Schools 

The  Drs.  Larsen  were  instrumental  in  a most 
significant  step  in  1968:  a consortium  of 
medical  technology  teaching  programs  was 

formed  among  the  University  of  Nebraska 

— - 
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Hospital,  Nebraska  Methodist  Hospital  and 
Bishop  Clarkson  Memorial  Hospital,  being 
named  the  Combined  Programs.  Resources 
and  committee  structures  were  combined 
utilizing  the  strengths  of  all  three  programs. 
The  program  and  medical  directors  at  Nebraska 
Methodist  Hospital  at  this  time  were  Phyllis 
Muellenberg,  M.A.,  M.T.  (ASCP)  and  jerry 
Tamisiea,  M.D.  respectively,  while  those  officials 
at  Bishop  Clarkson  Memorial  Hospital  were 
Roma  Brown,  M.T.  (ASCP)  and  Donald  Skoog, 
M.D.  respectively.  Most  students  in  the  Com- 
bined Programs  elect  to  receive  their  Bachelor 
of  Science  in  Medical  Technology  degree 
from  the  University  of  Nebraska.  This  is  the 
most  successful  medical  technology  teaching 
consortium  in  the  country  and  is  a model 
program. 

Bachelor  of  Science  in  Medical  Technology 

Gradually,  the  University  of  Nebraska  pro- 
gram became  more  formal,  and  the  numbers  of 
students  in  a class  increased.  Through  the 
efforts  of  Ms.  Wyandt,  the  program  became  a 
nationally  accredited  program  in  1937-38.  Ms. 
Pohle  took  over  Ms.  Wyandt's  duties  as 
program  director  of  the  Medical  Technology 
program  in  1940  when  Helen  Wyandt  married 
Dr.  Oliver  Reihart,  a veterinarian.  (The  newly 
married  Mrs.  Reihart  continued  her  career  as  a 
health  professional  in  the  laboratory  field. 


FIGURE  6 

Helen  Wyandt  Reihart.  Her  efforts  have  had  a lasting 
effect  on  Medical  Technology  in  Nebraska. 


later  returning  to  the  University  as  a research 
technologist.)  In  the  1940's,  the  clinical 
laboratory  was  moved  to  the  fourth  floor  of 
the  south  unit  of  the  Hospital.  In  1947,  she 
and  Perry  Tollman,  M.  D.,  who  had  come  to  the 
University  in  1931  and  now  had  become 
chairman  of  the  Department  of  Pathology, 
developed  the  medical  technology  instruction 
into  a baccalaureate  level  program  with  a 
Bachelor  of  Science  in  Medical  Technology. 
Ms.  Pohle  continued  as  program  director  until 
1964  and  retired  as  Chief  Medical  Technolo- 
gist in  1976.  Dr.  Tollman  remained  medical 
director  of  the  program  until  he  became  Dean 
of  the  University  of  Nebraska  College  of 
Medicine  in  1954.  His  duties  as  medical 
director  were  later  taken  over  by  Morten 
Kulesh,  M.D.,  while  John  R.  Schenken,  M.D. 
was  named  as  chairman  of  the  department.  In 
1962  the  clinical  laboratories  were  moved  to 
the  hospital  clinic  area.  In  1964,  Arden 
Engstrom  Larsen,  PhD,  became  program  direct- 
or of  the  Medical  Technology  Program  and  in 
1965,  Arthur  Larsen,  M.D.  became  medical 
director.  C.A.  McWhorter,  M.D.  became  chair- 
man of  the  department  in  1 965.  Dr  McWhorter 
would  later  go  on  into  national  prominence  as 
President  of  the  College  of  American  Path- 
ologists and  President  of  the  Nebraska  Med- 
ical Association. 

In  1969  and  1970,  respectively,  William  G. 
Padgett,  M.S.  and  Mary  jean  Long,  Ph.D. 
became  program  officials  in  the  University  of 
Nebraska  Hospital  program.  Mr.  Padgett  would 
later  became  the  program  director.  Through 
the  efforts  of  Dr.  Arden  Engstrom  Larsen,  a 
graduate  program  in  medical  technology  was 
instituted  in  1969,  and  a Master's  degree  was 
offered.  This  activity  has  continued  and  has 
been  quite  successful.  The  clinical  laboratories 
expanded  into  the  an  area  of  the  new  clinic 
building  called  the  Ambulatorium,  in  the  1 970's. 
Up  to  this  time,  the  Program  in  Medical 
Technology  had  been  administratively  under 
the  College  of  Medicine  through  the  depart- 
ment of  Pathology.  In  1972,  the  School  of 
Allied  Health  Professions  was  created  by  the 
Board  of  Regents  of  the  University  of  Nebraska 
to  be  within  the  College  of  Medicine.  This  was 
in  recognition  of  the  importance  that  the 
programs  in  Allied  Health  at  the  University  of 
Nebraska  Medical  Center  had  achieved.  Med- 
ical Technology  had  been  the  first  Allied  Health 
program  at  the  University  of  Nebraska.  William 
Ruegamer,  Ph.D.  became  the  first  Associate 
Dean  of  the  School.  Dr.  Ruegamer  was  an 
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ardent  supporter  of  the  Medical  Technology 
program.  James  Newland,  M.D.  became  med- 
ical director  of  the  Medical  Technology  Program 
in  1975.  Mr.  Padgett  became  program  director 
during  this  period.  In  1976,  Barbara  Fricke, 
M.A.  joined  the  faculty  as  a program  official 
and  remained  until  1979  when  she  became 
program  director  of  the  medical  technology 
program  at  the  University  of  New  Mexico.  Dr. 
Long  retired  in  1979,  and  John  R.  Snyder,  M.T. 
(ASCP)  M.S.  became  a program  official. 

In  1981,  David  T.  Purtilo,  M.D.,  a distinguished 
research  pathologist,  became  chairman  of  the 
department.  At  the  same  time,  Mr.  Snyder  and 
Mr.  Padgett  became  co-program  directors  of 
the  program.  Mr.  Snyder  received  his  Ph.D. 
during  this  period.  Dr.  Snyder  left  in  1983  to 
become  program  director  of  the  medical 
technology  program  at  Ohio  State  University, 
while  Mr.  Padgett  retired  in  the  same  year. 
The  duties  of  Program  Director  were  taken 
over  on  an  interim  basis  by  Phyllis  Muellenberg 
M.T.  (ASCP),  M.A.,  with  her  position  becoming 
permanent  soon  thereafter.  At  the  same  time, 
Ms.  Muellenberg  has  remained  as  program 
director  at  Nebraska  Methodist  Hospital.  In 
1984,  Vicki  Werner,  M.T.  (ASCP)  became 
Education  Coordinator  of  the  University 
Hospital  program,  serving  very  ably  until  she 
left  in  1986.  Vicki  Freeman,  M.A.,  M.T.  (ASCP) 


took  over  the  duties  of  Education  Coordinator 
of  the  program  at  University  Hospital  in  1986. 

Present  and  Future 

Presently,  the  program  is  developing  com- 
puter-aided instruction  and  is  changing  its 
emphasis  to  meet  the  challenges  of  the  future. 
The  advent  of  Diagnostically  Related  Groups 
(DRGs)  have  caused  a series  of  adjustments  in 
medical  technology  education  across  the 
county.  It  will  be  necessary  to  be  as  innovative 
as  were  the  founders  of  medical  technology 
education  and  those  who  followed.  As  of  June, 
1 988,  the  Combined  Programs  will  be  the  only 
medical  technology  teaching  programs  in 
Nebraska.  There  are  challenges  which  must 
be  viewed  as  opportunities.  As  the  second 
half  of  the  first  century  of  the  Medical 
Technology  education  program  at  the  Univer- 
sity of  Nebraska  Medical  Center  is  entered,  the 
future  for  medical  technology  looks  hopeful 
and  exciting. 
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CASE  NO.  1: 

A 72  year  old  female,  nursing  home 
resident,  with  a history  of  hyper- 
k tension,  an  old  right  cerebro- 
vascular accident,  and  a generalized  seizure 
disorder  presented  with  a depressed  level  of 
consciousness  and  severe  dehydration  of 
three  days  duration.  Examination  revealed  a 
comatose  patient  with  significant  left-sided 
spasticity  who  reacted  only  to  noxious  stimuli 
by  slight  withdrawal  of  the  extremities  on  the 
right.  Phenytoin  level  on  admission  was  in  the 
toxic  range  at  58.6  .'-‘g/ml  (therapeutic  10-20 
g/ml).  Noncontrast  computerized  tomo- 
graphy (CT)  of  the  head  exhibited  a large 
intraparenchymal  hemorrhage  in  the  left 
parietal  and  superior  temporal  regions.  In 
addition,  a large,  old  right  middle  cerebral 
artery  distribution  infarction  with  associated 
acute  hemorrhage  along  its  margin  was  present 
(Figure  1).  On  the  5th  day  of  hospitalization 
the  patient  suffered  a cardiac  arrest  and  died. 
Autopsy  revealed  superior  sagittal  sinus  throm- 
bosis, an  intraparenchymal  hemorrahage  in 
the  left  superior  temporal  and  parietal  areas, 
and  an  old,  right  parietal  infarction. 

CASE  NO.  2: 

A 43  year  old,  previously  healthy  male 
presented  with  a throbbing  left  retro-orbital 
headache  and  new  onset  of  focal  motor 
seizures  involving  the  right  upper  extremity 
and  face.  Examination  revealed  bilateral  hor- 
izontal nystagmus  with  right-sided  predomin- 
ance and  a mild  right  hemiparesis  and  hemi- 
hypesthesia  to  light  touch  and  pinprick. 
Contrast  enhanced  head  CT  exhibited  a left 
frontal  parietal  infarction. 

Three  weeks  later,  the  patient  developed  a 
right  temporal  headache,  recurrent  right-sided 
focal  motor  seizures,  bilateral  papilledema, 
and  a right  hemiparesis.  Magnetic  resonance 
(MR)  imaging  of  the  head  demonstrated 
thrombosis  of  the  superior  sagittal  sinus;  a 
small,  right-sided  parietal  subdural  hematoma; 


and  resolving  bilateral  parietal  venous  infarc- 
tions (Figure  2).  Hematologic  evaluation  reveal- 
ed a hypercoagulable  state.  The  patient  was 
anticoagulated  and  subsequently  recovered. 

COMMENTS: 

The  CT  scan  features  of  cerebral  venous 
thrombosis  can  be  divided  into  direct  and 
indirect  signs.  Direct  signs  are  specific  for  this 
condition  and  consist  of  direct  visualization  of 
a thrombus  in  a vein  or  sinus.  The  “cord  sign" 
refers  to  a high-density  clot  in  a cortical  vein 
seen  as  a vertically  oriented  cord-like  structure 
on  noncontrast  CT.^  A thrombus  can  also  be 
observed  in  the  straight  sinus  as  a band-like 
high  intensity  within  its  lumen.^  * In  superior 
sagittal  or  lateral  sinus  thrombosis,  hyperdense 
clots  can  be  difficult  to  distinguish  because  of 
close  proximity  to  the  calvaria.^"*  The  superior 
sagittal  sinus  and  the  lateral  sinus  can  also  be 
spontaneously  hyperdense  in  normal  children 
or  in  cases  with  hemoconcentration.^ 

A clot  becomes  isodense  within  1-2  weeks 
of  its  formation.  At  this  point,  it  may  appear  as  a 
filling  defect  within  the  contrast  filled  sinus  on 
postcontrast  CT.*^  In  superior  sagittal  sinus 
thrombosis  the  clot  has  the  appearance  of  an 
"empty  triangle"  or  "empty  delta". In  the 
straight  sinus  the  clot  appears  as  a linear  filling 
defect  on  postcontrast  CT.’’  Intense  contrast 
enhancement  of  the  falx  and  tentorium  has 
been  described  in  cerebral  sinus  thrombosis.’-'* 
In  the  past  this  has  been  attributed  to  venous 
stasis  in  dural  structures,  but  more  probably 
represents  hyperemia  of  the  dura  mater, 
which  has  been  demonstrated  by  angiography.^ 

Indirect  signs  are  less  specific  but  should 
suggest  cerebral  venous  thrombosis.  These 
include  low  density  areas  of  infarction,  par- 
enchymal hemorrhage,  gyral  enhancement, 
and  small  ventricles.'  The  low-density  areas 

•Reprint  Requests  to:  Dr  Robert  E.  Steg.  Department  ol  Neurology. 
601  North  30th  Street,  Omaha,  NE  68131. 
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FIGURE  1 

Noncontrast  head  CT.  A large  intraparenchmal  hemorrhage  in  the  left  parietal 
region  (arrows).  An  old  right  parietal  infarction  (arrowheads)  with  associated 
acute  hemorrhage  along  its  margin  (curved  arrow). 


FIGURE  2A 

Coronal  MR  (A)  T2-weighted  image  at  level  of  atria  (TR  = 2000,  TE  = 80). 
Flyperintense  thrombosis  is  seen  in  the  superior  sagittal  sinus  (arrows).  (B)  Spin 
density  image  at  level  of  thalamus  (TR  = 2000,  TE  = 40).  Hyperintense  thrombosis  is 
again  seen  in  the  superior  sagittal  sinus  (arrow).  Hyperintense  venous  infarction  is 
identified  in  the  right  parietal  cortex  (arrowheads).  (C)  Tl-weighted  image  at  level  of 
quadrigeminal  plate  cistern  (TR  = 600,  TE  = 25).  Hyperintense  thrombosis  in  the 
superior  sagittal  sinus  is  still  present  (arrow).  Hyperintense  subacute,  subdural 
hematoma  is  also  seen  adjacent  to  the  parietal  cortex  (open  arrows).  Effacement  of 
cortical  sulci  in  this  area  secondary  to  edema  of  venous  infarction  and  mass  effect 
from  subdural  collection  should  be  noted. 
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associated  with  venous  infarction  have  a 
poorly  defined,  rounded  configuration  as 
compared  with  the  more  sharply  marginated 
wedge  or  rectangular  shape  of  an  arterial 
infarct.*’  They  are  not  confined  to  the  terri- 
tories of  a single  artery  or  watershed  zone  as 
with  an  arterial  infarct.*’  The  parenchymal 
hematoma  associated  with  venous  infarction 
is  often  ill-defined  and  inhomogeneous  (as 
seen  in  case  no.  1)  and  multiple  separate 
regions  of  hemorrhage  may  occur.**^  Cyral 
enhancement  and  small  ventricles  also  occur 
but  are  not  specific  for  cerebral  venous 
thrombosis.*’ 

Although  CT  findings  such  as  the"cord  sign” 
and  "delta  sign"  are  specific  for  cerebral 
venous  thrombosis,  they  are  rarely  visualized 
and  cerebral  angiography  is  still  considered 
the  confirmatory  test  in  cases  with  CT  findings 
of  indirect  signs  only.^*’  MR,  however,  also 
appears  to  be  very  useful  in  the  diagnosis  of 
this  disorder  due  to  the  ease  of  imaging  in 
multiple  planes,  the  relative  noninvasiveness 
of  the  scan,  and  good  image  resolution."*  *^ 

On  MR,  the  normally  patent  sagittal  sinus 
shows  an  absence  of  signal  on  all  pulse 
sequences  due  to  the  flow  void  effect  of 
moving  blood  protons.'*  Unless  protons  have 
remained  within  a volume  of  tissue  long 
enough  to  have  received  both  the  90°  and 
180°  radiofrequency  (RF)  pulses  required  to 
generate  a spin  echo  (approximately  TE/2  or 
20  msec),  no  signal  will  appear  at  that  location 
on  the  image.  Furthermore,  dephasing  of  spins 


in  moving  blood  secondary  to  turbulence  and 
laminar  flow  can  cause  signal  loss  even  if  the 
RF  pulses  were  imparted.  This  leads  to  the 
conclusion  that  identification  of  superior 
sagittal  sinus  thrombosis  by  MR  should  be 
relatively  straight-forward:  high  signal  means 
thrombosis;  no  signal  means  patency.  Although 
this  is  essentially  correct,  there  are  several 
pitfalls  to  be  avoided.  Moving  blood  protons 
can  produce  paradoxically  increased  signal  on 
the  entry  slices  of  short  TR  pulse  sequences 
because  of  "unsaturated"  protons  that  have 
not  previously  received  any  RF  excitations*"* 
This  would  show  up  as  increased  signal  on 
Tl-weighted  sequences  on  the  first  slice  of 
a stack  if  this  were  "downstream"  from  the 
flow  of  blood.  Second,  slow-moving  blood 
with  laminar  flow  can  yield  increased  signal  on 
the  second  echo  of  a multi-echo  sequence  due 
to  rephasing  of  spins.*"*  This  could  be  indenti- 
fied  as  increased  signal  on  T2-weighted  scans 
while  the  corresponding  spin  density  weighted 
image  from  the  first  echo  appeared  hypointense. 

What  all  this  points  up  to  is  the  importance 
of  multiple  pulse  sequences  (T1-,  spin  density, 
and  T2-weighting)  and,  preferably,  the  use  of 
at  least  two  orthogonal  planes  for  some  of 
these  sequences.  That  way,  any  uncertainty 
over  the  significance  of  hyperintensity  within 
one  of  the  dural  sinuses  is  resolved. 

In  case  no.  2,  a persistent  triangular-shaped 
hyperintensity  is  identified  within  the  superior 
sagittal  sinus  on  all  three  pulse  sequences. 


FIGURE  2B 


February  1989  Nebraska  Medical  Journal  39 


FIGURE  2C 


thus  leaving  little  uncertainty  that  this  represents 
subacute  thrombus  (Figure  2).  Degradation  of 
the  images  obtained  in  orthogonal  planes  due  to 
patient  motion  does  not  prove  problematic  in 
this  instance.  One  further  potential  complica- 
ting factor  would  have  been  the  presence  of 
acute  rather  than  subacute  thrombus.  This 
would  have  appeared  isointense  to  the  brain 
on  Tl-weighting  and  hypointense  on  T2- 
weighting.  Without  good  quality  sagittal  scans 
supplementing  the  series,  acute  thrombosis 
could  quite  easily  elude  detection.  Another 
observation  on  the  second  case  is  the  presence 
of  a thin,  biconcave,  hyperintense  band 
covering  the  parietal  parasagittal  convexity  on 
the  T1 -weighted  images  consistent  with  sub- 
acute subdural  hematoma  (Figure  2C).  Also 
identified  are  poorly  circumscribed  areas  of 
hyperintensity  on  spin  density  images  with 
nonvascular  distributions  in  both  parietal 
parasagittal  regions  consistent  with  edema 
secondary  to  venous  infarctions  (Figure  2B). 

In  conclusion,  MR  imaging  is  the  recom- 
mended modality  in  the  diagnosis  of  cerebral 
venous  thrombosis.  It  possesses  equivalent 
spatial  resolution  to  CT,  plus  has  the  added 
benefits  of  better  tissue  contrast  and  higher 
sensitivity  to  the  effects  of  flowing  blood. 
With  careful  application,  MR  will  greatly 
facilitate  the  detection  of  this  elusive  clinical 
condition. 
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COMMENTS; 

Conventional  angiography  and  digital  subtrac- 
tion angiography  still  have  an  important  place  in 
the  diagnosis  of  cerebral  venous  thrombosis. 
Particularly  in  this  state  where  MRI  access  is  not 


convenient  and  widespread,  cerebral  angiography 
with  delayed  filming  for  cerebral  vein  evaluation 
would  still  be  the  exam  of  choice.  I disagree  with 
the  authors  conclusion  of  MR  imaging  being  the 
"recommended  modality  in  the  diagnosis  of  cerebral 
venous  thrombosis".  For  completeness  sake,  one 
should  mention  thrombolytic  agent  infusion  (uro- 
kinase or  streptokinase)  directly  into  the  transverse 
sinus  for  superior  sagittal  sinus  thrombosis  since 
this  is  used  experimentally  in  some  centers. 

Joe  Stavas,  M.D. 


February  1989  Nebraska  Medical  Journal  41 


NEWS  ITEM 


Some  of  Nebraska's  leading  physicians  and 
citizens  have  joined  together  to  establish  a 
professorship  at  the  University  of  Nebraska 
Medical  Center  to  honor  one  of  Nebraska's 
pioneer  neurosurgeons. 

Efforts  are  underway  to  establish  the  Louis  J. 
Cogela  Distinguished  Professorship  in  Neuro- 
surgery. This  unique  distinction  will  recognize 
and  honor  Dr.  Cogela's  many  outstanding 
contributions  as  a teacher  and  a surgeon.  He 
continues  to  be  a leading  surgeon  in  Nebraska 
and  works  to  serve  and  support  communities 
and  surgeons  across  the  state. 

Dr.  Cogela  is  an  Omaha  native  who  received 
his  Bachelor  of  Science,  Master  of  Arts,  and 
Doctor  of  Medicine  degrees  from  the  Univer- 
sity of  Nebraska.  After  three  years  of  study  at 
the  Mayo  Clinic,  Dr.  Cogela  received  his 
Masters's  degree  in  Neurosurgery  in  1949 
from  the  University  of  Minnesota.  The  follow- 
ing year,  he  set  up  his  own  private  practice  in 
Lincoln,  becoming  the  only  neurosurgeon 
practicing  in  Nebraska  outside  of  Omaha. 

The  Cogela  Professorship  will  enhance 
educational  activities  in  neurosurgery,  promote 
excellence  in  clinically  oriented  education 
and  research,  provide  vital  support  for  new 
initiatives,  and  improve  the  quality  of,  and 
access  to,  neurosurgical  care  in  Nebraska. 


Physicians,  patients  and  interested  indivi- 
duals from  across  the  state  may  wish  to  recognize 
Dr.  Cogela's  many  achievements,  contributions, 
and  example  of  the  highest  degree  of  ethical 
medical  practice.  For  further  information  con- 
tact the  University  of  Nebraska  Foundation, 
8712  West  Dodge  Road,  Suite  260,  Omaha, 
Nebraska  68114  or  1111  Lincoln  Mall,  Suite 
200,  Lincoln,  Nebraska  68508. 


LOUIS  J.  COGELA  M.D. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 

CONTINUING  MEDICAL 
EDUCATION  COURSES 

FEBRUARY  11-18,  1989  — 7th  Annual  Park 
City  Oculoplastic  Meeting,  “State  of  the  Art 
in  Ophthalmic  and  Facial  Plastic  Surger/'. 
The  Yarrow,  Park  City,  Utah. 

MARCH  2-3,  1989  — 38th  Annual  Obstetrics 
and  Gynecology  Conference.  Holiday  Inn 
Central. 

MARCH  4-11,  1989  — 9th  Annual  ENT  Ski 
Conference.  Keystone,  Colorado. 

MARCH  15,  1989  — Sports  Medicine  Circuit 
Course.  Hastings,  Nebraska. 

APRIL  3-14,  1989  — Family  Practice  Review. 

APRIL  22,  1989  — Nebraska  Pathologists 
Spring  Meeting. 

APRIL  22-26,  1989  — Society  of  CME  Directors. 
Red  Lion  Inn. 

MAY  1-12,  1989  — Family  Practice  Review. 

MAY  4-5,  1989  — Protection  of  Human 
Subjects.  Red  Lion  Inn. 

MAY  6,  1989  — Ciba  Geigy  Cardiology 
Program. 

MAY  19,  1989  — OB  Residents  Seminar. 

JULY  30  - AUGUST  2,  1989  — Gardiovascular 
Disease  Prevention.  Snowmass,  Colorado. 

SEPTEMBER  2-9,  1989  — Med-Start  '89. 
Aspen,  Colorado. 

SEPTEMBER  8-9,  1989  — Current  Controver- 
sies and  Techniques  in  Congenital  Heart 
Surgery.  Baltimore,  Maryland. 

SEPTEMBER  25  - OCTOBER  1,  1989  — 
Emergency  Medicine  Review. 

OCTOBER  1-7,  1989—  Emergency  Medicine 
Review. 


CREIGHTON  UNIVERSITY 

RECENT  DEVELOPMENTS  IN  INEECTIOUS 
DISEASES  — A3  day  Session  can  be 
selected  Eebruary  3,  1 989  - March  31,1  989 
- Ixtapa  Mexico.  Course  Director:  W.  Eugene 
Sanders,  Jr.,  M.D.,  Creighton  University 
School  of  Medicine,  Department  of  Micro- 
biology. Hours:  Category  1 AMA  - Up  to  24. 

ELEXIBLE  FIBEROPTIC  SIGMOIDOSCOPY  — 
A PRACTICAL  REVIEW  EOR  OEFICE/OUT- 
PATIENT  USE  — March  3,  1989  AMI  Saint 
Joseph  Hospital,  Omaha,  Nebraska.  Hours: 
6 credit  hours  Category  1 AMA.  Application 
in  process  to  other  appropriate  organizations. 
Eee:  TBA. 

PHYSICIAN'S  OEFICE  LABORATORY:  IM- 

PLEMENTATION AND  MANAGEMENT  — 
March  11,  1989  Holiday  Inn,  180  and  72nd 
Street,  Omaha,  Nebraska.  There  will  be 
separate  tracks  for  Physicians  and  Nurses/ 
Medical  Technologists/Medical  Assistants/ 
Office  Personnel.  KEYNOTE  SPEAKER:  Gerald 
C.  Wollner,  Administrator,  Department  of 
Laboratory  Medicine  and  Pathology,  Mayo 
Clinic,  Rochester,  Minnesota.  Hours:  4 credit 
hours  Category  1 AMA  Application  in 
process  to  other  appropriate  organizations. 
Eee:  $75.00  Physicians,  $45.00  Nurse/Med- 
ical Technologists/Medical  Assistants/Other 
Office  Personnel. 

NINTH  ANNUAL  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE  INFECTIOUS 
DISEASE  SYMPOSIUM  — April  14,  1989. 
Boys  Town  Institute  Auditorium  - Omaha, 
Nebraska  - Hours:  7 credit  hours  Category  1 
AMA  Application  in  process  to  other  appro- 
priate organizations.  Fee:  $60.00  for  reg- 
istrants requesting  CME  credit. 

CREIGHTON  MODEL  NATURAL  FAMILY 
PLANNING:  A MINI-COURSE  IN  VALUE  — 
CENTERED  REPRODUCTIVE  HEALTH  EOR 
DOCTORS  AND  NURSES  ENTERING  THE 
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1990's  — April  28-29,  1989  Marriott  Hotel, 
Omaha,  Nebraska  - Hours:  13  credit  hours 
Category  1 AMA.  Application  in  process  to 
appropriate  organizations.  Fee:  TBA. 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Available  upon  request.  Program  Director: 


Sally  C.  O'Neill,  Ph.D.,  Associate  Dean, 
Continuing  Medical  Education. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 
548-3633  or  402-280-1830. 


AMA  NEWS  NOTES  uontmuedi 


potentially  fatal  diseases  of  the  heart  and 
lungs,  as  well  as  cancer.  More  recently,  we 
have  learned  that  tobacco,  through  its  con- 
stituent ingredient,  nicotine,  also  is  a powerful 
addictive  substance.  This  only  makes  the 
need  to  eliminate  this  public  health  scourge 

— especially  among  our  nation's  young  people 

— more  urgent. 

"Fortunately,  many  have  heeded  the  now 
well-known  warning  that  'smoking  can  be 
hazardous  to  your  health.'  We  have  seen  a 
major  turnaround  in  public  opinion  on  the  use 
of  tobacco,  which  is  no  longer  seen  as  elegant 
or  fashionable.  The  public  wisely  recognizes 
the  tobacco  habit  for  what  it  is  — a threat  to 
health,  a road  to  sickness  and  death. 

"Unfortunately,  that  road  remains  much  too 
well-traveled.  It  is  estimated  that  1 ,000  people  a 
day  die  of  smoking  and  other  tobacco-related 
illnesses  — a death  toll  made  even  more 
intolerable  by  the  fact  that  it  is  largely 
preventable.  As  physicians,  and  concerned 
citizens,  we  are  obligated  to  do  everything  we 
can  to  try  to  reduce  this  tragic  toll. 

"We  at  the  AMA  pledge  to  continue  to  work 
with  our  public  health  colleagues  in  a full  and 
active  partnership  to  snuff  out  cigarette 
smoking  and  the  use  of  other  tobacco  products. 
We  plan  to  do  this  by  pressing  ahead  with  a 
broad-based  educational  and  legislative  agenda 
designed  to  help  realize  the  Surgeon  General's 
truly  achievable  goal  of  a 'Tobacco-Free 

Society  by  the  Year  2000.'" 

* * * 

Congress  should  be  especially  cautious  in 
targeting  vital  health  care  programs  for  budget- 
ary cuts  as  it  sets  about  the  task  of  making 


determinations  on  how  to  meet  its  Gramm- 
Rudman-Hollings  budget  deficit  reduction 
obligations  for  the  year,  AMA  emphasized  in  a 
letter  sent  in  January  to  all  members  of 
Gongress.  The  FY-1990  budget  deficit  reduc- 
tion target  is  $108  billion.  In  appealing  to 
Gongress  to  exercise  restraint  in  any  further 
trimming  of  key  health  expenditures,  James  H. 
Sammons,  M. D.,  AMA's  Executive  Vice  Presi- 
dent, pointed  out  that  health  programs  were 
subjected  to  unprecedented  cutbacks  during 
the  Reagan  Administration.  "Preliminary  in- 
formation on  President  Reagan's  final  budget 
reflects  an  underlying  sentiment  that  Medicare 
Part  B services  have  not  yet  contributed  their 
fair  share  to  deficit  reduction,"  Dr.  Sammons 
stated.  "The  record  of  the  past  eight  years 
demonstrates  otherwise.  Gertain  facts  cannot 
be  ignored.  Since  the  inception  of  the  Medicare 
program  Gongress  has  systematically  reduced 
reimbursement  for  physician  services  to  Med- 
icare beneficiaries.  These  cuts,  directed  against 
Medicare  Part  B payments  and  dating  back  to 
the  mid-1970's,  have  intensified  dramatically 
in  recent  years.  Despite  a growing  miscon- 
ception to  the  contrary,  these  cuts  account  for 
a very  significant  part  of  past  efforts  to  achieve 
overall  federal  budget  deficit  reductions." 

In  its  deliberations  Gongress  also  should 
carefully  weigh  the  overall  effect  that  continued 
Part  B constraints  may  soon  have  on  patient 
access  and  availability  of  quality  care  that 
older  Americans  have  come  to  expect.  Dr. 
Sammons  said.  Accompanying  AMA's  letter 
was  an  historic  documentation  of  various 
statutory  controls  that  Gongress  has  enacted 

to  curtail  Medicare  Part  B outlays  since  1980. 
* * * 
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Seven  out  of  ten  Americans  support  the 
federal  government's  new  catastrophic  cover- 
age plan,  a just-released  public  opinion  poll 
conducted  by  American  Association  of  Retired 
Persons  (AARP)  has  revealed.  The  poll  results 
come  at  a time  when  some  older  American 
groups  have  called  for  major  changes  in  the 
program  on  the  grounds  that  it  is  too  costly  in 
relationship  to  the  benefits  it  provides.  The 
dissidents  are  primarily  those  having  com- 
fortable incomes  who  are  being  subjected  to  a 
1 5%  income  tax  surcharge  they  believe  is  too 
steep  (the  current  maximum  is  $800  for  an 
individual,  $1,600  for  couples).  They  also 
maintain  that  the  new  catastrophic  benefits 
merely  duplicate  coverage  they  already  have 
through  Medigap  policies.  The  AARP  poll, 
restricted  to  individuals  who  are  45  and  older, 
found  that  71%  of  respondents  support  the 
catastrophic  program  while  only  15%  are 
opposed  to  it.  The  program  was  favored  by 
65%  of  those  over  age  65.  Support  for  the 
surcharge  approach  as  a means  for  the  elderly 
to  finance  their  own  benefits  received  a 
higher  level  of  support  among  those  under  age 
65.  The  AMA,  which  two  years  ago  unveiled  a 
comprehensive  program  to  finance  health 
care  for  the  elderly,  emphasized  that  increased 
cost-sharing  by  those  who  can  afford  to  pay 
more  of  their  own  health  costs  should  be  a key 
feature  of  the  plan. 

Characterizing  the  catastrophic  benefits 
plan  as  “the  best  buy  in  town,"  the  Chairman 
of  the  Senate  Finance  Committee  publicly 
advised  this  week  he  envisions  no  changes  in 
the  surtax.  Sen.  Lloyd  Bentsen  (D-TX)  said  the 
outcry  against  the  program  is  from  a “vocal 
minority"  who  want  to  be  more  heavily 
subsidized  by  other  taxpayers.  An  appreciable 
number  of  Senators  and  Congressmen  have 


consponsored  bills  calling  for  repeal  or  modifi- 
cation of  the  tax.  Sen.  Bentsen's  counterpart 
on  the  House  Ways  and  Means  Committee, 
Rep.  Daniel  Rostenkowski  (D-IL)  has  taken  a 
comparable  stand  resisting  changes  in  the 
surtax  approach. 

* ★ + 

Opposition  to  any  FY-1990  budgetary  cuts 
in  Medicare  Part  A payments  to  hospitals  is 
being  encouraged  by  three  Senate  leaders  in  a 
“Dear  Colleague"  letter.  Sens.  David  Duren- 
berger  (R-MN),  Nancy  Kassebaum  (R-KS)  and 
Paul  Simon  (D-IL)  have  advised  members  of 
the  Senate  that  they  plan  to  reintroduce  later 
this  month  a concurrent  resolution  expressing 
such  opposition  and  asking  that  they  sign  on 
as  co-sponsors.  Although  concurrent  resolutions 
are  not  binding  on  Congress,  they  have  the 
effect  of  rallying  support  for  or  opposition  to 
specific  legislative  policies  when  they  gain 
high  level  of  cosponsorship.  AMA  cannot 
support  the  concurrent  resolution  because 
taking  Part  A off  the  budget  bargaining  table 
would  serve  only  to  increase  Congressional 
pressures  to  make  further  cuts  in  Medicare 
Part  B payments  to  physicians  in  reaching 
budget  deficit  reduction  targets  in  1990. 
During  the  99th  Congress  Sens.  Durenberger, 
Kassebaum  and  Simon  gained  only  four 
cosponsors  for  their  continuing  resolution,  S.J. 
Res.  387.  The  House  version.  Con.  Res.  380, 
was  cosponsored  by  only  43  members.  AMA 
used  the  concurrent  resolution  tactic  in  1987 
as  part  of  its  legislative  strategies  to  prevent 
imposition  of  a DRG  payment  system  for 
physicians.  The  concurrent  resolutions  initiated 
by  the  AMA  received  the  support  of  three  of 
every  four  members  of  Congress.  The  resolu- 
tions stated  the  strong  sense  of  Congress  that 

physician  DRGs  should  not  be  implemented. 

♦ ♦ + 
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lOut  Of  Every  4 Medic  Computer  Systems 
Is  Bought  To  Replace  Another  System. 


Here’s  Why. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through,with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  to  coast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with,call  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 


I Texas 
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J~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 
Name  i 

i Address  1 

City 

State  Zip 

Phone ( 

) Numherof  physicians  in  practice 

1 Specialty. 

Medic  Computer  Systems 

1_ 

8601  Six  Forks  Rd..  Suite  300.  Raleigh  NO  27615 

2/89NE  j 

medic 

computer  systems 


8601  Six  Forks  Road.  Suite  300,  Raleigh,  North  Carolina  27615,  919-847-8102, 1-800-334-8534.  Other  offices:  s 

Ann  Arbor,  Atlanta,  Austin,  Boston,  Chicago,  Cincinnati,  Dallas,  Denver,  Fort  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 
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'tH^  Druj;  Therapy  for  Manic  Illness 

Therapeutic  Guidelines  for  L'se  of  Nonsieroitlal 
2 Antiinflammaiorx’  Drugs  for  Kheumaii<  Disorders: 
Salicylates 
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Docs  a Dermiic  Diagnosis 
Help  {Clients  (Jei  Editor? 

St  rccning  for  Ll\er  Metastascs 
Significance  of  Elevated 
Ervihrocyie  Sedimentation  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondial>eiic  Women 


ClAILLATIVE  INDEX 


Can  Obese  T>pe  II  Diabetic 
l^iirnis  l'se  Hruc  lose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Piychiairic  Reactions  Caused 
by  Lidocaine  Toxicity 


Drug/Alcohol/Emotional/Other  Health 
Problems 

PHYSICIAN/HOSPITAL 

ADVERTISING 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOl'RNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 

PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  an  immediate  need  for  physicians 
to  staff  primary  care  clinics  located  in  OMAHA, 
NEBRASKA.  Other  locations  include  Virginia, 
North  Carolina,  South  Carolina,  Georgia,  Arizona, 
and  several  locations  in  California.  Other  potential 
locations  include  Tampa,  Orlando,  and  Jackson- 
ville, Florida.  Qual.  are:  BC/BE,  and  approp.  state 
licensure.  Our  company  offers  an  outstanding 
incentive  pay  plan  and  provides  paid  malpractice 
insurance.  PHP  also  offers  a pleasant  work 
environment  free  from  on-call  coverage  with 
flexible  scheduling  arrangements.  If  interested 
and  qualified,  please  call  or  send  C.V.  to:  Leigh 
Robbins,  PHP  Healthcare  Corporation,  7044 
Northridge  Drive,  Nashville,  TN  37221,  61  5- 
662-1310. 

PSYCHIATRIST:  Full  time  position  available 
for  board  certified  or  board  eligible  psychiatrist 
at  the  Veterans  Administration  Medical  Center, 
Grand  Island,  Nebraska.  Attractive  salary  and 
bonus  30  days  vacation,  10  paid  holidays, 
cummulative  sick  leave,  health  and  life  insurance. 
Any  state  licensure  acceptable.  Comfortable 
living  in  city  of  near  40,000.  Call  or  write 
Stephen  W.  Maks,  Chief  of  Staff,  VA  Medical 
Center,  Grand  Island,  NE  68803,  308-382-3660, 
ext.  2106. 

PRACTICES  AVAILABLE:  Excellent  Minnesota 
practice  for  sale:  General  practice  currently 
grossing  over  $500,000  annually  in  lovely, 
suburban  community.  Retiring  physician  will 
introduce  and  assist  in  transition.  The  only  one 
of  its  kind  in  the  community,  this  solo  practice  is 
close  to  a 300+  bed,  full  service  hospital.  This 
medical/surgical  clinic  includes  x-ray  facilities,  a 
lab  and  a fully  computerized  patient  record/billing 
system.  Various  financing  options  available.  For 
complete  details,  contact  John  Reeves  at  1-800- 
354-4050  toll  free;  or  write  to  CompHealth,  Attn: 
John  Reeves,  5901  Peachtree  Dunwoody  Rd., 
#C-65,  Atlanta,  GA  30328. 

BC/BE  INTERNIST:  Needed  to  join  busy  13 
doctor  multispecialty  group  in  clean  North 
Dakota  Lake  Country.  Salary  and  fringe  benefits 
very  liberal.  Send  curriculum  vitae  or  inquiries 
to:  Lake  Region  Cline,  P.C.,  P.  O.  Box  1100, 
Devils  Lake,  N D 68301 , Attn:  Joel  Rotvold  or  call 
collect  at  (701)  662-2157  for  further  information. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 


AVAILABLE:  Full-time  and  part-time  emergency 
medicine  opportunities  exist  at  Great  Plains 
Regional  Medical  Center,  located  in  North 
Platte,  Nebraska.  Excellent  compensation  pack- 
ages are  available.  Residencey  trained  physicians 
with  ACLS  certification  are  welcome  to  apply. 
PGY  3 primary  care  residents  with  emergency 
department  experience  are  welcome  to  apply 
for  part-time  positions.  Contact:  Rick  Hopper, 
Coastal  Emergency  Services  of  St.  Louis,  Inc., 
425  North  New  Balias  Road,  Suite  183,  DepL 
SF  St.  Louis,  MO  63141;  (800)  227-2533. 

INTERNAL  MEDICINE  or  FAMILY/CENERAL 
PRACTICE  physician  wanted  at  progressive, 
affiliated  VA  Medical  Center  in  Lincoln.  Board 
certification  preferred.  Salary  and  bonus  pay 
commensurate  with  training  and  experience. 
Licensure  any  state.  Must  meet  English  pro- 
ficiency requirements.  Allowable  moving  ex- 
penses. Equal  Opportunity  Employer.  Write  or 
call  (402)  489-3802,  Ext  6774,  Chief  of  Medical 
Service,  VA  Medical  Center,  600  So.  70th  St., 
Lincoln,  N E 6851 0. 

IMMEDIATE  OPENING:  For  family  practitioner 
to  join  busy  13  doctor  multi-specialty  group  in 
clean  North  Dakota  lake  country.  Salary  and 
fringe  benefits  very  liberal.  Send  curriculum  vitae 
or  inquiries  to  Lake  Regional  Clinic,  P.C.,  P.  O. 
Box  1100,  Devils  Lake,  ND  58301,  Attention: 
Joel  Rotvold,  or  call  collect  at  (701)  662-2157 
for  further  information. 
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VASOTEC 


(ENALAPRJL  AAALEATE  MSD) 


Contraindications;  VASOTEC*  (Enalapril  Maleale.  MSO)  is  coniraindicaled  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstrealedwilhACE  inhibitors,  includingVASOTEC  lnsuchcases,VASOTECshouldbepromptlydisconllnuedandlhe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlinedio  the  lace  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed.  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  aaotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart  lailure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  lailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustmenis  (See  PRECAUTIONS,  Drug  Inleraclions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  ot  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  consideralions  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous intusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  turther  doses  ot  VASOTEC, 
which  usually  can  be  given  without  ditticulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary, 
NeulropenialAgianulocylosis.  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  trequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Funclion  As  a consequence  ol  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  tunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  lailure 
whose  renal  tunction  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associaled  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
lailure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  the  lirst 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
tunction.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  Inals,  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  of  patients,  but  was  not  a cause  tor  discontinuation 

Risk  factors  lor  the  development  ot  hyperkalemia  include  renal  insutticiency.  diabetes  mellitus.  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Inleraclions.) 

Surgery/Aneslhesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
conside'ed  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienis. 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  ot  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypolension.  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  the  first  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulled  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  then 

physician 

Neulropenia.  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g..  sore  Ihroal,  fever)  which  may  be 
a sign  ol  neulropenia 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  elfeclive  use  of  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or  inlended 
effects 

Drug  Inleraclions 

Hypolension  Palienis  on  Diurelic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  ettects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hoursand  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  aniihypertensive  effect  ol  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adienergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (eg.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicani  increases  in  serum  potassium  Theretore.  if  concomitant  use  of  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  Irequent  monitor- 
ing ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving 
VASOTEC 

Lithium:  A tew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  trequently 


Pregnancy  Category  C.  There  was  no  lelotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  Ihe  maximum  human  dose)  Feloloxicity,  expressed  as  a decrease  in  average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  bul  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  leralogenic  in  rabbits  However,  maternal  and  lelal  loxicily  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplemenlalion  prevented  Ihe  maternal  and  lelal  toxicity  seen  at  doses  ol  3 and  tO  mg/kg/day,  bul  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  lollowing  adininislralion  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleale,  MSD)  should  be 

used  during  pregnancy  only  it  Ihe  potential  benelil  luslilies  Ihe  potential  risk  to  Ihe  lelus 

Nursing  Mothers  Milk  in  lactating  rals  conlains  radioactivity  lollowing  administration  ol  '*C  enalapril  maleale  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  molher 

Pedialric  Use  Salety  and  eltecliveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOtEC  has  been  evalualed  lor  safely  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  palienis 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%).  cough  (1 3%),  orthostatic  effects  (1 2%).  and  asthenia  (1 1%) 

Heart  Failure  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%).  hypotension  (6  7%).  orthostatic  effects  (2  2%).  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2 1%).  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  laligue  (1 8%).  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1,6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1.6%),  angina  pectoris  (1 5%),  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1 3%),  dyspnea 
(1 3%).  urinary  tract  inlection  (1 3%),  rash  (1 3%).  and  myocardial  inlarction  (1,2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patients  with  hypertension  or  heart  lailure  in  clinical  Inals  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-nsk  patients  (see  Vi/ARNINGS,  Hypolension).  cardiac  arrest,  pulmonary  embolism  and  intarclion,  rhythm  distur- 
bances. atrial  librillation.  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATIDN).  pros- 
lale  hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  of  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  Ihe  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately,  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  palienis.  hypolension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypolension  or  syncope  was  a cause  tor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  lailure  patienls,  hypolension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy  in  1 9%  ot  patients  with  heart  lailure 
(See  WARNINGS) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0,2%  ol  patienls  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis,  (See  PRECAUTIONS ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  palienis 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  trequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  bulare 
rarely  ol  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than  0 1%  ot  patienls  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown).  In  marketing  experience,  rare  cases  ot  neulropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  HyperlensionJh  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  Iwo  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypolension  (See 
WARNINGS ) II  the  patient's  blood  pressure  is  nol  controlled  with  VASOTEC  atone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2.’5  mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusled  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  etieci  may  diminish  toward  the  end  ol  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  Iwice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiusiment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  crealinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure.  VASOTEC  is  indicated  as  ad|unclive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 
2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  ol  VASOTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
tor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  the  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension.  The  appearance  ol  hypolension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  carelul 
dose  titration  with  the  drug,  following  effective  management  ol  the  hypolension  The  usual  therapeutic  dosing  range  lor 
Ihe  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study  but  nearly  all  patienls  in  this  study  were  given  40  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled  study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ettects  ) Dosage  may  be  adiusled  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adiusiment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2 5 mg 
daily  under  close  medical  supervision  (S^  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. D/izg/nterac/ro/ts.)  The  dose  may  be  increased  to  25  mg  b i.d  .then  5 mg  b id  and  higher  . _ 

as  needed,  usually  al  intervals  of  tour  days  or  more,  it  at  the  time  ol  dosage  adiusiment  there  is  not  MSD 
excessive  hypolension  or  signilicani  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg  fyigRCK 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion  Merck  SHARIF 
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These  Scientific  and  Socio-Economic  Sessions 

Will  Be  Presented 


FRIDAY,  APRIL  28 

AMERICAN  HEART  ASSOCIATION 
NEBRASKA  AFFILIATE,  LINCOLN  DIVISION 

This  course  will  present  and  discuss  current  concepts  and 
therapeutic  approach  in  three  major  areas  of  cardiovascular 
medicine:  thrombolytic  therapy  in  acute  Ml,  hypercholesterolemia 
and  the  use  of  heparin  and  aspirin. 

NEBRASKA  PERINATAL  ORGANIZATION/ NAACOG 

This  session  will  host  a wide  variety  of  perinatal  topics,  with  the 
afternoon  program  particularly  geared  to  physician  interests. 
Noted  speakers  include  Paul  Brenner,  M.D.,  Linsey  Grossman, 
M.D.,  and  Sharon  Glass,  RNC,  CNNP. 


SATURDAY,  APRIL  29 

NEBRASKA  SOCIETY  OF 
AN  ESTH  ESIOLOG ISTS 

A distinguished  faculty  will  discuss  “The  Effects  of  Cost 
Containment  on  Health  Care  Delivery”  from  the  perspectives  of 
the  national  legislator,  the  provider,  the  patient  and  the  medical 
products  industry.  The  speakers  will  discuss  their  current 
problems  and  future  goals.  The  potential  more  distant  future  will 
be  presented  by  physicians  from  the  United  Kingdom  and  Canada 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

This  course  will  present  the  clinically  diagnostic  features, 
pathophysiology,  and  treatment  plans  for  the  common  forms  of 
alopecia  including  androgenetic  alopecia  (“male-pattern  baldness"). 

NEBRASKA  CHAPTER,  AMERICAN 
COLLEGE  OF  EMERGENCY  PHYSICIANS 

This  course  will  present  the  diagnosis  and  current  management  of 
patients  exposed  to  extremes  of  temperature  with  emphasis  on 
emergency  management  and  stabilization. 


NEBRASKA  ACADEMY  OF  OTOLARYNGOLOGY 

The  objective  of  this  course  is  to  provide  an  update  on  the  difficult 
pediatric  problems  of  endoscopic  sinus  surgery  and  repair  of 
deformities  associated  with  choanol  atresia 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS 

The  program  will  provide  physicians  with  current  state-of-the-art 
information  on  approaches  to  management  of  children  with 
growth  hormone  deficiency,  and  disorders  of  pubertal  development 
(both  premature  and  delayed).  Additionally,  current  information  on 
the  effects  of  medications  on  breast  feeding  will  be  thoroughly 
reviewed. 

NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY 

The  objective  of  this  course  is  to  increase  the  knowledge  and 
skills  in  office-based  ophthalmic  plastic  surgery  procedures.  The 
program  will  also  increase  skills  in  the  diagnosis  and 
management  of  tearing  problems. 

NEBRASKA  SOCIETY  OF  PLASTIC  & 
RECONSTRUCTIVE  SURGEONS 

All  Nebraska  physicians  are  invited  to  bring  patient  problems  or 
just  questions  to  be  informally  discussed  with  Nebraska  plastic 
surgeons. 


SUNDAY,  APRIL  30 

NERASKA  MEDICAL  ASSOCIATION  LUNCHEON 

Jerald  R.  Schenken,  M.D.,  member  of  the  AMA  Board  of  Trustees, 
will  discuss  the  current  status  of  the  Harvard  RBRVS  and  how  it 
will  likely  impact  medicine  in  the  future. 

NEBRASKA  MEDICAL  ASSOCIATION 

Representatives  of  Blue  Cross  and  Blue  Shield  of  Kansas  will 
discuss  claims  submission,  proper  coding  and  profile  data 
Subsequent  to  the  program,  physicians  will  have  an  opportunity 
to  discuss  specific  concerns  with  the  representatives. 


April  28-30,  1989 

Cornhusker  Hotel  Lincoln,  NE 


EXPERIENCE  THE  MOMENT: 

The  Inaugural  Banquet 


Richard  A.  Raymond,  MD. 


The  installation  of  Richard  A.  Raymond, 
M.D.  as  President  of  the  Nebraska  Medical 
Association. 

All  physicians  and  spouses  are  cordially 
invited  to  attend.  Following  the  dinner  and 
ceremony,  the  Lincoln  Ensemble  Theater 
will  present  “A  Shot  Rang  Out”. 


Saturday,  April  29 
7:00  p.m. 

The  Cornhusker  Hotel 
Lincoln,  NE 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway.  Kan.sas  City.  .MO  04114 

American  Academy  of  Pediatrics 
.James  E.  Strain,  M.D..  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  V’ice  President 
9.70  N.  Washington  .St. 

•Alexandria,  \'A  22314 

American  Academy  of  Ophthalmology 
Mel  Rubin.  M.D.,  President 
6.7.5  Beach  Street,  P.O.  Box  7424 
.San  Francisco.  C.A  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr,,  Ph.D..  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal.  Executive  Secretary 
P.O,  Box  3190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409-12th  St..  S.W. 

Washington.  D.C.  20024-2188 

.American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec,  \hce  President 

4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 
John  J.  Curry.  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert,  .M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S,  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  V'A  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7.320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  .Sammons.  .M.D.,  Exec.  Vice  President 

535  No.  Dearborn  St..  Chicago.  IL  60610 

American  Society  of  Anesthesiologists 
■Mr.  Glenn  W.  Johnson.  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge.  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  .St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

•Joseph  F.  Boyle,  M.D.,  Exec.  V'ice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Ml-.  G.  James  Gallagher,  Executive  Director 

1120  No.  Charles  St..  Baltimore.  .MD  21201 

Arthritis  Foundation 

Clifford  .M.  Clarke.  C.A.E.,  President 

1314  Spring  St.,  N.W’..  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  .M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Calvin  .M.  Oba,  M.D.,  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

•Malcolm  D.  Jones,  M.D.,  President 
1415  W.  22nd  St..  Oak  Brook,  IL  60521 
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Manuscripts  should  be  submitted  in  duplicate  tothe  Editorat  the  following 
address:  Benjamin  R.  Gelber,  M,D.,  Neurological  Surgerv’  2221  So.  17th  St.. 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  S'/i  x 11  paper,  with  generous  margins  on  each  page. 
•Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

•Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summarx-  for  article;  all  major  scientific  articles  should  be  accompanied  by 
a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  .Journal  references  should 
include  authors'  names  and  initials,  title  of  article,  abbreviated  name  of 
•Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8'^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  .Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  .Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278.  .Norfolk,  Nebraska  687U2-t)278. 


Since  1925 
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Leading 
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Technical  Articles 

Are  a direct  presentation  of  research 
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★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
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AMA  NEWS  NOTES 


Placing  an  outright  ban  on  physician  self- 
referral would  be  as  irrational  "as  controlling 
nits  with  sledgehammers,"  AMA's  chief  execu- 
tive officer  said  in  discussing  the  issue  at  a 
day-and-a-half  Washington,  D.C.  symposium 
sponsored  by  Technicorps,  a cable  TV  Show 
producer.  Principal  antagonists  in  a two  and 
one-half  hour  exchange  focused  on  the  issue 
were  James  H.  Sammons,  M.D.,  and  Rep 
Fortney  (Pete)  Stark  (D-CA),  Chairman  of  the 
Subcommittee  on  Health  of  the  House  Ways 
and  Means  Committee,  who  has  announced 
his  intent  to  introduce  in  the  1 01  st  Congress  a 
slightly  modified  version  of  H.R.  5198,  "The 
Ethics  and  Patient  Referral  Act"  that  he 
sponsored  last  year. 

Intent  of  the  Stark  proposal  is  to  eliminate 
any  conflict-of-interest  abuses  existing  among 
physicians  who  refer  patients  to  facilities  in 
which  they  have  a financial  interest.  Dr. 
Sammons  said  the  extent  of  such  possible 
abuses  is  entirely  unknown.  The  General 
Accounting  Office  (GAO)  and  the  Office  of 
the  Inspector  General  (OIC)  are  now  con- 


ducting soon-to-be-delivered  studies  to  ascer- 
tain this.  He  said  full  disclosure  to  patients 
would  be  the  best  way  to  deal  with  any 
potential  conflicts  of  interest  and  that  AMA 
would  support  any  legislation  to  correct 
specific  abuses,  but  it  is  essential  not  to 
prohibit  self-referral  in  instances  where  the 
services  are  clearly  beneficial  to  patients  and 
would  improve  the  quality  of  care. 

Participating  in  the  roundtable  were  nearly 
300  representatives  from  broad-based  dis- 
ciplines. About  20  panelists  debated  the 
patient  referral  issue.  Several  of  them  rein- 
forced the  observation  that  most  physicians 
invest  in  health  facilities  is  related  to  assuring 
that  quality  services  are  available  for  patients 
rather  than  for  a profit  motive. 


Rep.  Brian  J.  Donnelly  (D-MA)  has  reintro- 
duced in  the  new  congress  his  perennial  bill 
that  would  mandate  physicians  to  accept 

(continued  on  page  11-A) 
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THIS  PORTION  TO  BE  (’OMPLETEI)  BY  APPLICANT 


1-a.sr  Name  (Plea.se  Print  I 


Social  Secuntv  No 


Date  of  Birth 


Telephone  No. 
( ) 


Street  .Address 


Zip 


Present  Employer 

Yrs 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  il  considered  by  us  as  a basis  for  repayment 

Bank  with  Checking 


i 1 

1 Account  No 

Bank  with  Savings 

City  1 

COMPLETE  THIS  PORTION  IF: 


You  are  applying  Tor 
a Joint  Account. 


You  are  relying  on  the  income  or  assets  of 

another  person  as  basis  for  repaynient  of  the  credit  extended. 


l-asi  Name  (Please  PnnI) 


I Social  Secunty  No 


Date  of  Birth 


Present  Employe 


Busine«vs  Address.  City.  State 


Business  Telephone 
( ) 


Position 

Vrs  Mo 

Mo  Salary 

Income  from  alimony  child  suppftrt.  or  separate  maintenance  payments  need  not  be  repealed 

Source  of  Other  Income 

Amount 

L 

if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

TRITH  IN  LENDING  ACT  DISCLOSCRES: 

1.  There  are  costs  associated  with  the  use  of  credit  cards. 

2.  The  applicant  may  contact  FirsTier  Bank.  National  Association,  to  request  disclosure  of  specific  information  of  such  costs  by  calling  1-800*228-9145  outside  Nebraska « 
or  1-800-742-0107  in  Nebraska,  or  by  writing  Lincoln  Visa-MasteK'ard  Ser\ice  Center.  P.O.  Box  81068,  Lincoln,  Nebraska  68301,  Attention:  Manager. 

TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

I'verything  that  1 have  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authtj' 
ed  to  check  my  credit  and  employment  history  and  to  answer  questions  about  your  credit  experience  with  me 

I understand  that  if  my  application  is  approved,  I will  be  bound  by  all  the  terms  and  conditions  of  the  Visa-MaslerC'ard  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  Visa] 
MasterCard  will  be  an  acceptance  of  the  Visa-MasteK'ard  Agreement  and  all  its  terms  and  conditions. 


ApplK’anl  s Signature  Date  Other  Signature  (where  applicable)  Date 

AC AP CL CS PI RC CB APP 


Plea.se  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


A Clinically  and  Surgically  Oriented 

International  Symposium  on  Intracranial  Aneurysms 

For  The  Practicing  Physician 
March  30  and  31,  1989 


Symposium  Coordinator 

JOHN  L.  FOX,  M.D. 

Location: 

Omaha  Marriott  Hotel 
10220  Regency  Circle 
Omaha,  Nebraska 

National  and  International 
Speakers  Will  Be  Present 


For  more  information.  Call: 
T402090^4035 

or  write: 

Emily  Langdon 
Medical  Staff  Office 
Nebraska  Methodist  Hospital 
8303  Dodge  Street 
Omaha,  NE  68114 


Sponsored  hy  Nebraska  Methodist  Hospital  - Omaha 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla,  Omaha.  Counties:  Douglas. 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass,  Lancaster. 
Otoe. 

Third  District:  Councilor.  C.T.  Frerichs. 
Beatrice.  Counties:  Gage,  Johnson 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar. 
Cuming,  Dakota.  Dixon,  Knox.  Madison. 
Pierce.  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor.  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  Merrick.  Nance. 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk,  Saunders.  Seward.  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay.  Fillmore, 
Jefferson.  Nuckolls.  Saline.  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitsch.  M.D.,  O'Neill.  Counties:  Boyd. 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer.  Dawson.  Garfield.  Grant.  Greeley. 
Hall,  Hooker,  Howard,  Loup.  Sherman. 
Thomas.  Valley,  Wheeler. 

Tenth  District  Councilor  Charies  F.  Damico. 
M.D..  Hastings,  Counties:  Adams,  Chase. 
Dundy,  Franklin,  Frontier,  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps,  Red  Willow,  Webster. 
Eleventh  District:  Councilor.  Ronald  L. 
Asher,  M.D..  No.  Platte.  Counties: 
Arthur.  Deuel,  Garden.  Keith,  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner, 
Box,  Butte,  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


.Adams 

Anlelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne*  Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

HaU 

Hamilton  . . . 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy  

Saunders 

Scottsbluff 

Seward . ... 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


Richard  French.  HaNimgs  . Robert  .Ander'^on.  Hastings 

Kenneth  Peters,  Plainview David  Johnson.  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

Gerald  Jensen.  Kearney  George  Bascom.  Kearney 

Mark  Carlsoa  David  City Jack  Kaufmann.  David  City 

R R Andersen.  Nehawka Glen  K.  Knosp.  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibbies.  West  Point Gordon  Moshman.  West  Point 

Loren  Jacobsea  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

Dean  Bloch.  Arlington W B.  Eaton,  Fremont 

Willis  L.  Wisemaa  Wayne Robert  Benthack,  Wayne 

Tom  Martin.  Ord Otis  Miller.  Ord 

Alan  Langvardt,  Beatrice Louis  J.  Gogela.  Jr..  Beatrice 

John  Wagoner.  Grand  Island Gordon  Francis.  Grand  Island 

. -lohn  ('  Wilcox.  .Aurora  , Burt  L Thomsen.  .Aurora 

. Melvin  Campbell.  Ainsworth 

. Gordon  O.  Johnsoa  Fairbury R A.  Blatny.  Fairbury 

. Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

. D.  M.  Laflan.  Creighton D.  J.  Nagengast.  Bloomfield 

. Robert  G.  Osborne.  Lincoln Prentiss  Deltmaa  Lincoln 

Timothy  O'Holleraa  North  Platte Jeff  Briltan,  North  Platte 

. Otto  WuUschleger.  Norfolk Michael  Murphy.  Norfolk 

. Muriel  Frank,  Omaha F.  F.  Paustian.  Omaha 

. Steffan  Lacy,  Norfolk Michael  Murphy.  Norfolk 

. Edward  Metz.  Crawford R.  H Rasmussen.  Chadron 

. Dean  R.  Thomson.  Nebraska  City Paul  R.  Madison.  Nebraska  City 

. .Arthur  Liebentritt,  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma,  Crete 

. Fred  Gawecki.  Omaha Barbara  Heywood.  Papillion 

. L M.  French.  Wahoo  John  E.  Hansen.  Jr..  Wahoo 

. Vonn  Roberts.  Scottsbluff A.  J.  Magana,  Scottsbluff 

. Van  E \'ahle.  .Seward  . Roger  H Meyer.  L tica 

. Jeff  Hollis.  Geneva Chas.  F.  Ashby.  Geneva 

. Gary  Ensz.  Auburn George  Voigtlander.  Pawnee  City 

. David  A Allerheiligen,  McCook E.  C.  Beyer.  McCook 

. H Neal  Sievers,  Blair K C.  Bagby.  Blair 

. DarroU  Loschen,  York Harold  Nordlund,  York 
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ORGANIZATIONS,  STATE 


American  Cancer  Societ>',  Nebraska  Division.  Inc. 

Don  \V.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255.  Omaha  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Rysvsyk.  Ed.D..  Executive  Director 
27.80  South  114th  St..  Omaha  68144 
.American  Heart  Association.  .Nebraska  Affiliate 
Douglas  P.  Halleen.  Executive  Director 
•3624  Famam  St..  Omaha  68131 

American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68508 
.American  Red  Cross 
P.O.  Box  83267 
1701  "E"  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H,  Heavey.  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County.  Inc. 

•Jane  Hoffart.  Client  Ser\ices  Rep. 

2700  N.  27th  St.,  Lmcoln  68521 

Creighton  Cniversity  School  of  Medicine 
Richard  O Brien.  .M.L)..  Dean 
California  at  24th  St..  Omaha  68178 

Dair\-  Council  of  Central  Stales.  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston.  XE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Depanment  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Ser\'ices  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  .Alcoholism  and  Drugs 
914  "L”  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PL.AINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
•John  R.  Luckasen.  M.D..  Secreteuy 
360  Doctors  Bldg..  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  .Association 

1912  No.  90th  St.,  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  .Affiliate 
120  North  69th  St..  Suite  203.  Omaha  68132-2720 
Nebraska  .Academy  of  Ophthalmolog>- 

Gerald  Christensen,  M.D..  President  Dept,  of  Ophthalmology 
c NMC  - 42nd  & Dewey,  Omaha  68105 
Nebraska  Academy  of  Otolar>’ngolog>’ 

Michael  Crawford.  M.D..  President 
201  Ridge  St.,  #311.  Council  Bluffs.  lA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp.  D O..  President 

Dent.  Pediatrics.  Creighton  Cniv.,  Omaha  68178 

Nebraska  .Association  of  .Nuclear  Physicians.  Inc. 

Paul  J.  Bender,  M.D..  President 

Suite  1.  Professional  Plaza,  6801  N.  72nd  St..  Omaha  68122 
Nebraska  Association  of  Pathologists 
James  Linder.  M.D..  President 

Dept,  of  Pathology  - L'NMC,  42nd  & Dewey.  Omaha  68105 

Nebraska  Chapter  - American  .Academy  of  Family  Physicians 
Paul  M Pauiman.  .M.D..  Secretary-Treasurer 
Phyllis  G.  Hansen.  Executive  Director 

River  City  Office  Park.  #202.  401  .No.  117th.  Omaha  68154 
Nebraska  Chapter  - American  .Academy  of  Physician  .Assistants 
Joe  E.  Jeter.  P.A-C.  President 
Fremont  68025 

Nebraska  Chapter  - .American  .Academy  of  Pediatrics 
Thomas  Tonniges.  M.D..  President 
Charlotte  HavMhorne.  .Administrator 
2115  N.  Kansas.  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves.  .M  D..  Secretar\’-Treasurer 
820  Branding  Iron  Drive.  Elkhom.  NE  68022 
.Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker.  .M.D.,  F .A.C.P..  Governor 

Creighton  Cniversity  School  of  Medicine.  601  N.  30th  St..  Omaha  68131 
-Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J.  Gogela.  M.D..  Past  President 
2221  South  I7th  St..  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  -Aita.  M.D..  .Medical  .Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  .Association 
('harles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr.  #302.  Omaha  68114-3720 
Nebraska  Dental  .Association 

Tom  Bassett,  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M S..  R.D..  President 
3347  S.  126th  -Ave..  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  0 St.,  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  .Association 
Harlan  Heald.  Pre.«ident 
1640  L Street,  Suite  D.  Lincoln  685tl8-2509 
Nebraska  League  for  Nursing 
Barbara,  .McCabe,  President 
510  Redwood  Dr..  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper.  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 

Nebraska  .Medical  Foundation 

William  L.  Schellpeper.  Secretary 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711.  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D..  Secretary 
6920  Van  Dom.  Lincoln.  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N.C. 

St.  Elizabeth  Community  Health  Center.  555  So.  70th.  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P..  Executive  Director 
600  So.  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society.  District  Branch  of  the 
.American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D..  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H  .A. 

P.O.  Box  94813.  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call  M.D.,  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  .Association 
Arthur  L.  Weaver.  M.D..  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  .M.D. 

P.O.  Box  5363.  Lincoln  68505 

Nebraska  Society  of  .Anesthesiologists 
('harles  I).  Gregorius.  M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln 
Nebraska  Society  of  Internal  .Medicine 
.Amhony  J.  Ros>.  .M.D.  President 
3145  0 St..  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  .Affiliate  of  the  .American  Association  of  Medical  .Assistants 
Delores  Yosten,  President 
4010  Kay  Ave.,  Grand  Island  68803 
.Nebraska  Society  of  Medical  Technolog>‘ 

Dave  Glenn.  President 
502  S.  McCabe.  North  Platte  69101 
Nebraska  Society  for  Respiratory  Therapy 
^larcy  PearsoU,  RRT.  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright.  M.D . .M.  Ed..  Director  of  Health 
301  Centennial  Mall  South.  P.O.  Box  95007.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecolog>-  Society 
Dennis  D.  Beavers.  M.D..  Secret2in'-Treasurer 
720  No.  87th  St..  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman.  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D..  President 
4740  A Street.  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building.  301  Centennial  Mall  So.,  Lincoln  68509 
Cniversity  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 


AMA  NEWS  NOTES 

(continued  from  page  6- A) 

assignment  for  Medicare  services.  His  bill, 
H.R.  155,  currently  has  no  cosponsors.  In  his 
introductory  remarks  Donnelly  said  his  legisla- 
tive proposal  would  save  Medicare  beneficiaries 
S5.1  billion  annually  and  cost  the  government 
nothing.  “There  is  no  reason,"  he  said,  "why  a 
physician  should  charge  a patient  more  than 
the  Medicare-determined  reasonable  charge." 
Rep.  Donnelly's  persistent  call  for  mandated 
assignment,  which  is  the  law  in  his  state,  has 
been  rejected  several  times  by  the  House 
Ways  and  Means  Committee,  of  which  he  is  a 
member,  and  by  other  Congressional  health 
committees.  The  AMA,  with  solid  support 
from  medical  societies,  has  conducted  several 
priority  legislative  efforts  to  fend  off  mandatory 
assignment  by  educating  members  of  Congress 
on  the  detrimental  aspects  that  such  a policy 
would  create  and  how  the  Medicare  reim- 
bursement system  works. 

The  profession  actually  has  benefitted  from 
Donnelly's  adamant  position  on  mandatory 
assignment  since  it  has  resulted  in  legislators 
becoming  thoroughly  aware  of  the  issue  and 
the  fact  that  Medicare  determined  reasonable 
charges  are  substantially  below  the  usual 
charge  that  physicians  make  to  other  patients 
that  are  not  economically  disadvantaged.  At 
this  point  there  is  no  indication  that  mandatory 
assignment  will  be  a significant  issue  in  the 
1 01  St  Congress. 


Most 
patients 
need 
only  one. 


AMA  has  proposed  that  Medicare  pay 
physicians  directly  on  all  assigned  claims  as  a 
method  for  averting  unanticipated  non-pay- 
ment complications  that  have  arisen  from 
"secondary  payoK'  requirements  initiated  by 
carriers  since  mid-1988.  It  further  proposed 
that  when  Medicare  is  found  to  be  the 
secondary  payor  that  it  should  process  a claim 
against  the  primary-coverage  party.  The  pro- 
posals, tendered  in  a letter  sent  to  William  L 
Roper,  M.D.,  HCFA  Administrator,  provide  a 
practical  way  for  Medicare  to  shunt  the  claims 
denial  problem  confronting  an  increasing 
number  of  physicians  whose  Medicare  patients, 
unbeknownst  to  them,  have  primary  health 
insurance  coverage,  AMA  pointed  out.  They 
stem  from  an  action  approved  by  AMA's 
House  of  Delegates  at  its  Interim  Meeting  in 

(continued  on  page  12-A) 
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K-9UH20 


Microburst 

Release 

System" 


(potassium  chloride)  20mEq  ar 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


UJSKK  Pharmaceuticals,  Inc. 
#1— #/-  Kenilworth.  NJ  07033 

World  leader  in  drug  delivery  systems. 


Copyright  © 1987,  Key  Pharmaceuticals.  Inc..  Kenilworth,  NJ  07033. 
All  rights  reserved.  KD-2055/14238603H  8/87 


K-WRW 

(potassum  chlonde)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIOUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states 

3,  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g . spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100.000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizihg  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  cah  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms lor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dexirose  solution  containing  10-20  units 
of  insulin  per  1.000  ml. 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate, 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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AMA  NEWS  NOTES 

(continued  from  page  11-A) 

Dallas  to  keep  HCFA's  secondary-payor  obli- 
gations separate  from  the  claims  processing 
mechanism.  AMA  fully  supports  the  concept 
of  Medicare  secondary  liability  when  Medicare 
payments  have  primary  coverage  through 
continued  employment  or  retirement  arrange- 
ments, but  carrier  enforcement  has  resulted  in 
unforeseen  problems  for  physicians  who  accept 
assignment  since  they  don't  have  a screening 
mechanism,  as  hospitals  do,  for  determining 
whether  a patient  has  other  primary  coverage. 
Other  carriers  soon  will  be  implementing  the 
secondary  payment  requirement. 

The  non-payment  problem  occurs  when 
carriers  write  beneficiaries  to  determine 
whether  they  have  primary  coverage,  but 
don't  notify  the  physicians.  If  a beneficiary 
was  treated  by  a physician  who  accepted 
assignment  for  the  medical  service,  but  does 
not  answer  the  carrier's  questionnaire,  the 
carrier  suspends  processing  of  the  claim  and 
the  physician  is  arbitrarily  denied  payment. 
Since  the  beneficiary  is  at  no  financial  risk,  he 
or  she  has  no  incentive  to  respond.  A 
physician  cannot  be  expected  to  know  whether 
a patient  has  primary  coverage  when  he  or  she 
presents  a valid  Medicare  ID  card,  AMA 
emphasized.  "Through  no  fault  of  their  own, 
physicians  are  being  denied  payment  in  cases 
where  the  carrier  is  determining  'secondary 
payor  status,"'  AMA's  letter  explained.  "While 
we  support  this  program,  we  expect  fair 
treatment  of  physicians." 

"Instead  of  placing  an  innocent  physician  at 
risk,  Medicare  should  pay  the  assigned  claim 
directly  (subject  to  the  usual  reviews  for 
necessity  and  coverage),"  AMA  proposed.  If  it 
subsequently  is  learned  that  Medicare  is  the 
secondary  payor,  then  Medicare  SHOULD 
PROCESS  A CLAIM  against  the  primary- 
coverage  party,  AMA  said. 

Suspension  of  claims  harms  physicians 
whose  foremost  concern  is  to  provide  medi- 
cally needed  services,  AMA  noted.  This  sus- 
pension of  claims  has  resulted  in  cash-flow 
problems  for  some  physicians.  In  Pennsylvania, 
for  example,  some  physicians  have  been 
compelled  to  seek  bank  loans  to  temporarily 
cover  their  practice  expenses  because  of  loss 

(continued  on  page  18-A) 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medicai  Biiis. 


And  Not  By  Accident 


It’s  true.  When  a Medic  Connputer  System  replaced 
another  in  one  large  practice,  itfound  thousands  of  dollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
or  a claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
ticesfromcoasttocoast.  And  more  than  6,000physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  PlusTexas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 

j^lease  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 

Name i 

I Address | 

City state Zip 

I Phone  ( ) Numberof  physicians  in  practice | 

I Specialty I 

I Medic  Computer  Systems  i 

I 8601  Six  Forks Rd.. Suite  300,  Raleigh  NC  27615  3/89NE | 

medic 

computer  systems 


8601  Six  Forks  Road,  Suite  300,  Raleigh,  North  Carolina  27615,  919-847-8102, 1-800-334-8534.  Other  offices: 

Ann  Arbor,  Atlanta,  Austin,  Boston,  Chicago,  Cincinnati,  Dallas,  Denver,  Fort  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashvilie,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  It;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ^ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’-^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ^ i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks. 3 
How  Sfipplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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( ARAFATE* 

^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  Is  a chronic,  recunent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  dinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAEATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAEATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcirtogenesis,  Mutagertesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregrtarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however;  no  adequate  and  well-controlled  studies  in 
pregnant  women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  dmgs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pmritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 
OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  aduft  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 Eliakim  R Ophir  M,  Rachmilewitz  D J Clin  Gastroenterol  1987;9(4):395-399 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY.  MO  64137 
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Carafate"  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  i users  to  become 


prone  to  duodenal  ulcers?  For  those  NSAID 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^therapy  for  the  ulcer-prone  patient. 


\ 


Unique,  nonsystemic 


ARAFATE 

'sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D.  i 

Assistant  Professor  of  Surgery,  UCLA  ScLiool  of  Medicine  and  Drew 

University  of  Medicine  and  Science,  Los  Angeles 

Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic  i 

Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 

Major,  US.  Army  Reserve  j 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S.  | 

Chemistry,  NYU  School  of  Medicine,  New  York,  M.D.  j 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas-  j 
cular);  Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  Yjrk  City  I 

(General  Surgery)  ! 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 

//  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a ' 

problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new  j 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steiling'Scott. 

The  Army  Reserve  can  offer  physicians  a | 

variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

‘joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Cefaclor 


Pulvules’ 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mfluemae.  and ' 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  administered  Cautiousiy  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  repotted  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  ate  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  Ipercentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea)  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens- Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dittiness.  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%, 
and.  rarely,  thrombocytopenia 

Abrormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
entymatic  lest  strip.  Lilly)  loeioseu 

Additional  information  available  from  Pv  235i  amp 

£ti  Lilly  and  Company  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


O 1988.  ELI  LILLY  AND  COIvIPANY  CR-5012-B-849345 


On  March  30, 1958,  the  Congress  of  the  United  States  designated  March  30,  to  be  “Doctor's 
Day"  and  to  be  thereafter  annually  observed. 

The  Board  of  Directors  of  the  Nebraska  Association  Auxiliary  pays  tribute  to  all  physicians  in 
Nebraska  for  their  contribution  to  the  community's  health  and  well-being.  We  express  our 
appreciation  to  the  physicians  who,  in  the  performance  of  duty,  have  demonstrated  the 
highest  skill  and  professional  achievement. 


f],La>U  n.JuJ 

^^liociation  -Muiiliartj 


SALUTE  TO 

MEDICAL  DOCTORS'  DAY 

M.ARCH  30,  1989 

These  members  of  the  state  board 
of  the 

riebraska  Medical  Association  Auxiliary 
have  contributed  to  the 

American  Medical  Association 
Education  and  Research  Foundation 

in  honor  of 

MEDICAL  DOCTORS'  DAY 


Colleen  Adam 
Carole  Kagby 
Kogene  ESainbridge 
Sally  E5ecker 
E5arbara  Eiohi 
l.inda  ESrown 
Joan  Calioy 
Susan  Carraher 
Susan  Carson 
Unda  Cronk 


Mona  Damico 
Peggy  Plelcher 
Harriett  Francis 
Marilyn  Gentry 
Ardis  Grace 
Pam  Hoesing 
SEiaron  Holyoke 
Shirley  Johnson 
tiev  tSruger 
Elba  Lan 


Catherine  l.ear 
f^at  l.undak 
Maria  O t3onohne 
Marjorie  OIney 
Desta  Osborne 
Kay  Heed 
Marilyn  Kennels 
Jeanette  Schliclitemeier 
Dorothy  Sludfer 
Donna  Stone 
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AMA  NEWS  NOTES 


(continued  from  page  12-A) 

of  expected  income.  Problems  also  are  occur- 
ing  in  Northern  California  where  the  Medicare 
carrier  just  began  pursuing  secondary  payor 
status  on  disability  claims. 

* * ♦ 

Little-Known  New  Requirement  that  Physi- 
cians must  use  ICD  - 9 codes  on  all  Medicare 
part  B claims  is  scheduled  to  be  implemented 
by  carriers  on  April  1.  AMA  immediately  is 
proceeding  to  develop  a broad-scale  informa- 
tional campaign  to  make  physicians  aware  of 
the  coding  requirement  which  was  buried  in 
Medicare  Catastrophic  Art  of  1 988  provisions 
after  the  bill  emerged  from  a closed-door 
conference  committee.  Since  the  requirement 
will  have  a profound  impact  upon  the  profes- 


sion and  their  billing  personnel,  AMA  has 
persuaded  HCFA  to  delay  enforcement  of  the 
provision  until  June  1 so  that  it  can  apprise 
physicians  of  the  change.  The  vast  majority  of 
physicians  now  provide  narrative  diagnostic 
descriptions  on  Medicare  Part  B claim  forms. 
Many  don't  even  have  the  ICD-9-CM  coding 
books.  Use  of  such  coding  is  now  almost 
exclusively  limited  to  hospitals  and  to  those 
physicians  who  bill  Medicare  electronically. 
The  mandatory  changeover  to  the  ICD-9-CM 
coding  has  been  virtually  unpublicized  by 
HCFA  which  only  recently  transmitted  instruc- 
tions to  carriers.  HCFA  guidelines  won't  be 
published  until  sometime  next  month.  But 

(continued  on  page  24-A) 
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EDITORIAL 


Criminalization  of  Medicine 

BENJAMIN  R.  GELBER,  M.D. 


The  civil  suits  encouraged  by  today's  med- 
ical liability  climate  must  not  be  threatening 
enough  to  keep  physicians  honest.  Congress 
must  believe  the  medical  profession  is  made 
up  of  thugs  and  thieves,  and  therefore  have 
passed  new  laws  to  ensure  that  the  medical 
profession  doesn't  run  off  with  the  United 
States  treasury. 

The  1986  COBRA  law  sets  a fine  of  S25,OOU, 
recently  raised  to  S50,000,  if  a patient  is 
transferred  from  an  Emergency  Room  pre- 
maturely. This  law  was  enacted  to  prevent  so- 
called  patient  dumping  by  hospitals.  This 
problem  has  occurred  in  major  metropolitan 
areas  with  large  numbers  of  indigent  patients. 
However,  rural  states  like  Nebraska  are  not 
exempt  from  the  law.  No  one  has  considered 
that  the  reason  patient  dumping  became  a 
problem  is  because  Medicare  cut  down 
revenues  to  hospitals,  Medicaid  reimburse- 
ment is  too  low,  and  cost-shifting  practices 
were  prohibited.  This  leaves  inner-city  hospitals 
with  large  numbers  of  indigent  patients.  If 
physicians  and  hospitals  can't  distribute  the 
financial  load,  which  means  distributing  the 
patients,  some  hospitals  may  have  to  close. 

The  antitrust  division  of  the  Justice  Depart- 
ment appears  hot  on  the  trail  of  physicians 
who  are  conspiring  to  raise  prices.  An  antitrust 
conviction  and  damage  award  is  tripled  by 
law.  I could  understand  the  regulatory  zeal  in 
a monopoly  dominated  industry  like  telephone 
communications,  but  it  hardly  seems  likely 


that  the  many  thousand  medical  practices  in 
the  U.S.  are  going  to  be  able  to  cooperate  to 
fix  prices. 

The  Medicare  program  has  prescribed  max- 
imum fees  (MAACs).  If  you  exceed  those  fees, 
you  will  be  fined  S2,000  each  time.  If  you 
have  an  office  laboratory,  you  must  accept 
assignment  for  each  test.  If  you  don't,  you  will 
be  fined  52,000  for  each  violation.  We  were  at 
risk  even  before  we  could  obtain  the  MAACs. 
Why  hasn't  Congress  placed  price  ceilings  on 
all  who  provide  services  to  the  federal 
government?  None  of  these  fines  are  likely  to 
be  covered  by  malpractice  insurance.  Some  of 
them  are  criminal  penalties  rather  than  civil. 

The  PRO  is  expected  to  sanction  some 
physicians  in  Nebraska  this  year.  This  is 
because  they  haven't  yet  sanctioned  anyone 
in  Nebraska.  Post  hoc  ergo  proctor  hoc,  the 
PRO  must  be  overlooking  some  bad  doctors. 
This  year  they  will  find  one  or  two.  Those 
physicians  will  pay  for  their  dastardly  acts  by 
exclusion  from  the  Medicare  program. 

Why  has  Congress  turned  us  into  criminals? 
Do  they  need  to  balance  the  federal  budget 
on  the  backs  of  the  physicians?  I once  saw  a 
statistic  that  physician  expenditures  consti- 
tuted 20  per  cent  of  medical  costs.  If  we  all 
worked  for  free,  80  per  cent  of  the  problem 
would  still  be  present.  Therefore,  I don  t think 
that  this  strategy  will  work  for  balancing  the 
federal  budget,  even  though  it  may  put  away  a 
few  doctors. 
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LETTERS  TO  THE  EDITOR 


Another  Point  of  View  — C-Section  Rates 

JAMES  L OMEU  M.D. 


Dr.  Ome/'s  letter  appeared  in  the  Lincoln 
Star  recently  and  is  reprinted  here. 

I read  with  interest  your  Febr.  4 editorial 
decrying  the  U.S.  C-section  rate.  (Lincoln  Star, 
Feb.  4).  Those  of  us  who  still  have  the  courage 
to  practice  obstetrics  find  your  insinuations 
repugnant.  Our  total  concern  is  for  a healthy 
mother  and  baby  — not  for  added  remunera- 
tion from  a C-birth.  The  tremendous  responsi- 
bility for  two  lives  is  ever-present  in  the 
delivery  room.  Any  physician  whose  thoughts 
involve  how  much  added  money  he  would 
earn  from  a surgical  birth  should  not  be 
allowed  the  privilege  and  responsibility  of 
practicing  obstetrics.  I would  personally  favor 
a system  of  equal  payment  for  both  vaginal 
and  Cesearean  birth.  This  should  quiet  your 
insinuation  that  the  decision  is  based  on 
greed. 

Mr.  Editor,  I would  like  the  option  of  calling 
you  at  1:10  a.m.  the  next  time  I'm  faced  with 
this  decision.  Please  come  to  Fairbury  and 
look  over  my  shoulder  as  we  watch  the  fetal 
monitor  drop  to  70  or  80.  Bring  Ralph  Nader 
and  some  lawyers.  Let's  all  decide  together 
what  should  be  done.  Lawyers  practice  im- 
peccable medicine.  They  never  make  a human 
error  and  enjoy  practicing  obstetrics  vicariously. 
Unfortunately  their  100%  infallable  record  is 
always  retrospective.  It  never  occurs  at  1:10 
a.m.  when  I am  agonizing  over  how  to  get  a 


baby  in  distress  delivered  safely.  Should  I risk 
dangerous  high  forceps  delivery?  You  seem  to 
advocate  that  decision  if  my  C-section  rate  is 
getting  out  of  hand. 

Your  editorial  mentioned  the  American 
College  of  Ob/Gyn's  concern  over  the  rate  of 
sections.  You  report  they  say  it  is  now 
acceptable  to  deliver  vaginally  after  a previous 
C-birth.  You  fail  to  point  out  that  they  also 
require  a fully  staffed  O.R.  ready  to  perform  a 
C-section  on  a few  minutes  notice.  That  is 
absolutely  not  possible  in  rural  Nebraska. 
When  a uterine  scar  ruptures  and  bleeds 
during  a contraction,  there  is  no  time  to  call  in 
the  O.R  team  to  a rural  hospital.  It  is  too  late. 
ACOG's  recommendations  are  only  practical 
for  Nebraska's  large  metropolitan  hospitals. 

Yes  Mr.  Editor,  please  come  help  with  our 
decision  at  1 :1 0 a.m.  That  is  precisely  the  time 
my  last  C-Section  decision  was  made  — for  a 
woman  who  had  previously  suffered  the 
agony  of  a stillborn  birth.  If  you  feel  that  it's 
too  far  to  drive  to  Eairbury,  then  consider  it  is 
the  same  distance  for  my  patients  to  drive  to 
Lincoln.  Lincoln  just  happens  to  be  the  closest 
location  of  an  Ob/Cyn  specialist.  Until  you  are 
willing  to  come  agonize  with  me  over  the  lives 
of  two  people  in  distress,  I submit  you  have  no 
right  to  pontificate  over  my  (or  any  doctors) 
C-section  rate. 

Sincerely, 

James  L.  Omel  M.D. 
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ORIGINAL  ARTICLE 


Patient-Controlled  Analgesia 

RICHARD  G.  BELATTI,  )R.,  M.D. 

Assistant  Professor  Director  Pam  Theraphy  Services,  Department  of  Anesthesiology 
Creighton  University  School  of  Medicine  Director,  The  Pam  Control  Clinic  AMI/ST 
Joseph  Hospital.  1601  North  30th  Street.  Omaha.  NE  68131  402*449-4846 


"We  must  all  die.  But  that  I can  save  (a  person) 
from  days  of  torture,  that  is  what  I feel  as  my 
great  and  ever  new  privilege.  Pain  is  a more 
terrible  lord  of  mankind  than  even  death 

himself.  _ Schweitzer 


ONE  of  the  most  feared  of  all 
human  sensations  is  that  of 
pain.  Each  person's  susceptibil- 
ity and  response  to  pain  is  unique,  but  it 
appears  that  the  thought  of  experiencing  pain 
is  universally  terrifying.  Unfortunately  for 
many  of  the  patients  admitted  to  hospitals, 
pain  is  an  altogether  too  frequent  experience. 
Despite  all  of  the  advances  in  medical  science 
and  pharmacology,  many  authors  have  reported 
that  the  majority  of  those  hospitalized  are  still 
undertreated  for  their  pain  using  customary 
methods.’’^  A new  technique  of  pain  manage- 
ment called  Patient-Controlled  Analgesia  has 
been  developed.  It  offers  improved  pain  relief 
for  many  patients. 

Limitations  of  Traditional  Pain  Management 

Part  of  the  problem  with  undertreatment  of 
pain  lies  with  the  way  in  which  analgesic  drugs 
are  traditionally  administered.  Austin,  Staple- 
ton  and  Mather,  after  studying  the  pharma- 
cokinetics and  pharmacodynamics  of  meperi- 
dine concluded  that  "the  plethora  of  new 
parenteral  analgesics  which  the  pharmaceu- 
tical companies  have  introduced  over  the  past 
20  years  is  not  a reminder  that  we  have  yet  to 
find  the  right  analgesic,  but  that  we  are  still 
using  inappropriate  methods  of  drug  deliv- 
ery."^ 

Austin  et  al  studied  the  uptake  of  meperidine 
after  intramuscular  administration  and  dis- 
covered unpredictable  onset  times  as  well  as 
widely  variable  peak  blood  levels.  The  blood 
concentration  needed  to  provide  pain  relief, 
the  minimum  analgesic  concentration,  was 
also  found  to  differ  markedly  from  patient  to 
patient  but  to  be  consistent  for  the  individual. 
Often  the  difference  between  pain  and  relief 


was  a very  small  increment  in  blood  concen- 
tration, as  small  as  0.05  ug/ml.  The  blood  level 
was  found  to  stay  above  the  minimum 
analgesic  concentration  for  only  a very  short 
time  after  administration  of  a single  IM  bolus 
of  narcotic.  It  exceeded  the  threshold  for  as 
little  as  35%  of  the  time  when  injections  were 
given  every  four  to  six  hours.^'^  Obviously, 
then,  intramuscular  (IM)  administration  of 
narcotics  can  be  unpredictable  in  onset, 
uptake,  duration  and  effect.  Most  physicians 
were  taught  to  use  IM  injections  for  pain  relief 
and  are  comfortable  with  that  route.  Unfor- 
tunately, the  patients  may  not  be  as  comfortable. 

If  the  unpredictability  of  action  following 
IM  injections  were  not  enough  of  a problem, 
physicians'  fears  of  side  effects,  addiction 
liability  and  overdosage  further  contribute  to 
underdosing.^"^  Due  to  these  fears,  physicians 
often  prescribe  narcotic  doses  which  are 
simply  insufficient,  sometimes  by  as  much  as 
50%,  for  the  degree  of  pain  experienced.^"^ 
Nurses  may  reduce  the  dosage  or  frequency 
even  further.^  In  no  other  area  of  medicine  has 
such  an  extravagant  concern  for  side  effects 
so  drastically  limited  treatment.^°  Development 
of  drug  dependency  or  addiction  is  actually  a 
very  infrequent  occurrence.  Several  investiga- 
tors have  estimated  that  dependence  occurs 
in  less  that  0.1%  of  hospitalized  patients,"  '^ 

The  occurrence  of  side  effects  and  overdos- 
age is  a consequence  of  the  imprecise  way  our 
analgesics  are  administered  rather  than  the 
analgesic  itself.  Narcotics  exhibit  a "hierarchy 
of  response".”  This  term  describes  the  fact 
that  analgesia  is  usually  experienced  at  a 
plasma  level  below  that  which  triggers  the 
majority  of  side  effects  in  patients.  As  the 
plasma  level  rises,  unpleasant  side  effects 
such  as  nausea  and  vomiting  begin  to  be 
experienced.  As  the  plasma  level  rises  even 
higher,  the  more  dangerous  effects  such  as 
sedation  and  respiratory  depression  occur.  A 
relative  overdose  must  be  used  when  narcotics 
are  given  by  the  IM  route  in  order  for  the 
plasma  level  to  stay  above  the  analgesic  level 
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for  any  period  of  time.  Consequently,  this 
procedure  allows  plasma  levels  to  rise  high 
enough  to  cause  the  development  of  undesir- 
able side  effects. 

A more  basic  problem  is  how  a standard 
dose  of  an  analgesic  is  first  determined.  Most 
physicians  would  calculate  the  IM  dose  based 
on  body  weight.  But  is  that  lean  body  weight 
or  actual  weight?  What  if  another  medication 
is  added  to  the  narcotic?  Investigators  have 
reported  decreased  narcotic  requirements’"' 
and  higher  serum  narcotic  levels  after  standard 
doses’^  in  the  elderly.  Thus,  should  the  dose 
be  reduced  in  the  elderly?  If  so,  by  how  much 
and  when  does  one  become  "elderly"?  What 
if  the  patient  experiences  pain  in  spite  of  the 
dosage?  Is  another  dose  given?  If  so,  how 
much  and  how  soon?  Obviously,  many  vari- 
ables should  be,  but  probably  are  not,  con- 
sidered to  arrive  at  the  "standard"  dose  for  a 
particular  patient. 

The  usual  steps  taken  in  order  for  a patient 
to  receive  pain  medication  are  in  themselves 
responsible  for  much  of  the  delay  in  pain 
relief.  ’’’  (fig.  1)  When  patients  first  begin  to 
perceive  pain,  they  tend  to  delay  contacting 
their  nurse  hoping  that  it  won't  get  any  worse. 
As  the  previously  administered  narcotic's 
plasma  level  continues  to  fall,  the  pain  finally 
becomes  unbearable  and  the  nurse  is  sum- 
moned. Depending  on  how  busy  the  nurse  is 
at  the  time,  it  may  take  several  minutes  for  a 

FIGURE  1 (after  Graves  et  al) 
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response.  The  nurse  then  "screens"  the 
patient  to  see  if  the  patient's  vital  signs  are 
stable  and  a dose  is  permitted  according  to 
the  physician's  orders.  Next  the  nurse  goes  to 
the  narcotic  cabinet  to  obtain  and  prepare  the 
injection.  The  IM  injection  is  finally  given.  The 
uptake  of  the  narcotic  from  the  muscle  may 
take  several  minutes  and  further  delay  the 
onset  of  relief.  The  time  required  for  each  step 
may  result  in  a total  delay  of  45-60  minutes 
between  the  time  the  patient  experiences 
pain  and  the  time  he  actually  receives  relief. 
Due  to  this  time  delay,  the  pain  will  have 
increased  in  intensity  to  the  point  that  higher 
doses  of  narcotic  are  required  to  relieve  the 
pain  and  to  maintain  plasma  levels  above  the 
minimum  analgesic  point.  As  mentioned  before, 
higher  doses  are  associated  with  an  increased 
incidence  of  side  effects  e.g.  nausea,  vomiting, 
sedation,  and  respiratory  depression.’’  So, 
soon  after  the  onset  of  pain  relief,  patients 
may  start  to  experience  sedation.  The  seda- 
tion lasts  until  the  plasma  level  falls  below  the 
analgesic  threshold  which  causes  the  pain  to 
return  and  the  cycle  to  begin  again. 

Intravenous  Narcotic  Infusion 

The  obvious  answer  to  this  inefficient  pain 
relief  procedure  would  be  to  administer  an 
intravenous  (IV)  infusion  to  maintain  a con- 
stant plasma  level  at  or  slightly  above  the 
minimum  analgesic  concentration.  This  con- 
centration is  fairly  constant  for  each  patient 
but  varies  widely  between  patients.®  However, 
attaining  and  maintaining  this  level  would  be 
exceedingly  difficult  without  constant  phar- 
macokinetic and  pharmacodynamic  profiles 
of  each  patient.  Patients'  cerebrospinal  fluid 
endorphin  concentrations  have  been  shown 
to  influence  the  requirement  for  postopera- 
tive narcotics  in  an  inverse  manner.’®  Determ- 
ining endorphin  levels  and  adjusting  the  dose 
accordingly  is  not  practical  in  most  cases. 
Variations  in  analgesic  requirements  with 
daily  activity,  circadian  rhythms  and  painful 
activity  would  be  exceedingly  difficult  to 
program  for  a particular  patient  without 
intense  monitoring.  Constant  infusion  is  a 
good  idea  but  virtually  impossible  to  institute 
effectively.  Pedictingand  maintaining  an  effec- 
tive, safe  infusion  rate  for  each  patient  is 
simply  not  feasible.’® 

Patient-Controlled  Analgesia 

The  early  studies  on  constant  infusion  of 
narcotics  have  led  to  the  development  of  a 
patient  managed  method  called  Patient-Con- 
trolled Analgesia  (PCA).  This  technique  allows 
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patients  to  “self-administer”  their  own  nar- 
cotics. It  allows  them  to  titrate  their  own 
plasma  narcotic  level  to  their  own  individual 
analgesic  threshold,  thereby  eliminating  under- 
dosing and  overdosing,  (fig.  2)'*’ 

The  PCA  pump  is  a device  which  allows  a 
small  dose  of  narcotic  to  be  administered  to 
patients  via  their  IV.  When  patients  begin  to 
feel  pain,  they  signal  the  PCA  pump  via  a 
button  on  a cord  attached  to  the  pump 
(similar  to  a nurse-call  cord).  The  pump 
responds  by  delivering  a predetermined  dose 
of  narcotic  through  a piggy-back  connection 
to  the  patient's  IV.  Depending  on  the  manu- 
facturer of  the  pump,  the  machine  may  also 
emit  an  audible  signal  as  a placebo  signal.  After 
the  dose,  the  pump  goes  into  a "lock-out" 
period,  during  which  time  the  patient  is 
"locked  out"  and  the  machine  will  not  deliver 
narcotic.  This  is  to  allow  the  dose  time  to  take 
effect  before  allowing  the  patient  to  receive 
another  dose.  Many  pumps  may  also  be 
programed  to  deliver  a loading  dose  and  most 
have  a programmable  maximum  limit.  Some 
are  equipped  to  provide  a continuous  back- 
groud  infusion  of  narcotic  as  well.  Many 
pumps  provide  a visual  or  hard-copy  record  of 
the  amount  of  narcotic  delivered  and  display 
the  number  of  times  the  patient  requested 
narcotic  (i.e.  "pushed  the  button"). 


The  PCA  pumps  were  first  developed  in  the 
late  1960's  and  have  been  commercially 
available  for  several  years.''’  The  current 
generation  of  machines  all  are  built  with 
numerous  safety  features.  They  generally  lock 
onto  an  IV  stand  and  the  narcotic  itself  as  well 
as  the  settings  are  locked  into  the  pump.  Most 
feature  a "shut-down"  mode  should  tampering 
be  attempted.  Some  manufacturers  have  even 
developed  tiny,  portable  versions  useful  for 
ambulatory  administration.  They  are  especially 
convenient  when  used  to  deliver  analgesia  for 
terminally  ill  cancer  patients. 

Theoretically,  many  narcotics  can  be  used 
with  PCA  pumps.  The  ideal  drug,  however, 
should  have  a rapid  onset  and  an  intermediate 
duration.  The  peak  effect  should  occur  some- 
time within  the  lock-out  period.  In  addition, 
the  narcotic  should  provide  titratable  analgesia 
and  produce  minimal  side  effects.  To  date, 
morphine  and  meperidine  have  been  used 
with  the  most  success,  although  other  narcotics 
are  undergoing  current  investigation.  In  par- 
ticular, the  agonist/antagonist  analgesics  have 
undergone  clinical  trials  but  appear  to  offer  no 
advantages  over  morphine  and  meperidine.^” 
This  result  is  easily  explained  if  the  titration  of 
narcotic  level  obtained  by  PCA  maintains  a 
plasma  level  above  the  minimum  analgesic 
threshold  and  yet  below  the  level  associated 
with  the  negative  side  effects. 
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FIGURE  2 (after  Graves  et  al) 
Narcotic  Plasma  Concentration:  IM  vs  PCA 
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Guide  to  PCA  Administration 

Although  patients  decide  when  they  need 
the  pain  medication,  the  physician  determines: 

1.  the  dose  to  be  delivered  with  each 
titration  (usually  0.5-2mg  morphine 
or  5-20mg  meperidine), 

2.  the  lock-out  interval  (usually  5-10 
minutes), 

3.  a loading  dose  (if  needed), 

4.  a maximum  limit.  (Most  PCA 
pumps  automatically  set  a 4 or  8 
hour  limit  which  can  be  changed 
by  the  physician  as  desired.) 

The  patient  is  usually  given  a loading  dose 
over  a twenty  to  thirty  minute  period.  This  is 
easily  accomplished  in  the  recovery  room  for 
postoperative  patients.  If  the  initial  dose 
appears  insufficient,  it  may  be  increased  by 
0.5  mg  increments  until  the  patient  is  comfort- 
able. If  excessive  sedation  occurs,  the  dose 
may  need  to  be  reduced  in  0.5rng  increments. 
If  nausea  occurs,  an  alternative  narcotic 
should  be  chosen. 

Safety  Concerns  with  PCA 

Patients  should  be  instructed  in  the  use  of 
PCA  preoperatively  or  when  medication  has 
not  clouded  their  ability  to  understand.  PCA 
has  been  used  in  a wide  range  of  patient 
populations  from  pediatric  to  geriatric,  but  all 
patients  given  charge  of  their  own  analgesia 
must  be  able  to  comprehend  the  concept. 
They  should  also  be  reassured  that  they  are 
not  at  great  risk  of  developing  dependence 
(i.e.  addiction)  by  using  the  PCA  when  they 
have  genuine  pain.’^  They  should  be  told  to 
push  the  button  when  they  need  pain  relief, 
but  not  to  do  so  if  they  feel  sleepy.  The  lock- 
out allows  for  the  onset  of  one  dose  of 
medication  before  a patient  can  trigger  for 
another. 

As  was  previously  mentioned,  narcotic  an- 
algesia is  experienced  at  a plasma  level  below 
that  which  triggers  unpleasant  and  dangerous 
side  effects.  The  plasma  level  associated  with 
analgesia  varies  widely  among  patients.  PCA 
allows  patients  to  individualize  their  narcotic 
usage  to  that  which  affords  then  analgesia 
without  the  unpleasant  or  dangerous  side 
effects. 

The  risk  of  respiratory  depression  does  exist 
with  PCA  as  it  does  with  more  traditional 
narcotic  delivery  methods.  However,  the  risk 
has  been  reported  to  be  very  low  with  PCA. 


Bennett  et  aP'  collected  more  than  1300 
respiratory  rate  recordings  of  PCA  patients 
and  found  none  to  be  below  12  breaths  per 
minute.  The  few  reported  cases  of  respiratory 
depression  have  been  attributed  to  excessively 
large  bolus  doses  administered  to  elderly  or 
hypovolemic  patients’^-^*  or  to  operator  errors.^" 
One  case  of  suspected,  but  unconfirmed, 
machine  malfunction  has  been  reported  as 
well.^'’  The  PCA  system,  by  its  very  design,  has 
this  additional  safety  feature:  a comfortable 
patient  will  have  no  need  to  "push  the 
button"  and  a sedated  patient  will  be  unable 
to  do  so. 

Cost 

Many  models  of  PCA  pumps  are  available 
for  purchase  or  rental  by  institutions.  Some 
require  the  use  of  special  narcotic  cassettes 
supplied  only  by  the  pump  manufacturer, 
others  allow  hospital  pharmacies  to  fill  and 
use  their  own  narcotics  and  syringes.  The 
prices  vary  by  manufacturer  and  seem  to  be 
falling  with  the  increased  supply  now  available. 

Most  hospitals  pass  the  cost  on  to  patients 
via  a pump  charge  similar  to  that  for  any  other 
drug  infusion  pump. 

If  improved  postoperative  ambulation  and 
pulmonary  function  lead  to  faster  recovery, 
patient  cost  may  actually  fall  with  earlier 
discharge.  Some  hospitals  report  savings  in 
nursing  costs  with  nurses  freed  from  the 
responsibility  of  administering  narcotics. 

ADVANTAGES  OF  PCA 
Excellent  Pain  Relief 

By  allowing  patients  to  titrate  narcotic  usage 
to  their  own  individual  needs,  PCA  has  been 
found  to  be  "markedly  superior"  to  p.r.n. 
intramuscular  dosing.^^ 

Eliminates  the  "Delay"  Cycle 

Since  the  drug  can  be  delivered  IV  when  the 
patient  recognizes  the  need  for  analgesia,  the 
normal  delays  are  eliminated.  The  patient 
receives  the  medication  when  it  is  needed. 
The  time  to  onset  of  pain  relief  is  also  greatly 
shortened  due  to  its  rapid  uptake  from  the 
intravenous  route. 

Reduces  Anxiety 

Not  to  be  underestimated  is  the  patients' 
feeling  of  contributing  to  their  own  care.  Many 
PCA  recipients  appreciate  being  able  to 
participate  in  their  postoperative  care.  There 
is  a great  deal  of  satisfaction  for  many  patients 
when  they  are  less  dependent  on  the  busy 
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nurse  for  analgesia.  A significant  amount  of 
anxiety  may  be  associated  with  waiting  for 
pain  relief  as  well.  This  is  virtually  eliminated 
when  patients  are  more  responsible  for  their 
own  pain  relief. 

Decreased  Medication  Usage 

Because  of  the  ability  to  titrate  the  narcotic 
use  more  precisely  to  need,  some  investigators 
have  suggested  that  PCA  would  result  in 
decreased  narcotic  usage  overall.  In  one  of  the 
few  well-controlled  studies  comparing  intra- 
muscular with  PCA  administered  narcotics, 
the  PCA  patients  used  31.5%  less  medication 
postoperatively.^*’ 

Improved  Postoperative  Recovery 

Improved  analgesia  appears  to  allow  earlier 
postoperative  arnbulation^^  and  a decreased 
incidence  of  pulmonary  complications  owing 
to  improved  pulmonary  functions.^^'^’  Because 
of  better  pain  control,  patients  are  better  able 
to  cooperate  with  postoperative  pulmonary 
toilet  routines. 

Preferred  Pain  Relief 

In  studies  comparing  patient  satisfaction 
with  PCA  versus  conventional  analgesia,  the 
majority  of  patients  prefer  PCA.^®'^‘*  In  two 
recent  studies  comparing  PCA  with  epidural 
narcotics  for  post-cesarean  section  analgesia, 
bouth  found  better  pain  relief  with  epidural 
morphine.  However,  the  incidence  of  side 
effects  was  significantly  higher  in  the  epidural 
group.  It  should  be  noted  that  patient  satisfac- 
tion with  analgesia  was  significantly  better  in 
the  PCA  treated  groups.*" 

Wide  Range  of  Application 

PCA  has  been  shown  to  be  useful  in  a 
variety  of  clinical  settings.  In  addition  to  the 
obvious  uses  in  the  post  general  surgery 
patient,  PCA  has  shown  its  usefulness  in 
orthopedic  patients,  obstetrical  patients,  in- 
tensive care  unit  patients,  coronary  care  unit 
patients,  cancer  patients  and  any  medical 
patient  suffering  from  severe  pain. 

Summary 

Patient-Controlled  Analgesia  is  a new  method 
of  narcotic  delivery.  It  allows  titration  of 
analgesic  drugs  to  the  individual  patient's 
requirements.  It  provides  superior  pain  relief 
for  many  patients,  minimize  narcotic  side 
effects  and  reduces  patients'  dependence 
upon  nursing  personnel  for  their  pain  relief.  It 
may  shorten  postoperative  recovery  time  and 
decrease  hospital  length  of  stay.  At  a time 
when  physicians  and  hospitals  are  feeling 


compelled  to  hasten  patients'  recovery  and 
still  provide  good  quality  of  care,  Patient- 
Controlled  Analgesia  may  be  an  excellent  way 
to  accomplish  both  goals. 
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ABSTRACT 

Maternal  serum  and  amniotic 
fluid  alpha-fetoprotein  testing 
i has  increased  significantly  in 
our  laboratory  and  throughout  the  state  since 
1985.  The  results  of  this  test  are  reported  in  a 
novel  fashion  as  multiples  of  the  median.  The 
calculation  and  reporting  of  the  test  results  are 
highly  dependent  upon  gestational  age,  ma- 
ternal weight,  race  and  presence  or  absence 
of  maternal  diabetes.  When  properly  inter- 
preted alpha-fetoprotein  determinations  are  a 
good  screening  test  for  early  detection  of 
neural  tube  defects  and  Trisomy  21  (Down 
Syndrome).  Our  approach  to  screening, 
diagnosis  and  counseling  is  discussed. 


INTRODUCTION 

Alpha-Fetoprotein  (AFP)  is  a feto-specific 
glycoprotein  with  a molecular  mass  of  68,000 
daltons.  AFP  is  synthesized  by  the  yolk  sac  and 
fetal  liver  during  normal  fetal  development 
and  functions  as  albumin  (an  oncotic  protein) 
in  the  developing  fetus.  The  function  of  AFP 
during  fetal  development  has  not  been  fully 
defined;  however,  it  has  been  shown  to  be  a 
transport  protein  to  stimulate  the  induction  of 
T-lymphocyte  suppressor  cell  function  and  to 
have  immunosuppressive  properties  in  animal 
models.’  The  manifestation  of  these  biologic 
properties  are  felt  to  occur  at  different  times 
during  fetal  development;  however,  the  time 
dependence  and  sequence  of  these  events  is 
at  this  point  unknown. 

Alpha-fetoprotein  is  present  in  the  fetal 
circulation  soon  after  fetal  development  and 
reaches  its  peak  concentration  (3  mg/ml)  in 
fetal  plasma  at  12-14  weeks  gestation.  After 
that  time,  there  is  a gradual  decline  in  the  fetal 
serum  concentration  to  approximately  50 
ug/ml  at  birth.  Serum  AFP  concentrations  are 
virtually  undetectable  (<5ug/rnl)  after  one 
year  of  age.^  Serum  AFP  values  elevated 
during  childhood  or  adult  life  may  be  associated 
with  several  types  of  tumors  including  hepato- 


cellular carcinoma  and  germ  cell  tumors  of  the 
ovary  and  testes.’’^ 

In  recent  years,  amniotic  fluid  and  maternal 
serum  AFP  determinations  have  been  used  for 
prenatal  screening  for  neural  tube  defects 
(NTD).  In  addition,  prenatal  screening  for 
Down  syndrome  has  also  been  incorporated 
into  the  maternal  serum  screening  scheme.  In 
1985,  the  American  College  of  Obstetrics  and 
Gynecology  (ACOG)  alerted  its  members  to 
potential  liability  associated  with  the  failure  to 
use  maternal  serum  AFP  determinations  as  a 
screen  for  neural  tube  defects.*’  ACOG  sub- 
sequently recommended  that  physicians  use 
maternal  serum  AFP  determinations  as  a 
screening  test  for  neural  tube  defects.  Since 
that  time  the  volume  of  testing  performed  at 
the  University  of  Nebraska  Medical  Center 
has  increased  dramatically. 

This  article  will  describe  the  physiology, 
testing  and  screening  methods  and  interpreta- 
tion of  both  maternal  serum  (MSAFP)  and 
amniotic  fluid  (AFAFP)  AFP  values  in  screening 
for  NTD  and  Down  syndrome.  Our  approach 
to  providing  this  service  at  the  University  of 
Nebraska  Medical  Center  is  described. 

PHYSIOLOGY 

AFP  appears  in  amniotic  fluid  as  a com- 
ponent of  fetal  urine.  The  concentration  of 
AFAFP  increases  until  the  12th  or  13th  week 
of  gestation  after  which  time  the  concentra- 
tion decreases  (Figure  1A).  The  amniotic  fluid 
concentration  and  fetal  serum  concentration 
varies  by  100  fold:  amniotic  fluid  being  more 
dilute  than  serum.  AFP  appears  in  maternal 
serum  at  detectable  levels  at  10  weeks  of 
gestation  and  gradually  increases  until  ap- 
proximately 32  weeks  after  which  time  the 
AFP  concentration  gradually  declines  (Figure 
1 B).  A linear  segment  of  the  AFAFP  curve 

' Reprifit  request.  R.S.  Markm.  M.  D..  Ph.D  Department  ol  P Jlhoiogy  and  Mtc  robiok>gy 
University  oi  Nehra'ka  Medical  Center,  42nd  and  Dewey  Avenue.  Omaha. 
Nebrj>ka  6810S. 
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exists  between  14  and  22  weeks.  A similar 
linear  segment  of  the  MSAFP  curve  exists 
between  15  and  20  weeks. 

Examining  Figures  1A  and  IB,  reveals  that 
there  is  an  inverse  relationship  between  the 
AFAFP  and  MSAFP  concentrations.  There  is  no 
explanation  for  this  discrepancy  at  this  time; 
however,  MSAFP  is  thought  to  be  transported 
to  the  plasma  from  the  placenta  whereas 
AFAFP  is  derived  from  fetal  urine. 


FIGURE  1 


A.  Amniotic  fluid  alpha>fetoprotein  concentration  as  a function  of  gestational  age. 


Weeks  of  Pregnancy 


B.  Maternal  serum  alpha-fetoprotein  concentration  as  a .'unction  of  gestational  age. 

The  increase  in  AFAFP  is  due  to  a “leak"  at 
the  site  of  a developmental  defect,  i.e., 
meningomyelocele  or  lateral  ventral  wall 
defect.  In  these  conditions  the  fetal  capillaries 
are  not  protected  by  the  overlying  skin  and 
hence,  there  is  an  increase  in  AFAFP.  An 
increase  in  AFAFP  then  results  in  an  increase 
in  MSAFP.  It  is  via  this  mechanism  that  we  may 
screen  for  NTD's  by  measuring  MSAFP  levels. 

METHODOLOGY 

Several  different  methods  are  available  for 
the  assay  of  AFP.  In  our  laboratory  we  have 


chosen  to  use  two  different  methods  to 
determine  AFAFP  and  MSAFP  concentrations. 
To  determine  amniotic  fluid  values  we  use  the 
Kallestad  (Kallestad  Laboratories,  Austin,  TX) 
radioimmunoassay  (RIA)  kit.  We  have  chosen 
this  method  because  of  its  accuracy  and 
reproducibility  when  assaying  AFAFP  speci- 
mens. For  the  determination  of  MSAFP  values 
we  use  the  Abbott  (Abbott  Laboratories, 
Chicago,  IL)  enzyme  immunoassay  (EIA)  kit. 
We  have  also  selected  this  kit  based  upon  its 
accuracy,  reproducibility,  kit  availability  and 
technical  support.  This  method  is  especially 
suited  for  the  analysis  of  specimens  for  low 
MSAFP  values  (Down  syndrome  screening). 

Our  laboratory  currently  participates  in  two 
separate  quality  control  programs  for  both 
AFAFP  and  MSAFP.  The  first  program  is 
through  the  College  of  American  Pathologists 
(CAP)  which  is  a concentration  only  scheme. 
The  second  program  is  through  the  Foundation 
for  Blood  Research  (FBR,  Scarborough,  ME) 
and  is  the  program  after  which  we  have 
patterned  our  approach.  Their  quality  control 
program  compares  both  AFAFP  and  MSAFP 
concentrations  as  well  as  the  interpretation  of 
those  values. 

INTERPRETATION 

The  interpretation  of  AFAFP  and  MSAFP 
values  is  based  on  a normalization  method 
not  previously  applied  to  laboratory  tests.  This 
scheme  was  developed  after  analyzing  the 
data  from  the  first  collaborative  study  in 
England'.  The  results  are  expressed  as  multiples 
of  the  median  (MoM);  a method  which 
eliminates  the  systematic  variation  between 
laboratories.  When  using  this  convention 
results  from  all  parts  of  the  country  as  well  as 
other  regional  laboratories  can  be  compared. 

In  order  to  accurately  interpret  AFAFP  and 
MSAFP  values,  a large  amount  of  clinical 
information  is  required  (Table  1).  AFAFP  and 
MSAFP  calculations  are  performed  using  the 
same  equations  with  some  post  MoM  calcula- 
tion corrections  needed  for  accurate  interpre- 
tation of  MSAFP  values.  In  order  to  simplify 
the  explanation,  our  discussion  will  be  centered 
around  MSAFP  calculations. 

AFP  concentrations  change  significantly  from 
week  to  week,  and  so  a window  in  which  to 
work  must  be  specified.  This  window  is  14  to 
22  weeks  of  gestation  for  AFAFP  and  1 5 to  20 
weeks  of  gestation  for  MSAFP.  For  each 
completed  week  of  gestational  age  there  is  a 
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TABLE  1 

Clinical  Information  Required  to  Interpret 
AFAFP  and  MSAFP  values 

General  information: 

Name 

Age 

Amniotic  Fluid  Specimen; 

Ultrasound  Gestational  Age 

or  Date  of  Last  Menstrual  Period 
Maternal  Serum  Specimen; 

Gestational  Age  at  time  of  Blood  Draw 

or  Date  of  Last  Menstrual  Period 
Race 

Maternal  Weight 
Diabetes:  Yes  or  No 

Initial  or  Repeat  specimen 

corresponding  median  value  (divisor)  for  the 
calculation  of  the  MoM.  The  MoM  value  is 
calculated  as  follows: 

MoM  = MSAFP  Value  (ng/rnl)  / Median  Value 
(ng/ml) 

Maternal  serum  values  require  a correction 
for  weight,  race,  and  diabetes,  in  this  order. 
The  most  important  of  these  is  the  weight 
correction.  Figure  2 shows  the  relationship 
between  maternal  weight  and  MSAFP.  As  the 
weight  of  the  mother  increases,  the  volume  of 
distribution  of  MSAFP  increases.  The  amount 
of  AFP  produced  is  a function  of  the  feto- 
placental unit  so  the  greater  the  weight  of  the 
mother  the  greater  the  likelihood  of  a false 
negative  result  if  the  weight  correction  is  not 
applied. 

Race  and  diabetes  corrections  are  inde- 
pendent correction  factors  determined  by 
evaluating  subsets  of  the  population  and 
indicate  a slightly  greater  incidence  in  these 
populations.  The  physiologic  reasons  forthese 
differences  have  not  been  defined.  The 
correction  factor  for  each  is  0.9. 

Figure  3 shows  the  relationship  between 
MoM  values  and  several  different  disorders. 
There  is  a significant  amount  of  overlap 
between  the  curve  for  the  uneffected  popula- 
tion and  mothers  with  a gestation  effected  by 
open  spina  bifida  (OSB).  The  other  populations 
show  less  overlap  with  the  uneffected  popula- 
tion. This  graph  clearly  demonstrates  the 
screening  nature  of  this  test. 


FIGURE  2 

The  relationship  of  maternal  serum  AFP  and  maternal  weight.  (Bars  represent 
standard  error  of  the  mean). 


Maternal  Weight  (lbs.) 


FIGURE  3 

Frequency  of  uneffected  population  and  several  disorders  as  a function  of  mutiple  of 
the  median  (MoM).  OSB=open  spina  bifida. 


The  interpretation  of  MSAFP  values  is 
somewhat  variable  from  institution  to  institu- 
tion. We  have  developed  a scheme  patterned 
after  the  Foundation  for  Blood  Research  in 
Scarborough,  ME.  The  scheme  we  used  for  the 
detection  of  NTD's  is  outlined  in  Figure  4.  The 
first  serum  specimen  is  obtained  between  15 
and  16  completed  weeks  of  gestation.  If  the 
corrected  value  (corrected  for  weight,  race 
and  diabetes)  is  greater  then  2.0  MoM,  then  a 
second  serum  specimen  is  requested.  If  the 
initial  specimen  is  greater  than  3.0  MoM,  then 
high  resolution  ultrasound  and  amniocentesis 
are  recommended.  If  the  second  MASFP 
determination  is  greater  than  2.0  MoM  then 
an  ultrasound  and  amniocentesis  is  recom- 
mended. If  the  second  MSAFP  determination 
is  less  than  2.0  MoM  then  no  further  work-up 
is  requested. 

Maternal  serum  AFP  determinations  may 
also  be  used  to  predict  the  risk  of  a mother 
carrying  a fetus  with  Down  syndrome.  Down 
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syndrome  is  associated  with  increasing  ma- 
ternal age  and  an  age  independent  1 5-21  translo- 
cation. These  factors  and  the  significant 
overlap  between  the  Down  syndrome  popula- 
tion and  the  uneffected  population  (Figure  3), 
make  the  assessment  of  MSAFP  values  for 
Down  Syndrome  risk  difficult.  Figure  5 shows 
the  relationship  between  maternal  age  and 
odds  for  having  a fetus  or  infant  with  Down 
syndrome.  The  odds  begin  to  rise  to  significant 
levels  at  approximately  age  35  at  which  time 
they  are  approximately  1:270.  We  have 
adopted  this  odds  ratio  as  the  reference  point 
for  MSAFP  Down  syndrome  reporting. 

Figure  6 outlines  the  algorithm  used  to 
evaluate  the  MSAFP  MoM  values  which  are 
less  than  1 .0.  When  a MSAFP  value  of  less  than 
1.0  MoM  is  identified,  the  odds  of  carrying  a 
fetus  with  Down  syndrome  is  calculated.  If  the 
odds  ratio  is  found  to  be  greater  than  1:270, 
then  an  ultrasound  and  amniocentesis  are 
recommended.  Unlike  NTD  screening,  only 
one  low  MSAFP  value  is  required  for  the 
recommendation  of  an  ultrasound  and 
anmiocentesis. 

CONCLUSIONS 

Our  approach  to  the  measurement  and 
interpretation  of  MSAFP  is  one  of  cooperation 

FIGURE  4 

Maternal  serum  alpha-fetoproteia  screening  scheme  for  neural  tube  defects. 
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First  MSAFP  Assay 
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FIGURE  5 

The  risk  of  Down  syndrome  as  a function  of  maternal  age  expressed  as  an  odds 
ratio. 


FIGURE  6 

Maternal  serum  alpha-fetoprotein  screening  scheme  for  Down  syndrome. 

MATERNAL  SERUM  ALPHA-FETO  PROTEIN: 
EVALUATION  OF  LOW  ASSAY  VALUE 


POPULATION  AT  RISK 
MS-AFP  ASSAY 


Terminate  pregnancy  For  this  pregnancy 

or  continue 

between  the  Chemistry  section  of  the  Depart- 
ment of  Pathology  and  Microbiology,  The 
Center  for  Human  Genetics,  and  the  Depart- 
ment of  Pediatrics  at  the  University  of  Nebr- 
aska Medical  Center.  The  laboratory  section  is 
responsible  for  specimen  processing,  quality 
assurance  and  calculation  and  result  reporting 
of  MoM  values.  A computer  link  connects  the 
two  departments  so  that  results  can  be 
electronically  delivered  to  the  Center  for 
Human  Genetics  as  soon  as  they  are  calculated. 
The  Center  for  Human  Genetics  provides  the 
consultative  services  and  genetic  counseling 
for  both  patients  and  physicians.  By  providing 
this  hybridized  approach  both  the  patient  and 
physician  benefit  from  the  expertise  and 
consultative  services  of  both  departments. 
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Retinal  detachment  in  its  most 
frequent  form  involves  a separ- 
ation of  the  neural  retina  from 
the  retinal  pigment  epithelium  (RPE).^  Prolif- 
erative vitreo-retinopathy  (PVR),  i.e.  the  forma- 
tion of  cellular  membranes  in  the  vitreous  and 
on  the  retinal  surfaces  that  adhere  to  and  pull 
on  the  retina,  is  the  most  frequent  cause  of 
recurrent  retinal  detachment  of  this  type\ 

The  cellular  events  operative  in  PVR  (and  in 
inflammation  and  repair  in  general)  appear  to 
be:  (1)  displacement  or  migration  of  appro- 
priate cells  (into  the  vitreous);  (2)  proliferation 
of  these  cells  and  the  production  of  fibrous 
membranes  (within  the  vitreous);  and  (3) 
contraction  (of  vitreal  membranes  with  traction 
on  the  retina).  Macrophages  have  been  shown 
to  play  an  important  role  in  mediating  these 
processes  in  the  eye  and  in  the  body  in 
generaP  Macrophages,  both  resident  in 
the  vitreous  and  those  recruited  from  the 
blood  apparently  migrate  to  the  area  of  injury 
and  replicate  in  response  to  certain  chemo- 
tactic  stimuli.  Once  present  and  activated  by 
appropriate  stimuli  for  a sufficient  amount  of 
time,  they  stimulate  the  migration  of  fibroblasts, 
RPE  cells,  and  retinal  glial  cells  into  the  area. 

Stimuli  for  the  migration  and  activation  of 
macrophages  have  been  shown  to  be  present 
in  whole  blood  by  injection  of  whole  blood 
into  the  vitreous  with  the  formation  of  vitreal 
membranes  and  retinal  detachment^  How- 
ever, the  injection  of  RBC's  that  have  been 
washed  and  suspended  in  saline  into  the 
vitreous  has  been  shown  to  induce  only 
epiretinal  membranes  with  retinal  puckering, 
without  intravitreal  membranes  and  retinal 
detachment^  These  data  apparently  confirm 
the  importance  of  the  presence  of  plasma 
components  in  PVR.  Indeed,  the  production 
of  vitreal  membranes  and  retinal  detachment 
has  been  induced  by  the  intravitreal  injection 
of  serum  alone.  Two  components  within  the 
serum,  platelet  derived  growth  factor  (PDCF) 


and  fibronectin,  are  capable  of  producing  PVR 
when  injected  into  the  vitreous^.  Both  factors 
have  been  shown  to  be  chemotactic  and 
mitogenic  for  fibroblasts.  In  addition,  fibro- 
nectin fragments  are  chemotactic  for  monocytes 
and  PDGF  has  been  shown  to  be  mitogenic  for 
fibroblasts'^. 

An  interplay  between  fibroblasts,  RPE  cells, 
and  retinal  glial  cells  has  been  demonstrated 
to  produce  PVR  by  many  investigators  i 2a.5.7,8,9 
Each  of  these  cell  types  has  been  shown  to 
have  the  capacity  to  attach  to  and  “reel  in" 
collagen  fibrils  within  the  vitreous  and  to 
produce  vitreal  contraction  in  in-vitro  exper- 
iments, with  abilities  to  do  so  in  the  following 
decreasing  order:  fibroblasts,  RPE  cells,  retinal 
glial  cells.  The  intra-vitreal  membranes  induced 
by  introduction  of  these  respective  cell  types 
into  vitreous  mimic  those  produced  under 
actual  clinical  conditions,  but  have  some 
differences  among  themselves.  Those  pro- 
duced in  response  to  RPE  cells  contain  more 
fibroblasts,  more  extracellular  matrix  synthesis, 
and  higher  intravitreal  cellular  proliferation 
that  those  produced  in  response  to  retinal 
glial  cells^.  In  addition,  the  number  of  cells 
introduced  correlated  with  the  amount  of 
vitreous  contraction. 

Returning  to  the  discussion  of  plasma 
components  and  PVR,  it  has  been  demon- 
strated that  PDGF  and  fibronectin  have  an 
equivalent  capacity  to  whole  blood  in  produc- 
ing PVR^.  In  addition  it  has  been  shown  that 
the  presence  of  fibronectin  in  the  vitreous  as  a 
co-factor  is  necessary  for  the  attachment  of 
RPE  cells  to  collagen  fibrils  and  the  subsequent 
“reeling  in"  and  contraction  of  the  vitreous'^®. 
Analogs  of  the  fibronectin  binding  site  have 
been  synthesized  and  have  been  shown  to 
block  the  interaction  of  collagen  fibrils  and 
RPE  cells  and  to  prevent  vitreal  contraction. 

Please  address  requests  for  reprints  to:  Michael  j.  Stagner,  2438  S. 

Third  St.  Plaza,  Omaha.  NE  68108 
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These  factors  form  the  basis  of  promising 
potential  therapy  for  the  prevention  of  retinal 
detachment  following  hemorrhage®.  This  find- 
ing demonstrates  the  importance  of  serum 
components  in  the  vitreous  in  the  production 
of  PV'R,  whether  they  are  introduced  by  a 
breakdown  of  the  blood-retinal  barrier  by 
surgical  manipulation,  trauma,  cryotherapy, 
argon  laser  therapy,  or  other  processes  pro- 
ducing leakage  of  serum  components  into  the 
vitreous. 

In  the  processes  of  inflammation  and  repair, 
the  amount  of  time  in  which  activated 
macrophages  are  present  in  the  lesion  has 
been  shown  to  relate  to  the  degree  of 
production  of  fibrous  and  granulation  tissue'*. 
In  this  regard,  Pandolfi  has  discussed  the 
importance  of  fibrin  in  the  persistence  of 
macrophage  activity  at  repair  sites***,  and 
fibrin  has  been  shown  to  be  associated  with 
the  influx  of  fibroblasts  and  the  production  of 
granulation  tissue  in  wound  healing*.  Blood 
entering  the  vitreous  cavity  normally  clots  in 
the  same  manner  as  blood  extravasated  due 
to  an  external  lesion.  Since  there  is  no  intrinsic 
fibrinolytic  activity  in  the  vitreous***,  any 
fibrinolytic  activity  taking  place  must  occur 
through  factors  introduced  with  blood  or 
serum  or  other  cellular  components  which 
leak  into  or  are  mechanically  placed  into  the 
vitreous.  In  the  normal  dissolution  of  fibrin 
during  the  repair  of  blood  vessel  injury, 
plasmin  is  know  to  play  an  important  role.  It  is 
felt,  however,  that  the  removal  of  blood  in  the 
vitreous  takes  place  mainly  through  phagocy- 
tosis***. In  this  regard,  the  more  dilute  and 
diffuse  the  hemorrhage  (and  thus  the  fibrin 
clot)  the  more  surface  area  may  be  initially 
presented  to  phagocytic  cells  and  the  faster 
the  fibrin  clot  can  be  removed.  Dilution  of  the 
hemorrhage  would  then  be  related  to  the 
amount  and  rate  of  hemorrhage,  and  to  the 
fluidity  of  the  vitreous. 

In  summary,  the  processes  of  inflammation 
and  repair  in  the  vitreous  appear  to  be  similar 
to  systemic  inflammation  and  repair  and  to  be 
at  the  root  of  PVR.  Serum  components, 
particularly  PDGF  and  fibronectin  appear  to 
play  an  important  role  in  the  production  of 
PVR  as  well  as  macrophages,  RPE  cells,  retinal 
glial  cells,  and  fibroblasts.  The  introduction  of 
these  elements  into  the  vitreous  as  a result  of 
diabetes  melitus,  surgical  manipulation,  trauma, 
cryotheraphy,  argon  laser  theraphy,  etc.  create 


the  potential  for  the  production  of  PVR.  This 
potential  appears  to  be  importantly  modified 
by  processes  which  prolong  the  presence  of 
activated  macrophages  in  the  vitreous,  e.g.  the 
rate  of  production  and  density  of  fibrinous 
structures. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Nasopharyngeal  Mass  In  A Teenage  Male 

)OE  STAVAS,  M.D. 


CLINICAL  HISTORY: 

1 6 year  old  male  with  an  enlarging  facial  soft 
tissue  mass,  epistaxis,  and  new  abducent 
nerve  palsy. 

COMMENTS: 

Facial  tumors  may  be  of  super- 
ficial (subcutaneous)  origin  but 
more  frequently  are  an  exten- 
tion  of  a lesion  within  the  nasopharynx 
through  the  various  cracks,  fissures,  and 
sutures  of  the  face.  The  most  common  manner 
of  clinical  presentation  of  nasopharyngeal 
masses  are:  1)  nasal  obstruction  or  epistaxis, 
2)  trismus,  3)  otitis  media,  4)  symptoms 


related  to  the  canvernous  sinus,  and  5)  an 
asymptomatic  mass  or  adenopathy.  These 
symptoms  are  due  to  local  involvement  of 
muscle,  mucosa,  nerves,  or  bone. 

Greater  than  957o  of  nasopharyngeal  masses 
are  carcinomas,  either  squamous  cell  or 
adenocarcinoma  with  the  vast  majority  being 
squamous  cell.  Most  of  these  occur  in  the 
middle  age  to  elderly  adult  population.  Non- 
Hodgkin's  lymphoma  and  sarcomas  are  the 
most  frequent  tumors  in  children.  Abscess 
masses  occasionally  occur  but  are  usually  in  a 
retropharyngeal  location.  This  is  a case  of  a 
juvenile  angiofibroma,  a relatively  uncommon 
benign  tumor. 


FIGURE  1 

CT  scan  af  level  of  superior  orbital  fissure.  A soft  tissue  mass  is  extending  through  and 
widening  the  bony  fissure  (arrows),  and  cavernous  sinus.  The  bone  is  sicerotic  favoring  a 
slow  growing  process. 
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FIGURE  2 

Magnified  subtraction  carotid  angiogram,  lateral  view.  There  is  a large,  well  defined,  densely 
vascular  mass  centered  in  the  nasopharynx  with  extention  into  the  pterygopalatine  fossa 
upwards  to  the  parasellar  region  through  the  superior  orbital  fissure.  Dashed  lines  outline 
sella  floor. 


Juvenile  angiofibromas  usually  occur  in 
teenage  males  between  10  and  17  years  of 
age.  As  they  enlarge  they  push,  destroy,  or 
invade  surrounding  structures,  causing  symp- 
toms for  1 to  2 years  before  diagnosis.  Their 
cephalad  growth  may  be  into  the  pterygopal- 
atine fossa  which  is  an  intracranial  gateway  to 
the  cavernous  sinus  (Fig.  1)  thereby  causing 
cranial  nerve  symptoms,  as  in  this  case.  These 
lesions  are  highly  vascular  (Fig.  2)  with  a blood 
supply  often  from  an  enlarged  internal  maxi- 
llary or  ascending  paryngeal  vessel.  The  surgical 
approach  to  angiofibromas  vary  as  transantral, 
transpalatine,  and  transnasal  methods  have  all 
been  described.  Recurrance  rates  may  be  as 
great  as  60%  and  depends  on  the  completeness 
of  the  excision. 

For  most  nasopharyngeal  masses,  I feel  a CT 
scan  of  the  head  and  neck  with  intravenous 


contrast  is  the  initial  and  often  only,  imaging 
exam  that  is  necessary.  CT  will  show  mass 
location,  local  invasion,  and  bone  status  and 
assist  in  staging.  If  there  is  clinical  confusion  as 
to  the  compartment  of  tumor  origin,  then  an 
MRI  is  very  useful.  MRI  is  able  to  define  the 
tissue  borders  of  the  nasopharyngeal  com- 
partments with  better  accuracy  than  CT.  The 
multiple  scan  plane  options  of  MRI  offer  a 
definite  advantage  for  surgical  planning  or 
biopsy.  Specific  tissue  characterization  by 
MRI  is  still  impossible  in  most  hands,  but  IV 
contrast  agents  and  more  correlative  cases 
may  improve  this  facet  of  MR.  Some  autors 
feel  that  the  vascular  composition  of  tumors  is 
better  determined  by  MR  and  lends  a specific 
diagnosis.  I am  not  impressed  with  their  claim 
to  date.  Lesion  location  and  presence  of 
vascular  enhancement  still  offer  the  best  clues 
to  the  most  likely  diagnosis. 
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FIGURE  3 

The  surgically  removed  mass  is  relatively  firm  with  a smooth,  lobulated 
mucosal  surface. 


FIGURE  4 

Histologic  H & E section.  There  is  a predominately  spindle  shaped  fibroblast  background  with  interspersed 
dilated  vascular  channels  (arrows)  typical  of  a juvenile  angiofibroma.  Usually  the  vessels  lack  an  elastic 
membrane  that  may  cause  the  proclivity  of  bleeding  during  surgery  or  biopsy. 
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Angiography  is  not  common  place  in  eval- 
uating nasopharyngeal  masses.  Carotid  angio- 
graphy is  sometimes  performed  if  the  carotid 
sheath  is  invaded  and  the  vessel  is  to  be 
sacrificed  to  exclude  significant  contralateral 
atherosclerotic  disease  and  evaluate  intra- 
cranial crossover  flow. 

One  other  tumor  category  that  warrants 
angiography  is  demonstrated  by  this  case. 
Since  juvenile  angiofibromas  are  extremely 
vascular,  a diagnosis  can  be  made  if  there  is  a 
densely  staining  nasopharyngeal  mass.  It  will 
also  answer  the  question  “why  did  this  mass 
bleed  so  much?",  that  may  be  queried  by  the 
surprised  physician  during  an  office  biopsy. 
Serious  bleeding  has  been  reported  following 
biopsy  attempts.  Very  few,  if  any,  other  facial 
lesions  in  an  adolescent  male  have  this 
angiographic  appearance  and  if  they  do  and 
are  not  angiofibromas  then  they  are  more  rare 
than  this  case  study  and  belong  in  the  New 
England  journal  Case  Records  section. 

A special  thanks  to  Aina  Silenieks,  M.D.  and  Dave 
Kutsch,  M.D.  (Lincoln,  NE)  for  their  pathology  and 
histology  expertise. 


REFERENCES 

1.  Apostol  jV,  Frazell  EL.  juvenile  Nasopharyngeal 
Angiofibroma:  A Clinical  Study.  Cancer  1965;  18:869. 

2.  Enzinger  EM,  Weiss  SW.  Soft  Tissue  Tumors.  St. 
Louis:  C.V.  Mosby  Co,  1983. 

3.  Dillon  WP,  Mills  CM,  Kjos  B,  et  al.  Magnetic 
Resonance  Imaging  of  the  Nasopharynx.  Radiology 
1984;  1 52:731. 

4.  Mancuso  AA,  Hanafee  WN.  Computed  Tomo- 
graphy and  Magnetic  Resonance  Imaging  of  the  Head 
and  Neck.  Baltimore:  Williams  and  Wilkins,  1985. 

5.  Neel  NB,  Whicker  )H,  Devine  KD,  et  al.  Juvenile 
Angiofibroma.  Review  of  1 20  Cases.  AM  J.  Surg.  1 97 3; 
126:547. 

6.  Silver  AJ,  Mawase  M,  Hillal  S,  et  al.  Computed 
Tomography  of  the  Nasopharynx  and  Related  Spaces. 
Radiology  1983;  147;725. 

7.  Smoker  WRK,  Gentry  LR.  Computed  Tomography 
of  the  Nasopharynx  and  Related  Spaces.  Seminars  in 
Ultrasound,  CT  and  MR  1986;  7:107. 

8.  Wilson  GH,  Hanafee  WN.  Angiographic  Findings 
in  16  Patients  with  juvenile  Nasopharyngeal  Angiofi- 
broma. Radiology  1986;  92:279. 

9.  Wilson  WR,  Miller  D,  Lee  KH,  et  al.  Juvenile 
Nasopharyngeal  Angiofibroma.  Laryngoscope  1972; 
82:985. 


64  Nebraska  Medical  Journal  March  1989 


OUT  OF  THE  PAST 


Nebraska  Establishes  A State 
Medical  Journal 


reprinted  from  a 
1916  Issue  of  the  Journal  of 
THE  MEDICAL  ASSOCIATION  OF  GEORGIA 


THE  MEDICAL  EDITOR. 


The  editor  of  the  Texas  State  Medical 
Journal  writes  a delightful  little  paragraph 
commenting  upon  the  appearance  of  the  Ne- 
braska State  Medical  Journal.  Our  Texas 
friend  senses  the  situation  exactly.  The 
editor  is  “blanked  if  he  does  and  blanked  if 
he  doesn’t.”  No  small  part  of  a medical 
editor’s  job  lies  in  grinding  a wide  assort- 
ment of  articles  into  a semblance  of  unity 
and  scientific  worth. 


Nebraska  Establishes  a State  Medical 
Journal. 

The  first  issue  of  the  Nebraska  State  iMed- 
ical  Journal  appeared  July  15,  1916.  Ne- 
braska is  the  34th  state  to  establish  an  offi- 
cial organ  of  publication.  These  Journals 
are  never  infants.  Like  the  dragon’s  teeth 
the  moment  the  idea  falls  upon  state  soil  it 
springs  up  an  armed  man.  It  begins  at  once 
its  fight  on  nostrums  and  quacks,  makes  a 
thrust  at  low  grade  medical  education,  raises 
its  shield  for  medical  defense  and  its  voice 
to  secure  better  medical  laws,  arouses  great- 
er professional  activity  and  becomes  a cham- 
pion of  public  health.  Nebraska  has  a pop- 


ulation of  a little  over  a million  with  about 
2.000  doctors,  of  whom  about  half  are  in 
county  societies. 

The  editor  and  business  manager  of  the 
new  Journal  are  named  Cutter  and  Aikin. 
It  sounds  propitious.  They  now  can  figure 
on  how  to  print  a thousand  dollars’  worth 
of  matter  for  five  hundred  a month.  Dr.  Cut- 
ter can  carve  a wandering,  worthless  paper 
into  a concise,  scientific  article  and  secure 
the  lifelong  enmity  of  the  author.  He  can 
print  some  scholarly  editorials  and  some  one 
will  write  for  less  of  that  “high-brow”  stuff 
and  more  practical  articls  on  how  to  treat 
biliousness,  congestion  and  malaria.  He  can 
now  refuse  to  publish  full  page  photographs 
of  aspirants  for  office  and  get  on  their  offi- 
cial “cat-gut”  list.  Oh,  the  medical  editor’s 
life  is  usually  a short  but  a merry  one! 

The  Nebraska  Journal  is  a fine  pieec  of 
printing,  its  advertising  is  clean  and  con- 
forms to  A.  IM.  A.  standards;  it  contains  good 
English  and  breathes  a helpful,  constructive 
spirit.  Brother,  we  wish  you  long  life  and 
prosperity. — Texas  State  iMedical  Journal. 
September,  1916. 
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THE  AUXILIARY 


Auxiliary  President's  Message 


In  honor  of  Medical  Doctor's  Day,  March 
30th,  the  NMA  Auxiliary  Board  of  Directors 
has  made  a contribution  to  the  American 
Medical  Association  Education  and  Research 
Foundation.  To  the  physicians  of  Nebraska, 
we,  your  spouses,  express  our  appreciation  for 
your  contribution  to  the  community's  health 
and  well  being.  Governor  Kay  Orr  will  be 
signing  a DOCTOR'S  DAY  PROCLAMATION. 

Across  Nebraska,  county  auxiliary  donations 
to  AMA-ERF  are  beginning  to  arrive.  Innovative 
fundraising  projects  include  a Thanksgiving 
Sharing  Card,  Holiday  Sharing  Card,  Discovery 
Toy  Party,  an  Absentee  Tea,  AMA-ERF  Christmas 
Card  sales  and  memorials.  County  contribu- 
tions total  5 5,188.00.  Thirty  members  of  the 
NMAA  Board  of  Directors  contributed  5535  to 
AMA-ERF.  Marie  O'Donohue  serves  as  the 
NMA  Auxiliary  AMA-ERF  Chairman. 

A very  successful  Legislative  Day  was  held 
on  February  1,  1989.  Auxiliary  members 
visited  the  Capitol,  sat  in  the  visitors  gallery  of 
the  legislature,  and  were  acknowledged,  as  a 
group,  by  the  legislature.  Senators  Wesely, 
Lynch  and  Crosby,  attended  the  auxiliary 
lunch  at  the  CovernoPs  Mansion  and  reviewed 
bills  dealing  with  health  related  matters. 
Special  guests  included  NMA  President-Elect 


Richard  Raymond,  M.D.,  NMA  Commission 
on  Legislation,  Vice  Chairman,  Robert  Osborne, 
M.D.,  David  Buntain,  NMA  Lobbyist,  and 
James  Ruigh,  NMA  Assistant  Executive  Director. 
On  March  1,  Senator's  spouses  have  been 
invited  to  a program  and  coffee  sponsored  by 
the  NMA  Auxiliary. 

Sally  Becker,  NMAA  President-Elect,  and  I 
attended  a Creative  Volunteer  Leadership 
Workshop  in  St.  Louis,  February  1 8,  1 989.  The 
program,  sponsored  by  the  Illinois  and  Missouri 
Medical  Association  Auxiliary,  was  presented 
by  Marlene  Wilson,  Boulder,  Colorado,  an 
author  and  leading  authority  on  volunteer/staff 
management. 

Vast  changes  are  occurring  in  the  field  of 
volunteerism.  More  volunteers  are  working 
outside  the  home.  These  changes  need  to  be 
examined.  We  must  offer  challenging  and 
meaningful  work  while  providing  training  and 
growth  opportunities.  Matching  volunteers  to 
the  right  job  is  necessary.  Finally,  we  must  put 
it  all  together!  We  must  blend  the  parts  to 
make  it  whole.  I believe  we  can  meet  the 
challenge. 

Desta  Osborne 

NMAA  President 
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NEW  MEMBERS 


Richard  R.  Miles,  M.D. 

465  Doctors  Bldg.,  No. 

Omaha,  N E 68131 

Massoud  Bina,  M.D. 

319  East  B Street 
North  Platte,  NE  69101 

David  Kingsley,  M.D. 

P.O.  Box  550 
Kearney,  NE  68848 

Glen  A.  Ridder,  M.D. 

P.O.  Box  1008 
Randolph,  NE  68771 

Donald  H.  Sallenbach,  M.D.  (reinstated) 
P.O.  Box  208 
Gibbon,  NE  68840 

Paul  G.  Goetowski,  M.D. 

8303  Dodge  St. 

Omaha,  N E 68114 

John  M.  Hannarn,  M.D. 

7710  Mercy  Rd. 

Omaha,  NE  68124 

David  A.  Allerheiligan,  M.D.  (reinstated) 
1401  East  H St. 

McGook,  NE  69001 

Tina  M.  Blair,  M.D. 

UNMG  - 42nd  & Dewey 
Omaha,  N E 68105 

Thomas  Jaeger,  M.D.  (reinstated) 

2410  S.  73rd  St. 

Omaha,  N E 68124 

John  G.  Grove,  M.D. 

403  Hynes 
O'Neill,  NE  68763 

Naresh  A.  Dewan,  M.D. 

601  N.  30th  St. 

Omaha,  N E 68131 

Patricia  S.  Hammett,  M.D. 

14520  W.  Genter  Rd.,  #24 
Omaha,  NE  68144 


Ronald  A.  Hinder,  M.D. 

601  N.  30th.  St.,  #3740 
Omaha,  NE  68131 

William  W.  Jurgensen,  Jr.,  M.D. 
272  3 S.  87th  St. 

Omaha,  N E 68124 

Michael  S.  Langenfeld,  M.D. 

7710  Mercy  Rd.,  #202 
Omaha,  N E 68124 

Thomas  G.  Magruder,  IV,  M.D. 
8720  Frederick  St. 

Omaha,  N E 68124 

Paul  H.  Meissner,  M.D. 

8720  Frederick  St. 

Omaha,  N E 68124 

James  D.  Quinn,  M.D.  (reinstated) 
310  Regency  Parkway  Dr. 
Omaha,  N E 68114 

McGlure  L Smith,  M.D. 

UNMG  - 42nd  & Dewey 
Omaha,  N E 68105 

William  D.  Weidner,  M.D. 

10060  Regency  Gircle 
Omaha,  N E 68114 

Rober  Ziegler,  M.D.  (reinstated) 

E.  Tryon  Rte. 

North  Platte,  NE  69101 

Paul  Steffes,  M.D.  (reinstated) 
7710  Mercy  Rd.  #601 
Omaha,  N E 68124 

William  Barr,  M.D.  (reinstated) 
Tilden,  NE  68781 

Scott  A.  Gorliss,  M.D. 

1401  East  H.  St. 

McGook,  NE  69001 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


BEN  N.  GREENBERG,  M.D.  — (Born  May  30, 
1903  - died  September  24,  1988)  Medical 
Specialty-  otolaryngology.  Doctor  Greenberg 
was  a graduate  of  the  University  of  Nebraska 
Gollege  of  Medicine  in  1928  and  practiced 
in  York.  He  was  a member  of  the  American 
Medical  Association.  He  is  survived  by  sister 
Ida  Shafton  of  Sioux  Falls,  S. D.;  on  brother 
David  Greenberg  of  Omaha;  nieces  and 
nephews. 

HERBERT  SAICHEGK,  M.D.  — (Born  1918  - 
died  November 25, 1988)  Medical  Specialty- 
radiology.  Doctor  Saicheck  was  a graduate 
of  Marquette  University  School  of  Medicine 
in  1943  and  practiced  in  Omaha.  He  was  a 
member  of  the  American  Medical  Associa- 
tion and  the  Nebraska  Medical  Association. 
He  is  survived  by  his  wife,  Mary:  stepson, 
Frank  Sirnmonds,  stepdaughter,  Mary  Phillips, 
both  of  Omaha;  six  grandchildren;  and  a 
brother.  Dr.  Robert  Saicheck  of  Milwaukee 
Wl. 

RICHARD  W.  GRAY,  M.D.  — (Born  May  5, 
1911  - died  November  17,  1988)  Medical 
Specialty  - Psychiatry.  Doctor  Gray  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1937  and  practiced 
in  Lincoln.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Survivors  are 


two  sons,  Richard  Jr.  of  Denton  and- James 
of  Lincoln;  one  daughter,  Mrs.  William 
(Mary  Catherine)  Schmuck  of  Lincoln;  one 
sister,  Doris  Christensen  of  Superior;  and 
four  grandchildren. 

BRADFORD  A.  PAULSON,  M.D.  — (Born 
November  21,  1945  - died  December  6, 
1988)  Medical  Specialty  - Anesthesiology. 
Doctor  Paulson  was  a graduate  of  the 
University  of  Nebraska  College  of  Medicine 
in  1972  and  practiced  in  Omaha.  He  was  a 
member  of  the  American  Medical  Associa- 
tion. Survivors  include  his  wife,  Susan, 
daughter,  Polly,  and  son,  Peter,  all  of 
Omaha;  father.  Dr.  Leonard  E.  Paulson; 
sisters.  Penny  Group  of  Lincoln  and  Sigrid 
M.  Paulson  of  Fremont;  and  brother,  Tom 
Paulson  of  Fremont. 


HENRY  J.  LEHNHOFF,  II,  M.D.  — (Born  Sep- 
tember 13,  1911  - died  February  4,  1989) 
Medical  Specialty-  Internal  Medicine.  Doctor 
Lenhoff  was  a graduate  of  Northwestern 
University  Medical  School  of  Chicago,  Ill- 
inois in  1938  and  practiced  in  Omaha.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical 
Association.  Surviving  are  his  wife,  JoAnn; 
sons.  Dr.  John  Lehnhoff  and  James  W. 
Lehnhoff,  both  of  Omaha;  and  a sister,  Carol 
Letton  of  San  Marino,  CA. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 

CONTINUING  MEDICAL 
EDUCATION  COURSES 

MARCH  2-3,  1989  — 38th  Annual  Obstetrics 
and  Gynecology  Conference.  Holiday  Inn 
Central. 

MARCH  4-11,  1989  — 9th  Annual  ENT  Ski 
Conference.  Keystone,  Colorado. 

MARCH  15,  1989  — Sports  Medicine  Circuit 
Course.  Hastings,  Nebraska. 

APRIL  3-14,  1989  — Family  Practice  Review. 

APRIL  22,  1989  — Nebraska  Pathologists 
Spring  Meeting. 

APRIL  22-26,  1 989  — Society  of  CME  Directors. 
Red  Lion  Inn. 

MAY  1-12,  1989  — Family  Practice  Review. 

MAY  4-5,  1989  — Protection  of  Human 
Subjects.  Red  Lion  Inn. 

MAY  6,  1989  — Ciba  Geigy  Cardiology 
Program. 

MAY  19,  1989  — OB  Residents  Seminar. 

JULY  30  - AUGUST  2,  1989  — Cardiovascular 
Disease  Prevention.  Snowmass,  Colorado. 

SEPTEMBER  2-9,  1989  — Med-Start  '89. 
Aspen,  Colorado. 

SEPTEMBER  8-9,  1989  — Current  Controver- 
sies and  Techniques  in  Congenital  Heart 
Surgery.  Baltimore,  Maryland. 

SEPTEMBER  25  - OCTOBER  1,  1989  — 
Emergency  Medicine  Review. 

OCTOBER  1-7,  1989—  Emergency  Medicine 
Review. 

CREIGHTON  UNIVERSITY 

FLEXIBLE  FIBEROPTIC  SIGMOIDOSCOPY  — 
A PRACTICAL  REVIEW  FOR  OFFICE/OUT- 
PATIENT USE  — March  3,  1989  AMI  Saint 


Joseph  Hospital,  Omaha,  Nebraska.  Hours: 
6 credit  hours  Category  1 AMA.  Application 
in  process  to  other  appropriate  organizations. 
Fee:  TBA. 

PHYSICIAN'S  OFFICE  LABORATORY:  IM- 

PLEMENTATION AND  MANAGEMENT  — 
March  11,  1989  Holiday  Inn,  180  and  72nd 
Street,  Omaha,  Nebraska.  There  will  be 
separate  tracks  for  Physicians  and  Nurses/ 
Medical  Technologists/Medical  Assistants/ 
Office  Personnel.  KEYNOTE  SPEAKER:  Gerald 
C.  Wollner,  Administrator,  Department  of 
Laboratory  Medicine  and  Pathology,  Mayo 
Clinic,  Rochester,  Minnesota  Hours:  4 credit 
hours  Category  1 AMA.  Application  in 
process  to  other  appropriate  organizations. 
Eee:  $75.00  Physicians,  $45.00  Nurse/Med- 
ical Technologists/Medical  Assistants/Other 
Office  Personnel. 

NINTH  ANNUAL  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE  INFECTIOUS 
DISEASE  SYMPOSIUM  — April  14,  1989. 
Boys  Town  Institute  Auditorium  - Omaha, 
Nebraska  - Hours:  7 credit  hours  Category  1 
AMA.  Application  in  process  to  other  appro- 
priate organizations.  Fee:  $60.00  for  reg- 
istrants requesting  CME  credit. 

CREIGHTON  MODEL  NATURAL  FAMILY 
PLANNING:  A MINI-COURSE  IN  VALUE  — 
CENTERED  REPRODUCTIVE  HEALTH  FOR 
DOCTORS  AND  NURSES  ENTERING  THE 
1990's  — April  28-29,  1989  Marriott  Hotel, 
Omaha,  Nebraska  - Hours:  13  credit  hours 
Category  1 AMA.  Application  in  process  to 
appropriate  organizations.  Fee:  TBA. 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Available  upon  request.  Program  Director:^ 
Sally  C.  O'Neill,  Ph.D.,  Associate  Dean, 
Continuing  Medical  Education. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 
548-3633  or  402-280-1830. 
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WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

ALLERGY  ABROAD  - ITALY  — October  1 8-27, 
1989.  To  be  held  in  Padua,  Florence,  Rome 
Italy.  Program  Chairman;  Phillip  E.  Korenblat, 
M.D.  Credit  Hours:  20  hours  Category  1 
AMA  Fee:  S495. 

16TH  ANNUAL  SYMPOSIUM  ON  OBSTETRICS 
& GYNECOLOGY  — April  6-7,  1989.  To  be 
held  at  Washington  University  Medical 
Center.  Program  Credit  Hours:  13.75  hours 
Category  1 AMA  Fee:  S250. 

2ND  ANNUAL  CONTACT  LENS  COURSE  — 
May  1 2-1  3,  1 989.  To  be  held  at  Washington 
University  Medical  Center.  Program  Chair- 
man: Jack  Hartstein,  M.D.  Credit  Hours: 
7.25  hours  Category  1 AMA  (3.75  hours  for 
optional  workshop)  Fee:  SI 00  (S50  for 
optional  workshop). 

THE  AGING  EAR  — May  31  - June  3,  1989.  To 
be  held  at  the  Omni  International  Hotel,  St. 
Louis,  Missouri.  Program  Chairman;  George 
A Gates,  M.D.  Credit  Hours:  18.5  hours 
Category  1 AMA  Fee  S250. 

For  further  information,  contact  Loretta 
Giacoletto,  Washington  University  School  of 
Medicine,  Office  of  Continuing  Medical  Educa- 
tion, 660  South  Euclid,  Box  8063,  St.  Louis, 
Missouri  63110.  (800)  325-9862  Interstate. 


AMERICAN  COLLEGE  OF 
ADVANCEMENT  IN  MEDICINE 

16TH  ANNUAL  ACAM  SPRING  CONFERENCE. 
HELPING  PATIENTS  FEEL  BETTER,  LIVE 
LONGER  - EMERGING  STANDARDS  OF 
CARE  FOR  THE  1990's  — May  11-14  1989. 
To  be  held  at  Hyatt  Regency  at  Reunion, 
Dallas.  Fee:  TBA  Category  1,  AMA  Physician's 
Recognition  Award:  1 5 hours.  Contact  the 
American  College  of  Advancement  in 
Medicine,  23121  Verdugo  Drive,  Suite  204, 
Laguna  Hills,  Ca  92653.  (800)  532-3688. 

UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICAL  ALUMI  ASSOC 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  — 
Annual  Meeting  - Saturday,  April  29,  1989, 
4:00  p.m..  Room  3 Cornhusker  Hotel, 
Lincoln,  Nebraska.  Reception  following 
meeting.  Room  4.  All  Alumni,  Faculty,  and 
Friends  are  cordially  invited. 

MEDICAL  ASSISTANTS  CONVENTION 

TWENTY-THIRD  ANNUAL  NEBRASKA  SOCIETY 
OF  MEDICAL  ASSISTANTS  CONVENTION 
— April  28,  29,  30,  1989.  Ramada  Central 
Hotel;  Omaha,  Nebraska.  Topics  covered: 
Medicare/Coding,  Genetics,  Collection  Laws 
and  the  Medical  Office  and  more.  Hours:  1 4 
CEU.  Fee;  S75/members  and  S90/non- 
members.  Contact  Jan  Frederick,  CMA; 
6206  North  77th;  Omaha,  NE  68134. 
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VERA  CENTURY  AGO, 

a thousand  visionary  physicians  across  the 
nation  bestowed  a commemorative  stone 
carving  to  the  Washington  Monument.  This  patriotic 
display  symbolized  their  unrelenting  devotion  to  a 

new  republic  founded  on 
freedoms  — including  the 
freedom  to  practice  medicine 
for  the  best  possible  health  of 
all  its  people.  Today  your  help 
is  needed  to  restore  this  symbol 
of  our  profession. 

Because  the  commemo- 
rative stone  has  suffered  from 
severe  erosion  and  deface- 
ment, the  American  Medical  Association  is  launching  a campaign  to  raise  money  from 
physicians  to  restore  this  symbol  of  medicine  for  the  National  Park  Service.  Every 
contribution  made  to  this  effort  will  serve  as  a statement  of  each  physician’s  personal 
affirmation  and  commitment  to  health  and  medicine  in  America. 

Please  take  part  in  rededicating  the  commemorative  stone  as  a shining  example  of 
the  strength  of  medicine  in  a free  and  strong  society. 

Contributors  who  donate  $100  or  more  will  receive  a 
memorial  replica  of  the  carving  as  a token  of  appreciation. 

Send  your  tax  deductible  contribution  for  this  time- 
less symbol  today.  Thank  you. 


Yes.  I want  to  aftirm  my  commitment 
to  health  and  medicine  In  America 
Please  accept  mv  contribution  tor; 
Other 

$100 

$50 

$25 

Please  make  checks  payable  to: 

.AMA  Stone/National  Park  Service 
Mail  your  payment  with  this  form  to: 
A.MA  Stone/Kational  Park  Service 
PO  Box  10901h 
Chicago.  Illinois  60610-9016 


Name 


AddresN 


Citv/Staie/Zip 

.All  donations  are  tax  deductible  All  contributions  will  be  publicly  recognired  in  an 
unveiling  ceremony  tor  the  new  stone  when  it  is  fully  restored 
Thank  you  for  your  contribution 


T 


Nebraska  Medical  Association 


Officers  and  Commissions 


OFFICERS 

Donald  J.  Pavelka.  M.D.,  Omaha President 

Richard  A.  Raymond.  M.D..  O'Neill President-Elect 

Robert  F.  Shapiro.  M.D..  Lincoln Secretarj-Treasurer 

William  L.  Schellpeper.  Lincoln Executive  Director 

James  K.  Ruigh.  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.J.  Cornelius.  Jr..  .M.D..  Sidney;  — 

John  D.  Coe.  M.D..  Omaha;  — Louis  J.  Gogela.  M.D.. 

Lincoln;  — Blaine  Y.  Roffman.  .M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Donald  J.  Pavelka.  M.D..  Omaha Chairman 

Richard  .A.  Raymond.  M.D.,  O'Neill Vice-Chairman 

Robert  F.  .Shapiro.  .M.D..  Lincoln .Secretary-Treasurer 

L.  Dwight  Cherry,  .M.D.,  Lincoln Past  President 

Stanley  M Truhlsen.  .M.D Omaha 

Paul  E.  Collicott.  M D Lincoln 

Darroll  J.  Loschen.  .M.D York 

Richard  H Meis.sner.  M.D Omaha 

David  Little.  M.D Hastings 

C.T.  Frerichs.  M.D Beatrice 

COMMISSION  ON  ASSOCI  ATION  AFFAIRS 

Francis  D.  Donahue.  .M.D..  Chairman Omaha 

R.  .A.  Blatny.  M.D Fairbury 

.Stuart  P.  Embury.  M.D Holdrege 

Joel  T.  Johnson.  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  O'Donohue.  M.D Omaha 

Joseph  E.  Stitcher.  M.D Lincoln 

R.  C.  Weldon.  M.D Nebraska  City 


SCIENTIFIC  SESSIONS  CO.M.MITTEE 


Sushil  S.  Lacy.  M.D..  Chairman Lincoln 

David  L.  Bacon.  M.D Kearnev 

Lawrence  C.  Bausch.  .M  D Lincoln 

Robert  .A.  Beer.  M.D Omaha 

Mark  .A.  Christensen.  M.D Omaha 

Richard  .A.  Hranac.  \I.  D Kearnev 

Richard  .M.  Tempero.  .M.D Omaha 

Donald  E.  Waltemath.  M.D Lincoln 

Richard  S.  Yates.  .M.D Lincoln 

■Anthony  J.  Yonkers.  .M.D.  . Omaha 


COM.MISSION  ON  .MEDICAL  SERVICES 


Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

Carl  .J.  Cornelius.  Jr..  .M.D Sidney 

F.  William  Karrer.  .M  D Omaha 

M.  -Jack  Mathews.  M.D Lincoln 

Harry  W McFadden.  Jr..  .M.D Omaha 

.Merton  Quaife.  .M.D Omaha 


AD-HOC  CO.M.MITTEE  ON  .MATERNAL  & CHILD  HEALTH 

Kenton  I.  Shaffer.  AI.D.. Chairman Kearnev 

Section  on  .Maternal  .Mortality  Review 

George  .M.  .Adam.  .M.D ' Hastings 

L.  Palmer  Johnson.  M.D Lincoln 

Charles  W.  .Marlowe.  M.D Omaha 

Gary  D.  Milius.  .M.D Lincoln 

William  Ravbum.  .M.D 

William  L.  Rumbob.MD Sa 

Larry  Wilson.  .\fD.  Gothenburg 

Section  on  Perinatal  Mortality  Review 

Uwrence  C Bausch.  M.D  ' Lm„,„ 

.Stacie  R.  Bleicher.  .M.D 

Roben  .M.  Nelson.  .M.D 

Gregg  F.  Wright.  .M.D 


. Lincoln 
. Omaha 
. Lincoln 


CO.\LMITTEE  ON  HEALTH  PLANNING 

Carl  J-  Cornelius.  Jr..  M.D..  Chairman Sidney 

Gordon  D.  .Adams.  .M.D Norfolk 

Lewiston  W.  Birkmann.  M.D Lincoln 

James  S.  Carson.  M.D McCook 

Chris  C.  Caudill.  .M.D Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

Dale  W.  Ebers.  M.D Lincoln 

Louis  .J.  Gogela.  Jr.,  M.D Beatrice 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf.  M.D .Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer.  M.D..  Chairman Omaha 

Gordon  I).  .Adams.  M.D NnrfnlL- 

Elvin  G.  Brown.  M.D 


, , ,,  Hastings 

John  H.  Casey.  M.D Lincoln 

James  R.  Commers.  M.D Omaha 

Sushil  S.  Lacy.  M.D Lincoln 

Donald  R.  Owen,  M.D Omaha 

C.  Lee  Retelsdorf.,  M.D Omaha 

R.  C.  Rosenlof.  M.D . ■ . . Kearney 
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AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADI  ATION  WASTE  DISPOSAL 


Merton  A.  Quaife.  M.D..  Chairman Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

David  I.  Hoelting,  M.D Pender 

Ernest  O.  Jones.  Ph.D Omaha 

Martin  R.  Lohff.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

William  H.  Northwall.  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill.  M.D.,  Chairman Lincoln 

Judith  A.  Butler.  M.D Superior 

Donald  J.  Darst.  M.D Omaha 

David  R.  Dyke.  M.D Lincoln 

Dale  W.  Ebers.  M.D Lincoln 

Vernon  F.  Ganvood.  .M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  A.  Jacobs.  M.D Seward 

Ronald  Klutman,  M.D Columbus 

Paul  F.  Meyer.  M.D Aurora 

Dale  E.  Michels.  M.D Lincoln 

Harold  M.  Nordlund.  M.D York 

Richard  B.  Svehla.  M D Omaha 

M.  Allen  Tompkins.  M.D Grand  Island 

Tom  F.  Tonniges.  M.D Hastings 

NMA  PRO  OVERVIEW  COMMITTEE 

Gordon  J.  Hrnicek,  M.D..  Chairman Grand  Island 

David  Bacon.  M.D Kearney 

A.  H.  Bergman.  M.D Fremont 

Dennis  M.  ConnoUy.  M.D Lincoln 

Carl  J.  Cornelius.  Jr..  M.D Sidney 

Richard  A.  Cotlingham,  M.D McCook 

Francis  D.  Donahue,  M.D Omaha 

Daniel  S.  Durrie.  M.D Omaha 

Wendell  L.  Fairbanks.  M.D Alliance 

John  F.  Fitzgibbons.  M.D Omaha 

C.  T.  Frerichs.  M.D Beatrice 

Richard  Jackson.  M.D Pawnee  City 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

Herbert  E.  Reese.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Harry  W.  McFadden.  Jr..  M.D..  Chairman  Omaha 

L.  Dwight  Cherry.  M.D Lincoln 

Vernon  F.  Garwood  M.D Lincoln 

Allan  C-  Landers.  M.D Scottsbluff 

V.  William  Meyers.  M.D Omaha 

James  Omel.  M.D Fairbury 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  B.  Svehla.  M.D Omaha 

Stanley  M.  Truhlsen.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 


COALMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Chairman 

Robert  G.  Osborne.  M.D..  Vice-Chairman . . . . 

Rodney  S.  W.  Basler.  M.D 

Judith  A.  Butler.  M.D 

L.  Dwight  Cherry.  M.D 

James  H.  Dunlap.  M.D 

Dale  W.  Ebers.  M.D 

Venion  F.  Ganvood.  M.D 

Charles  Gregorius.  M.D 

Barbara  M.  He.vwood.  M.D 

Ann  E.  Lott.  AI  D 

William  R.  Marsh.  M.D 

John  T.  McGreer.  M.D 

Dennis  G.  O'Leary.  M.D 

George  W.  Orr.  M.D 

Dwaine  J.  Peetz.  M.D 

Herbert  E.  Ree.se.  M.D 

C.  Lee  Retelsdorf.  M.D 

Blaine  Y.  Roffman.  M.D 

Todd  S.  Sorensen.  M.D 

Richard  B.  Svehla.  M.D 

Timothy  0.  Wahl.  M.D 


. . . Columbus 

Lincoln 

Lincoln 

Superior 

Lincoln 

Norfolk 

Lincoln 

Lincoln 

Lincoln 

....  Papillion 

Lincoln 

Grand  Island 

Lincoln 

Omaha 

Omaha 

Neligh 

Lincoln 

Omaha 

Omaha 

. . Scottsbluff 

Omaha 

Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 


C.  Lee  Retelsdorf,  M.D..  Chairman. . 

Daniel  S.  Durrie.  M.D 

Joel  T.  Johnson.  M.D 

Darroll  J.  Loschen.  M.D 

Dale  E.  Michels.  M.D 

Stanley  F.  Nabity.  M.D 

William  R.  Palmer.  M.D 

Gerald  Rounsborg,  .M.D 

Charles  S.  Wilson.  M.D 


Omaha 

Omaha 

. . . . Kearney 

York 

Lincoln 

Grand  Island 

Omaha 

North  Platte 
Lincoln 


AD  HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D..  Chairman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  G.  Boslev.  M.D (hand  Island 

F.  M.  Gawecki.  Nl.D Papillion 

Dwaine  J.  Peetz.  M.D - ■ Nelijjh 

Richard  M.  Pitsch.  Jr..  M.D Lincoln 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Larrv  E.  Roffman.  M.D Omaha 


CO>LMISSION  ON  .MEDICAL  EDUCATION 


Frederick  F.  Paustian,  M.D..  Chairman Omaha 

Robert  L.  Bass.  M.D Elkhorn 

Warren  G.  Bosley.  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico.  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

A.  Dean  Gilg.  M.D Lincoln 

William  E.  Lundak.  M.D Lincoln 

Richard  L.  O'Brien,  .M.D Omaha 

Dwaine  J.  Peetz,  Jr..  M.D Omaha 

Joseph  C.  Scott.  M.D Omaha 

Robert  H.  Waldman.  .M.D Omaha 


AD-HOC  CO.M.MITTEE  ON  HE  ALTH 
EDUCATION  & ATHLETIC  MEDICLNE 


Warren  G.  Bosley.  M.D..  Chairman Grand  Island 

Patrick  E.  Clare.  M.D..  Vice-Chairman Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  .M.D Lincoln 

Richard  E.  Jackson.  M.D Pawnee  City 

Stephen  J.  Lanspa,  M.D Omaha 

Morris  B.  .Mellion,  M.D Omaha 

Paul  H.  Phillips.  M.D Scottsbluff 

Eileen  C.  Vautravers.  M.D Lincoln 

Hobart  E.  Wallace.  M.D Lincoln 

Wesley  G.  Wilhelm.  M.D Omaha 

Gregg  F.  Wright.  M.D Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


Rodney  S.  W.  Basler.  M.D..  Chairman Lincoln 

H-  Jeoffrey  Deeths.  M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Edward  E.  Gatz.  M.D Omaha 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

Harlan  C.  Shriner.  M.D Lincoln 

F.  Thomas  Waring.  .M.D Fremont 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


(Jlen  F Lau.  M.D..  Chairman Lincoln 

('harles  Heider.  Jr..  .M.D North  Platte 

Harry  E.  Keig.  .M.D Papillion 

Barney  B Rees.  M.D ()maha 

Joseph  G.  Rogers,  .M  I) Lincoln 

Larry  I).  Ruth.  M.D Lincoln 

Steven  .A.  .Schwid.  .M  I) Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller.  M.D Omaha 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COM.MITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  .M.D.,  ("hairman Lincoln 

Warren  G.  Bosley,  .M.D Grand  Island 

Glen  F.  Lau.  .M.D Lincoln 

Richard  C.  Olney.  .M.D Lincoln 

John  L.  Reed.  .M.D Lincoln 

Stanley  M.  Truhlsen,  .M.D Omaha 

AD-HOC  CO.M.MITTEE  RE:  MEDICARE 

Paul  E.  Collicott.  M.D.,  Chairman Lincoln 

Richard  .A.  Blatny,  .M.D Fairbury 

Thomas  M.  Connors.  M.D Omaha 

Vernon  Garwood.  M.D Lincoln 

Roger  Massie.  M.D Plainview 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman Lincoln 

.Monte  .M.  Scott,  M.D Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

-lane  .S.  Roccaforte.  M l)..  Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W Smith.  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
(N.M.A  Representatives) 

(jordon  D.  Adams.  M.D Norfolk 

L.  Dwight  Cherry.  M.D Lincoln 

David  R.  Dyke.  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson.  M.D Kearney 

Ronald  Klutman.  M.D Columbus 

Richard  H.  Meissner.  M.D Omaha 

James  F.  Panzer.  M.D Gordon 

Robert  F.  Shapiro.  M.D Lincoln 

Timothy  0.  Wahl.  M.D Omaha 

R.  C.  Weldon.  M.D Nebraska  City 

Wesley  Wilhelm:  M.D Omaha 


NMA  ANNUAL  SESSION 


April  28  - April  30,  1989 


Cornhusker  Hotel 
Lincoln,  NE 
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RBRVS:  Physician  Reimbursement  of  the  Future? 


Bring  yourself  up  to  date  on  the  issue  which  may 
have  a significant  impact  on  you  and  your 
practice. 

Jerald  R.  Schenken,  M.D.,  member  of  the  AM  A 
Board  of  Trustees,  will  provide  and  update  on 
the  current  status  of  the  Harvard  RBRVS  and 
his  insight  on  what  can  be  expected  in  the 
future. 

Sunday,  April  30 
12:00  noon  - 1:30  p.m. 

The  Cornhusker  Hotel 
Lincoln,  NE 


Jerald  R.  Schenken,  M.D. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 

PHONE 

(402)  474-4472 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rale  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 


BC/BE  INTERNIST:  Needed  to  join  busy  13 
doctor  multispecialty  group  in  clean  North 
Dakota  Lake  Country.  Salary  and  fringe  benefits 
very  liberal.  Send  curriculum  vitae  or  inquiries 
to:  Lake  Region  Cline,  P.C.,  P.  O.  Box  1100, 
Devils  Lake,  N D 58301 . Attn:  Joel  Rotvold  or  call 
collect  at  (701)  662-2157  for  further  information. 

IMMEDIATE  OPENING:  For  family  practitioner 
to  join  busy  13  doctor  multi-specialty  group  in 
clean  North  Dakota  lake  country.  Salary  and 
fringe  benefits  very  liberal.  Send  curriculum  vitae 
or  inquiries  to  Lake  Regional  Clinic,  P.C.,  P.  O. 
Box  1100,  Devils  Lake,  ND  58301,  Attention: 
Joel  Rotvold,  or  call  collect  at  (701)  662-21  57 
for  further  information. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.  D.,  P.G.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

PHYSICIAN  MEDICAL  DIRECTOR:  America's 
most  professional  and  fastest  growing  plasma 
corporation  has  an  immediate  part-time  position 
available  at  our  Lincoln  establishment  for  a 
qualified  physician  licensed  in  the  State  of 
Nebraska.  Excellent  fringes,  ideal  for  semi- 
retired  or  retired  doctor.  Send  curriculum  vitae 
immediately  to:  Patti  Johnson,  Associated  Bio- 
science Inc.,  1442  O Street,  Lincoln,  NE  68508. 

FAMILY  PRACTITIONER:  Busy,  3-physician 
office  in  Western  Nebraska  seeking  4th  physician. 
Must  be  Board  Certified  or  Board  eligible. 
Excellent  starting  salary  and  fringe  benefits  with 
bonus  opportunities.  Modern  55-bed  hospital 
across  the  street  from  clinic.  Good  schools  and 
housing  facilities  available.  Excellent  hunting 
and  fishing  area.  Call  308-762-3741  or  write. 
The  Alliance  Medical  Center,  P.C.,  2307  Box 
Butte  Avenue,  Alliance,  NE  69  301. 

FAMILY  PRACTICE:  Immediate  opening  for 
BE/BC  Family  Practitioner  to  join  6 physicians  FP 
Department  in  a long  established  progressive 
mutispecialty  group  practice  in  Southwestern 
Iowa.  Support  of  1 0 associated  or  affiliated  surgical 
and  medical  specialties,  yet  free  to  practice  full 
range  of  family  medicine.  Enjoy  an  outstanding 
medium  sized  community  quality  of  life  within 
minutes  of  Omaha.  Guaranteed  first  year  salary, 
plus  incentive  with  full  range  of  benefits.  Please 
send  curriculum  vitae  to  Richard  Lehigh,  Admin- 
istrator, Cogley  Medical  Associates,  P.C.,  715 
Harmony,  Gouncil  Bluffs,  Iowa  51  503  or  call 
collect  at  71  2-328-1801. 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  an  immediate  need  for  physicians 
to  staff  primary  care  clinics  located  in  Omaha, 
Nebraska.  Other  immediate  openings  include 
locations  in  Northern  Virginia,  Virginia  Beach, 
VA,  Fayetteville,  NC,  Columbus  and  Savannah, 
CA,  Charleston,  SC,  Tuscon,  AZ,  and  several 
desirable  locations  in  California.  Potential  loca- 
tions include  Jacksonville,  NC,  and  Tam[)a,  Oriandcy 
and  Jacksonville,  FL.  Qualific ations  are:  BC/BE, 
and  appropriate  state  licensure.  Our  company 
offers  an  outstanding  incentive  pay  plan.  PHP 
also  provides  paid  malpractice  insurance,  and  a 
pleasant  work  environment  with  no  on-call 
coverage.  If  interested  and  qualified,  please  call 
or  send  C V.  to  Leigh  Robbins,  PHP  Healthcare 
Corporation,  7044  Northridge  Drive,  Nashville 
TN  37221,  61  5-662-1  310. 

BC/BE  FAMILY  PRACTITIONER:  Needed  to 
join  busy  13- doctor  multispecialty  group  in 
clean  North  Dakota  Lake  Country.  Salary  and 
fringe  benefits  very  liberal.  Send  curriculum 
vitae  or  inquiries  to:  Lake  Region  Clinic,  P.C., 
P.O.  Box  1100,  Devils  Lake,  ND  58301  , Attn: 
Joel  Rotvold  or  call  collect  at  701-662-21  57  for 
further  information. 

WANTED:  Family  Practice/Internal  Medicine 
WOMEN'S  HEALTH.  Multispecialty  clinic.  Full 
or  part  time  in  newly  established  Women's 
Health  Center.  Primary  care  of  women  with  time 
and  support  you  need.  Nurse  practitioner, 
counselor,  dietician,  wellness  and  education 
staff.  Beautiful,  new  fully-equipped  clinic.  Guar- 
anteed annual  salary,  generous  benefits,  time 
away,  partnership  after  first  year.  Progressive 
community  of  32,000.  Draw  of  150,000.  Send 
C.V.  to  Mark  Johnson,  M.D.,  810  N.  Eisenhower, 
Mason  City,  lA  50401,  or  call  51  5-421-5686. 

INVESTORS:  Commercial  building,  2 tenants 
in  Northeast  Lincoln.  Contact  Lloyd  Hinkley, 
Commercial  Investment  Properties,  467-12  34. 

FAMILY  PRACTICE  — BE/BC:  To  join  estab- 
lished practice  of  obstetrician  and  family  prac- 
titioner. For  progressive  community  in  Northwest 
Missouri  with  State  University.  Excellent  JCAHO 
hospital  facilities.  Good  physician  compliment 
available  with  subspecialty  representation.  Con- 
tact Martin  Coedken,  VP,  St.  Francis  Hospital, 

2015  South  Main,  Maryville,  MO  64468:  816- 
562-2600. 

INTERNIST  — BE/BC:  For  progressive  com- 
munity in  Northwest  Missouri  with  State  Uni- 
versity. Solo  or  join  established  internist.  Excell- 
ent JCAHO  hospital  facilities  including  CT 
scanning,  ultrasound,  nuclear  medicine,  doppler 
studies,  endoscopies,  cardiac  stress  testing, 
holter  monitor.  Good  physician  compliment 
available  with  subspecialty  representation.  Con- 
tact Martin  Coedken,  VP,  St.  Francis  Hospital, 

2016  South  Main,  Maryville,  MO  64468,  816- 
562-2600. 

(more  classifieds  on  page  24) 
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ORTHOPEDIC  SURGEON  — BE/BC:  PrO|>res- 
sive  JCAHO  hospital  and  medical  staff  located  in 
University  community  of  Northwest  Missouri  is 
seeking  orthopedic  surgeon  to  serve  people  in 
area  with  high  sports  interest,  high  percent  of 
elderly,  and  documented  desire  and  need  for 
specialty  services.  Community  provides  home- 
town livability  with  big  city  accessibility.  Located 
approximately  two  hours  from  Kansas  City, 
Omaha,  and  Des  Moines.  Contact:  .Martin 
Coedken,  VP,  St.  Erancis  Hospital,  2016  South 
Main  Street,  Maryville,  MO  64468-2693  or  call 
collect:  816-562-2600,  Ext.  5001. 

WANTED  MEDICAL  DIRECTOR:  South  Dakota 
State  University  is  seeking  a Eamily  Practice 
Physician  or  Internist  with  interest/training  in 
young  adult  health  care.  Responsibilities  include 
providing  outpatient  care  for  University  students 
each  day  classes  are  in  session  and  leadership 
for  the  Student  Health  Clinic  medical  and 
nursing  staff.  Will  be  expected  to  promote 
health  education  and  wellness  to  patients  and 
staff.  Must  share  rotation  of  5:00-10:00  p.m. 
week  night  call  with  two  other  primary  care  staff. 
Weekends  and  holidays  are  free.  Director  will 
represent  Student  Health  in  the  local  medical 
community  and  serve  on  the  Health  Service 
Council. 

Applicant  must  be  eligible  for  South  Dakota 
licensure  and  must  provide  evidence  of  success- 
ful experience  with  a young  adult  clientele. 
Documented  evidence  is  also  required  indicating 
experience  in  maintaining  positive  rapport  with 
professional  peers  and  usual  clinic  office  per- 
sonnel. It  is  desirable  that  candidate  have  prior 
Student  Health  experience,  familiarity  with 
eating  disorders,  human  sexuality  concerns,  and 
chemical  dependency  issues. 

Contract  length  is  negotiable  for  9-1 0.5  month 
full  time  appointment  renewable  yearly  conting- 
ent on  satisfactory  performance.  Salary  will  be 
commensurate  with  qualifications.  Sick  leave, 
health  insurance,  malpractice  insurance  and 
fringe  benefits  are  provided. 

Send  resume,  letter  of  application  and  three 
(3)  current  reference  names,  addresses  and 
telephone  numbers  to  Don  Smith,  Director  of 
Student  Health  and  Counseling,  202  West  Hall, 
South  Dakota  State  University,  Brookings,  South 
Dakota  57007  (605-688-4157). 

Closing  date  is  April  25,1  989  or  until  position 
is  filled. 

• So.ilh  Oakotj  State  Umver'ity  i--  an  Ailirmalive  Action/Equal 
Opportunity  Employer(Fe>rule/viale).  MmoritieN  and  women 
are  eric  our.iJed  to  apply.  Proof  oi  eligibility  tor  employment  i' 
required  by  the  Immigration  Reform  and  Control  Art  of  1986. 


AMA  NEWS  NOTES 

(continued  from  page  18-A) 

failure  of  physicians  to  comply  with  the 
requirement  could  result  in  monetary  penalties 
of  up  to  S2,000  per  incident,  or  even 
exclusion  from  the  Medicare  program  for 
"non-participating”  physicians.  Payment  for 
"participating  physicians"  automatically  would 
be  denied.  Apparent  intent  of  the  conference 
committee  which  added  the  coding  requir- 
rnent  for  Medicare  Part  B claims  was  to  enable 
Medicare  to  match  up  medical  diagnoses  with 
prescriptions  of  outpatient  drugs  that  will  be 
covered  under  the  catastrophic  program  start- 
ing in  1991.  It  is  establishing  a computer- 
linked  data  base  with  pharmacies. 

AMA  has  assumed  primary  responsibility  for 
advising  the  profession  of  the  new  require- 
ment. In  this  educational  mission  it  will  rely 
heavily  on  its  publications,  the  new  AMERICAN 
MEDICAL  TELEVISION  program  and  on  tele- 
conferences that  it  regularly  presents  on  the 
Hospital  Satellite  Network  and  on  medical 
societies.  Other  educational  avenues  for  in- 
forming the  profession  are  now  being  explored. 

* * * 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


Working  today  for  a healthier  tomorrow 


ROCHE — 
MBX>\TION 

ME 

EDUCATOM 


Copyright  © 

1986  by  Hoffmann-La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 


We  Wrote  the  Books  on  Patieni 
Medication  Education... 


THE  NEW  YORK  ACADEMY  UF 
i-IBRARY  PERIODICALS  DEr-'i . /aj 

2 EAST  iOSRD  ST.  ‘ • -v..  'm 

NEW  YORK 


You,  your  medical  problem 
and  your  treatment  with 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 


♦ 


♦ 


\LLSTONE  LITHOTRIPSY 


A REVOLUTIONARY  NEW  INVESTIGATIONAL 
PROCEDURE  ELIMINATING  GALLSTONES  WITHOUT  SURGERY 

Each  year  more  than  500,000  Americans  undergo  cholecystectomy  because  of 
gallstones.  Now,  for  some  of  them,  another  treatment  option  - biliary  lithotripsy  - is 
available  at  the  Methodist  Lithotripsy  Center. 

The  lithotripter  produces  focused  shock  waves  transmitted  through  water  to 
disintegrate  stones  into  tiny  fragments.  The  particles  are  then  eliminated  via  the  bile 
passageways.  Expected  shorter  recovery  time  means  that  your  patients  spend  less  time 
away  from  their  jobs  and  family. 

The  Methodist  Lithotripsy  Center  is  one  of  six  facilities  in  the  country  selected  to 
participate  in  the  clinical  investigation  of  the  Sonolith  3000  Lithotripter  built  by 
Technomed  International.  During  the  investigational  period,  patients  must  meet  certain 
eligibility  guidelines  established  by  a protocol  that  is  approved  by  the  FDA.  Please  feel 
free  to  call  the  Physicians’  Priority  Line  for  more  information. 

Gallstone  lithotripsy  at  the  Methodist  Lithotripsy  Center  draws  on  the  experience 
gained  through  Methodist’s  internationally  recognized  kidney  lithotripsy  program.  Since 
1986,  this  program  has  successfully  served  more  than  1,500  patients. 


Physicians’  Priority  Line 
1-800-627-6363 

FOR  MORE  INFORMATION 


MEIHODIST 


HOSPriAL 

8303  DODGE  STREET.  OMAHA.  NEBRASKA  68114.  402-390-4000 


121st  Annucil  Session 

April  28  - 30,  1989 

All  sessions  at  Lincoln's  Cornhusker  Hotel 


^ -r.  nn  Outstanding 

0 share  m an  ^ 

znual  Session,  use  the 

• Fnrm  you  receive 
egistration  Form  y 

,nder  separate  cover. 

,,r  convenience,  the 

For  your  con 

7 +/7  program  fo^ 

Comp^ote  printed 

in  thfe  is®""' 


Please  review  the  Program 
and  register 
as  soon  as  possible. 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.U..  Neurological  Surgen-  2221  So.  17th  St., 
Suite  .llO,  Lincoln,  NE  68.502.  The  manuscript  should  be  typewritten, 
double-.spaced.  on  8'i  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

■Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

.Always  send  a covering  letter  or  letterof  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  .A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summarv  for  article:  ah  major  scientific  articles  should  be  accompanied  by 
a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  typed  double  spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  -Journal  references  should 
include  authors'  names  and  initials,  title  of  article,  abbreviated  name  of 
-Journal  las  listed  in  Index  MedicusI,  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  bonks  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  84  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  -5x7  in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  .All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  -Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  -Journal. 

Reprints  should  be  ordered  from  tbe  printer.  Norfolk  Printing  Company, 
Inc..  P.O.  Box  278,  .Norfolk,  .Nebraska  68702-0278. 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Ud\ley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln,  NE  68501 

AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 

(402)  371-0620 
Letterheads  - Statements 
Envelopes  ■ Office  Forms 

QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


4- A 


Nebraska  Medical  Journal 


April  1989 


The  Nebraska  Medical  Journal 


EDITOR  — 

BENJAMIN  R.  GELBER,  M.D. 


VOL,  74.  NO.  4 


Neurological  Surgery 
2221  So.  17th  St.,  Suite  310 


Lincoln,  NE  68502 


EDITORIAL 


ASSOCIATE  EDITOR 
Scott  P Liggett.  M D,.  Lincoln 

EDITORIAL  BOARD 
James  0 Armitage,  MD.  Omaha 
Rodney  SW  Basler,  M D,,  Lincoln 
Jehangir  B Bastani,  M D..  Lincoln 
John  H Casey,  M D,  Lincoln 
Paul  E Collicott,  M D . Lincoln 
John  F Connolly,  MD,  Omaha 
Douglass  Decker,  Jr,  M D,,  Lincoln 
Alan  D Forker.  M D , Lincoln 
Deepak  M Gangahar,  M D , Lincoln 
Robert  W Gillespie,  M D,,  Lincoln 
Stephen  R,  Grenier,  M D,,  Lincoln 
Bruce  D Gutnik,  M D , Omaha 
Edward  A,  Holyoke.  Jr,  M D„  Ogallala 
Sushil  S Lacy,  M D,  Lincoln 
Hal  K Mardis.  M D , Omaha 
Gilles  R,  G Monif,  MD.  Omaha 
Walter  J O' Donohue,  MD.  Omaha 
William  F Rayburn,  M D.,  Omaha 
John  L Reed,  M D,,  Lincoln 
Kenton  L Shatter,  M D,,  Kearney 
Harlan  C,  Shriner.  Jr,  MD,  Lincoln 
Joseph  M Staves,  M D.,  Lincoln 
Patricia  Cole  Stivrins,  MD,  Lincoln 
Harold  W Thaut,  M D , Beatrice 
Jon  S Thompson,  M D , Omaha 
William  L Vosik,  MD,  Kearney 
Arthur  Weaver  M D,,  Lincoln 
Charles  S Wilson,  MD,  Lincoln 


Wall  Street  Takes  on  Doctors 

Benjamin  R.  Celber,  M.D. 

ORIGINAL  ARTICLES 

Co-Infection  With  Legionella  pneumophila  and 
Pneumocystic  carinii  in  a Patient  with 
Chronic  Lymphocytic  Leukemia 

David  L.  Dworzack,  M.D. 

John  J.  Ferry,  M.D. 

Richard  B.  Clark,  Ph.D. 

Profound  Hypothermia: 

A Case  Report  and  a Review 

Denise  R.  Bogard,  B.S.,  Medical  Student 
Dennis  F.  Landers,  M.D.,  Ph.D. 

Residencies  in  Conflict:  Small  vs.  Large 

Diane  L Kirkle,  CMS 

CLINICAL  DIAGNOSTIC  IMAGING 
Neonatal  Jaundice 

Albert  Halls,  M.D. 

Michael  McCahan,  M.D. 


SUBSCRIPTION  RATE 

Per  Year  L'.S. 

SlK.OO  Per  Year  Foreign  Cou.itrv' 
Single  Copies  -Si. 50  Each 


AUXILIARY 

NEW  MEMBERS 

COMING  MEETINGS 

ANNUAL  SESSION  PROGRAM 


Copyright  1089  Nebraska  Medical  Asso- 
ciation. Information  concerning  reprints  of 
the  articles  in  this  Journal  and  concerning 
obtaining  permission  for  the  repioduction 
of  any  portion  of  this  Joiumal  may  be 
obtained  from  the  Editor. 


APRIL  1989 


71 


. 73 


75 


80 


83 


85 

86 
87 
89 


The  Nebraska  Medical  Journal  does  not 
assume  responsibility  for  statements  made 
or  opinions  expressed  by  the  authors. 
Products  and  services  advertised  are  neith- 
er endorsed  nor  warrantied  by  the  Nebra- 
ska Medical  Association.  The  Nebraska 
Medical  Journal  reserves  the  right  to 
accept  or  reject  advertising  copy. 

Published  monthly  and  Second-Class 
Postage  paid  at  Lincoln.  Nebraska  and  at 
additional  mailing  offices  (ISSN  0091- 
6730) 

Address  all  correspondence  related  to 
subscriptions,  advertising  or  address 
changes  to  William  L.  Schellpeper.  Business 
Manager.  1512  FirsTier  Bank  Building. 
Lincola  Nebraska  68508.  Phone  (402) 
474-4472. 


COVER  PHOTO 

“SPRINGTIME  IN  NEBRASKA" 


Randy  Hampton,  Lincoln,  Nebraska 


April  1989  Nebraska  Medical  Journal 


5-A 


'Nizatidine 


Convehience  Pak  is  available  at  rio  extra  cost 


Etii^lly  and  Company 

~ Iniimapolis,  Indiana 


NZ-2907-B-948310  ® IMS.  EU  UUY  AND  COMBUn 


Additional  information  available  to  the 
profession  on  request 


AXID^ 


Brief  Summary 

Con&uft  the  package  literature  for  complete  information. 

Indications  and  Usage:  Axid  is  indicated  tor  up  to  eight  weeks  tor  the  treatment  of 
active  duodenal  ulcer  In  most  pabents,  the  ulcer  will  heal  within  four  weeks 
And  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  And  for  longer  than  one  year  are  not  known 
Contraindication:  And  is  contraindicated  tn  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  m patients  with  hypersensitivity  to  other 
H?-receptor  antagonists 

Precautions:  Genera/  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  die  presence  of  gastiK  m^ignancy 

2 Because  nizatidine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  m patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  m patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients  with  nonnal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
IS  similar  to  that  in  nonnal  subjects 

Labmtory  Tests  - False-positive  tests  for  urobilinogen  with  Multisto*  may 
occur  dunng  therapy  with  nizatidine 

Drug  InterdcOons  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocame.  phenytoin.  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3.900  mg)  of  aspinn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine.  1 ^ mg  b i d . was 
administered  concurrentfy 

Caranogenesis.  Mutagenesis,  impajrweni  o!  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  60  times  the 
reconvnended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  m the  density  of  enteiochromaffin-like 
(ECL)  cells  m the  gastnc  oxyntic  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  m the  high-dose  males  as  compart  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  mgTigrday.  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histonca)  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  humai<  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatai  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg^g/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Betted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  ^ite  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enla^ement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  mere  are.  however  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  justifies  the  potential  nsk  to  the 
fetus 

Nursing  Mothers  ~ Studies  conducted  m lactating  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentiations  Caution  should  be  exercised  when  adminis- 
tenng  nizatidine  to  a nursing  mother 

PeiJiatnc  Use  - Safety  and  effectiveness  m children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rales  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  ^mormalities  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly  patients  may  have 
reduced  r^a)  function 

Adverse  Reactions;  Clinical  tnals  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  tnals 
included  over  1 .900  patients  given  nuatidine  and  over  i .3CK)  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0 2%).  urticana  (0  5%  vs  < 0 01%).  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

H^hc  - Hepatocellular  injury  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST],  S(SPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  in  some  cases,  there  was  marked 
elevation  of  SCOT  SuPT  enzymes  (greater  than  500  lU/L)  and.  in  a single  instance. 
S(3PT  was  greater  than  2.0CKJ  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantfy  differ  from  the  rate  of  liver  enzyme  abnormalities  m placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axrd  and  in 
Ihree  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  ~ Clmical  pharmacology  studies  arid  contmlled  clinical  tnals  showed 
no  evidence  of  antiandrogemc  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  vras 
treated  with  Axid  and  another  Hrreceptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweating  and  urticana  were  reported  significantly  more  fre- 
quently in  niz^dine-  than  in  placebo- treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

HypersensitJVfty  - As  with  other  Hrreceptor  an^gonists.  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity  in  this  class  of  compounds  has  been  observ^.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  tiiese  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 


eal  edema,  rash,  and  eosinophiiiai  have  been  reported 

er  - Hyperuncemia  unassociateo  with  gout  or  nephrolithiasis  was  reported 


Eosmophilia.  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  mzatidme  have  exhibited 
cholinergic -type  effects,  including  lacnmation.  salivation,  emesis,  miosis,  and 


diarrhea  Single  oral  doses  of  800  m^g  in  dogs  and  of  i .200  mg/kg  in  monk 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  ; 


were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treadnent  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  momtonng  and  supportive  therapy  Renal  dialysis  for 
four  to  SR  hours  increased  plasma  clearance 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = lOOy 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  paUent  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 
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Crisis  in  black  and  whitn 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Gerry  Smeader 

Suite  114,  Gorporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 
8880  Ward  Parkway.  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 
James  E.  Strain.  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village.  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria.  VA  22.314 

American  Academy  of  Ophthalmology 
Mel  Rubin.  M.D..  President 
655  Beach  Street.  P.O.  Box  7424 
San  Francisco.  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  Teal.  Executive  Secretary 
P.O.  Box  3190.  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409-12th  St..  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 

4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive.  Reston,  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert.  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  \5ce  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 
■Mr.  Glenn  \V.  Johnson.  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich.  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

.\merican  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  V’ice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington.  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher.  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke.  C.A.E.,  President 

1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago.  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Calvin  M.  Oba,  M.D..  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 

633  S.  Washington  St..  Alexandria,  VA  22314 

Radiological  Society  of  North  America 
Malcolm  D.  Jones.  M.D.,  President 
1415  W.  22nd  St..  Oak  Brook.  IL  60521 
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EXPERIENCE  THE  MOMENT: 


The  Inaugural  Banquet 


Richard  A.  Raymond,  M.D. 


The  installation  of  Richard  A.  Raymond, 
M.D.  as  President  of  the  Nebraska  Medical 
Association. 

All  physicians  and  spouses  are  cordially 
invited  to  attend.  Following  the  dinner  and 
ceremony,  the  Lincoln  Ensemble  Theater 
will  present  “A  Shot  Rang  Out”. 


Saturday,  April  29 
7:00  p.m. 

The  Cornhusker  Hotel 
Lincoln,  NE 


An  Uncommon 
Opportunity 

PRIME  HEALTH,  a nationally  prominent  HMO 
in  Kansas  City,  has  immediate  openings  for 
PHYSICIANS  in  the  areas  of  OB/GYN,  ophthal- 
mology and  orthopedic  surgery,  and  future 
openings  for  physicians  in  the  areas  of  internal 
medicine,  family  practice,  psychiatry  and  pedi- 
atrics. We’ve  spent  11  years  perfecting  a health 
care  delivery  system  that  provides  attractive 
suburban  practice  locations  and  ample  support  to 
allow  a lifestyle  free  from  many  of  the  hassles 
found  in  fee-for-service  practice.  Please  submit 
your  CV  to:  Martha  Goodall,  Human  Resources, 
6801  E.  117th  St.,  Kansas  City,  Mo.  64134,  816- 
765-6200.  Equal  Opportunity  Employer. 


PrimeHealth, 


AMA  NEWS  NOTES 

No  Medicare  Beneficiary  or  third  party 
should  be  notified  of  a pro  "Quality  Denial" 
until  the  physician  exercises  an  opportunity 
for  reconsideration,  AMA  said  in  conveying  its 
detailed  comments  to  HCFA  on  the  proposed 
rule  setting  forth  conditions  under  which 
PROs  could  deny  payment  for  services  that 
do  not  meet  professionally  recognized  stand- 
ards of  care.  Provisions  contained  in  the  final 
rule  will  implement  a section  of  the  1985 
COBRA  law  applicable  only  to  hospital  in- 
patient services  and  also  a section  of  OBRA- 
1986  that  authorizes  PROs  to  review  benefi- 
ciary complaints  about  quality  of  services 
furnished  by  hospitals,  home  health  agencies, 
SNFs  and  HMOs.  AMA  strongly  recommended 
that  an  expedited  reconsideration  process  be 
established  on  quality  denials  and  that  this 
reconsideration  be  made  by  a specialist  in  the 
same  field  as  the  physician  whose  services  are 
being  reviewed.  ".  . . prematurely  notifying 
beneficiaries  of  quality  denials  could  have  the 
unintended  effect  of  undermining  the  PRO 
program  and  would  likely  result  in  a deteriora- 
tion in  the  often-strained  relationship  between 
PROs  and  the  medical  community,"  AMA 
stated. 

(continued  on  page  10-A) 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in; 
Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


FA.MILV  PRACTICE  SKILL 

Conirolling  Epistaxis 

CLIMC.\L  .\RT1CLES 

l|mti  Oruji  Therapy  for  Manu 

Illness 

Therapeutic  Guidelines  for  I’se  of  Nonsteroidal 

2 Antiinflammatory  Drugs  for  RheumaiU  Disorders; 
Salicylates 

KEEPl.NCi  Cl'RRH.NT 

D<k*s  a Definite  Diagnosis 

Can  Ol>ese  Tv|K*  11  Diabetic 

Help  Patients  CJet  Better? 

Kiiienis  L'se  Fruc  tost-  as  a 

St  reening  tor  Liver  .Metasia.ses 

S>»eetener? 

Significance  of  Elevated 

<'omparison  of  Diagnostic 

Erv  throcyte  Sedimentation  Rates 
Giucose  Tolerance  and 

Tests  for  Evaluating 
Dementia 

Pregnancy  Complications 

f^>  (hiatrit  Keac  tions  Caused 

.Among  Nondial>etic  Women 

b>  Lidocaine  Tositity 

CIMIX.STIVE  INDEX 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla,  Omaha.  Counties:  Douglas, 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs, 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope.  Cedar, 
Cuming.  Dakota,  Dixon,  Knox.  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone, 
Burt.  Colfax.  Dodge,  Merrick,  Nance, 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D.,  Seward.  Counties:  Butler. 
Hamilton,  Polk.  Saunders.  Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbury.  Counties:  Clay.  Fillmore. 
Jefferson,  Nuckolls.  Saline,  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitsch.  M.D.,  O’Neill.  Counties:  Boyd. 
Brown,  Cherry.  Holt,  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo, 
Custer.  Dawson,  Garfield,  Grant.  Greeley. 
Hall,  Hooker.  Howard,  Loup.  Sherman, 
Thomas.  Valley.  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico. 
M.D..  Hastings.  Counties;  Adams.  Chase, 
Dundy.  Franklin.  Frontier.  Furnas, 
Gosper.  Harlan.  Hayes.  Hitchcock, 
Kearney.  Phelps.  Red  Willow.  Webster 
Eleventh  District:  Councilor:  Ronald  L. 
Asher,  M.D.,  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden.  Keith,  Lincoln, 
Logan.  McPherson,  Perkin^. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson,  Alliance.  Counties:  Banner, 
Box.  Butte.  Cheyenne.  Dawes.  Kimball, 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


.\dam.s 

Antelope- Pierce 

Box  Butte 

Buffalo  . 

Butler 

Cass 

Cheyenne- Kimball*  Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy  

Saunders  

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


Richard  French.  Hastings Robert  .Anderson.  Hastings 

- Kenneth  Peters,  Plainview David  Johnson.  Osmond 

. Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

Gerald  Jensen.  Kearney.  . . George  Bascom.  Kearney 

. Mark  Carlson,  David  City Jack  Kaufmann,  David  City 

. R R Andersen,  Nehawka Glen  K.  Knosp,  Elmwood 

. James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

. Thomas  Tibbies,  West  Point Gordon  Moshman.  West  Point 

. Loren  Jacobsea  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

. Dean  Bloch,  Arlington W.  B.  Eaton,  Fremont 

. Willis  L.  Wisemaa  Wayne Robert  Benthack.  Wayne 

Tom  Martin,  Ord Otis  Miller.  Ord 

. Donald  Weldon,  Beatrice Louis  J.  Gogela.  Jr.,  Beatrice 

. John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

. Mike  Sullivan.  Aurora John  Wilcox,  Aurora 

. Melvin  Campbell,  Ainsworth 

. Gordon  O.  Johnsoa  Fairbury R A.  Blatny.  Fairbury 

. Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

. D.  M.  Laflaa  Creighton D.  J.  Nagengast,  Bloomfield 

. Robert  G.  Osborne.  Lincoln Prentiss  Dettmaa  Lincoln 

. Timothy  O'Holleraa  North  Platte Jeff  Brittan.  North  Platte 

. Otto  Wullschleger.  Norfolk Michael  Murphy.  Norfolk 

. Muriel  Frank,  Omaha F.  F.  Paustiaa  Omaha 

. Steffan  Lacy.  Norfolk Michael  Murphy.  Norfolk 

. Edward  Metz.  Crawford R.  H.  Rasmussen.  Chadron 

. Dean  R-  Thomson.  Nebraska  City Paul  R.  Madison.  Nebraska  City 

. Arthur  Liebentritt.  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete 

. Fred  Gawecki.  Omaha Barbara  Heywood,  Papillion 

. L M.  French.  Wahoo John  E.  Hansen.  Jr.  Wahoo 

. Vonn  Roberts.  Scottsbluff A J.  Magana,  Scottsbluff 

. Van  E Vahle.  Seward  Roger  H.  Meyer.  Ctica 

. Jeff  Hollis.  Geneva Chas.  F.  .Ashby.  Geneva 

. Gary  Ensz,  Auburn George  V'oigtlander.  Pawnee  City 

. David  A.  Allerheiligen,  McCook E.  C.  Beyer,  McCook 

. Priscilla  Ruhe,  Blair Hans  Rath,  Omaha 

. Darroll  Loschea  York Harold  Nordlund,  York 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  durabon.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''  ■3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^'3,4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks,  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al,,  New  England  Journal  of  Medi- 
cine:  1 221 . November  12 , 1 981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85, 

3.  Weekly  Urological  Clinical  letter.  27:2,  July  4, 

1983. 

4.  A.  Morales  etal..  The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


AMA  NEWS  NOTES 

(continued  from  page  8-A) 

PROs  also  should  be  required  to  consult 
with  area  providers  and  practitioners,  includ- 
ing state  medical  societies  in  developing 
criteria  for  quality  denials,  AMA  said.  Such  a 
requirement  should  assure  that  the  criteria 
established  reflect  the  views  of  actively  prac- 
ticing physicians  in  the  PRO  area  and  would 
make  the  proposed  rule  consistent  with  the 
third  PRO  Scope  of  Work. 


Government  has  an  unavoidable  responsi- 
bility to  see  that  the  health  care  needs  of  the 
unprotected  poor  are  met  and  should  immed- 
iately set  about  the  task  of  restructuring  the 
Medicaid  program  to  satisfy  this  responsibility, 
two  spokespersons  for  the  Health  Policy 
Agenda  (HPA)  told  members  of  the  Sub- 
committee on  Health  and  Environment  of  the 
House  Committee  on  Energy  and  Commerce. 
Testifying  for  the  HPA,  a national  coalition  of  172 
groups  representing  health  care  providers, 
business,  labor,  insurers,  consumers  and  others, 
were  James  R.  Tallon,  Jr.,  Majority  Leader  of 
the  New  York  State  Assembly  and  Chairman 
of  the  HPA's  Ad  Hoc  Committee  on  Medicaid 
which  last  month  unveiled  its  eight-point 
proposal,  "Including  the  Poor,"  calling  for 
Medicaid  reform,  and  Kenneth  E.  Tharpe, 
Ph.D.,  Director  of  the  Program  on  Healthcare 
Financing  and  Insurance  and  Assistant  Pro- 
fessor of  Economics  at  the  Harvard  U.  School 
of  Public  Health.  The  HPA  recommends 
restructuring  Medicaid  so  that  it  is  governed 
by  national  standards  for  eligibility  rules, 
benefits  and  reimbursement  rates.  Imple- 
menting all  phases  of  the  comprehensive 
proposal  could  be  accomplished  at  an  annual 
cost  of  $1  3.2  billion. 

"By  any  reasonable  standard,  Medicaid  fails 
to  meet  the  needs  of  a significant  part  of  the 
population  it  was  intended  to  serve,"  Tallon 
stressed  at  the  Subcommittee  hearings  ex- 
ploring approac  hes  for  improving  and  expand- 
ing health  itisurance  coverage.  Approximately 
1 1 million  Americans  living  on  incomes  below 
the  federal  poverty  level  presently  are  ineligible 
for  Medicaid  and  another  6.8  million  below 
the  poverty  line  either  obtain  their  own 
limited  coverage  on  marginal  incomes  or  have 
coverage  through  employment.  Tallon  pointed 

(continued  on  page  1 2-A) 
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Lincoln,  NE  • 402/476-9322 


AMA  NEWS  NOTES 

(continued  from  page  10-A) 

out  that  32  states  set  the  Medicaid  threshold 
at  less  than  half  the  poverty  line.  An  unfortun- 
ate byproduct  of  this  is  that  the  ineligible  are 
compelled  to  seek  primary  care  in  expensive 
emergency  room  settings,  in  facilities  (steadily 
declining  in  number)  which  provide  free  or 
discounted  care  or  they  don't  seek  care  at  all. 

Medicaid  reimbursement  is  so  low  in  many 
states  that  physicians  are  paid  less  than  the 
cost  of  treating  patients,  a fact  that  makes 
many  members  of  the  profession  reluctant  to 
accept  Medicaid  patients  frequently,  Tallon 
said.  In  New  York,  he  said,  roughly  half  of  the 
physicians  don't  regularly  participate  in  Med- 
icaid. Nationally,  the  figure  is  25%.  As  an 
example  of  the  disparity  between  normal  and 
Medicaid  reimbursement,  Tallon  said  the 
average  payment  for  obstetrical  care  in  the 
private  sector  is  53,440,  but  that  the  national 
average  for  Medicaid  reimbursement  is  only 
51,310.  If  HPA's  plan  for  expansion  of  Medicaid 
coverage  was  implemented  Dr.  Tharpe  said, 
the  poor  in  southern  states  would  be  the 
greatest  beneficiaries,  accounting  for  nearly 
half  of  the  new  enrollees.  By  contrast  the 
northeastern  states  would  account  for  1 1 % of 
the  newly  insured  poor. 

* * * 

An  AHA  Argument  that  two-thirds  of  the 
nation's  hospitals  will  lose  money  on  Medicare 
patients  in  1 989  drew  a sharp  rebuke  recently 
from  Rep.  Fortney  (Pete)  Stark  (D-CA),  Chairman 
of  the  Health  Subcommittee  of  the  House  Ways 
and  Means  Committee,  at  budget  hearings  on 
Medicare.  Rep  Stark  blamed  the  Medicare 
economic  woes  on  the  failure  of  hospitals  to 
"bring  their  costs  under  control,"  rather  than 
the  federal  formula  for  Medicare  reimburse- 
ment. The  AHA's  pleas  for  a one-year  mora- 
torium on  any  further  Medicare  cuts  in 
hospital  payments  are  "clearly  irresponsible," 
the  outspoken  Stark  said.  About  200  members 
of  Congress  have  supported  an  AHA-initiated 
resolution  opposing  any  further  reductions  in 
Medicare  payments  to  hospitals.  The  AMA, 
which  was  not  invited  to  the  hearings,  was 
unable  to  support  AHA's  position  because  of 
the  obvious  adverse  implications  that  any  cuts 
in  Medicare  Part  A outlays  could  have  upon 
Medicare  Part  B expenditures. 

* * 3jt 


ARAFATE* 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  seventy  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAEATE  to  after  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  feft  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnartcy.  Teratogenic  effects.  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  3ution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  tnals  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference; 

1 . Eliakim  R Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987;9(4):395-399. 
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Carafete"  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^^^^^®users  to  become 
prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate;  . therapy  for  the  ulcer-prone  patient. 


CAFAD276 


Unique,  nonsystemic 


G 


ARAFATE 

sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 


0160N8 


I out  of  2 teens  in  America  has  taken  drugs 
1 out  of  2 parents  doesn’t  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the  > 

Sanchezes  think  it’s  your  kid. 

Maybe  it  is  yo\ir  kid. 

Find  out.  Thlk  to  yoirr  kids.  Ttell  ’em 
the  dangers  of  drugs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff. 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Ihke  a Bite 
out  of  Crime. 


A message  Ipom  the  Crime  Prevention  Coalition.  thelJ  S Department  of  Justice,  and  the  Advertising  Council  * 1988  National  Crime  Prevention  Council 


TAKE  A BITE  OUT  OF 

Mil 
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NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508 


(402)474-4472 


Dear  Colleague; 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the 
distinctive,  unique  Nebraska  Medical  Association  Visa  designed  especially  for  the  Associa- 
tion’s members.  Our  card  has  a benefits  package  felt  to  cover  the  features  desired  by 
physicians. 


By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  Visa 
free  of  an  annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is 
only  $20.  After  looking  at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that 
this  compares  most  favorably  with  other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  been  developing  alternate  sources  of  income  to 
augment  the  operational  funds  derived  from  dues.  Use  of  this  card  will,  at  no 
additional  cost  to  members,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining 
dues  at  the  lowest  level  possible. 


We  hope  that  you  will  take  advantage  of  this  offer  that 
provides  extended  benefits  to  you.  Simply  complete  the 
brief  application  on  the  reverse  side  of  this  letter  and 
return  to  FirsTier  Bank,  National  Association,  Lincoln, 
Nebraska. 


Sincerely, 


Donald  J.  Pavelka,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Card  Center,  P.  O.  Box  81068,  Lincoln,  Nebraska  68501 


BOARD  OF  DIRECTORS 

DONALD  J.  PAVELKA,  M.D.,  President/RICHARD  A.  RAYMOND,  M.D.,  President-Elect 
ROBERT  F.  SHAPIRO,  M.D.,  Secretary-Treasurer 
L.  DWIGHT  CHERRY,  M.D. 

STANLEY  M.  TRUHLSEN,  M.D. /PAUL  E.  COLLICOTT,  M.D./DARROLL  J.  LOSCHEN.  M.D. 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D. /DAVID  R.  LITTLE,  M.D./C.  T.  FRERICHS,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 
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The  Nebraska  Medical  Association,  in  cooperation  with 

P'irsTier  Bank  Lincoln,  is  proud  to  offer  a Visa  card 

with  an  added  benefits  package  designed  specifically  to 

meet  our  members’  needs. 

Our  benefits  package  includes: 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 

• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  Visa, 
MasterCard  or  Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit 
line. 


• Additional  cards  for  immediate  family  members  at  nc| 
cost. 

• Billing  date  selected  by  the  member. 

• Toll-free  customer  service  and  lost/stolen  phone 
numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account  you 
designate. 

• Emergency  card  replacement  if  your  card  is 
lost  stolen. 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 


PLUS,  a special  credit  card  protection  package. 


CH  I accept!  Complete  this  form  and  return. 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


I«W  Nam*'  1 Plea'^'  F’nnl  l 


Social  Se<  untv  No 


I)ate  of  Birth 


Telephone  No 
( ) 


Street  .Address 


Zip 


Presrnl  Emphiyer 

Yrs 

Mo  Salary 

Income  from  alimony,  child  supp*»rt.  or  separate  maintenance  payments  need  not  he  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  chwise  to  have  it  considered  by  us  as  a baMs  for  repayment 

Bank  with  Checking 

City 

Account  No 

Bank  with  Savings 

City 

c* 

COMPLETE  THIS  PORTION  IF: 

You  are  applying  for 

Yon  are  relying  on  the  income  or  assets  of 

a .Joint  Account. 

another  person  as  basis  for  repayment  of  the  credit  extended. 

l-tvt  Name  1 Pleas**  Pnnt) 


Social  Secunty  No 


Date  of  Birth 


f’res«*ni  Emph«yer 


Businevs  Addres-s.  City,  State 


Business  Telephone 
( ) 


Position 

Yrv  Mo 

Mo  Salary 

Income  from  alimony,  child  supjjort  or  separate  maintenance  payments  need  not  he  revealed 

Source  of  Other  Income 

Amollni 

L 

if  you  do  n«)t  choose  t<>  have  it  i onsidered  hy  us  a.s  a ha.sis  f«»r  repayment 

TRITH  IN  LENDING  ACT  DISCLOSURES: 

1.  There  are  costs  associated  with  the  use  of  credit  cards. 

2.  The  applicant  may  contact  FirsTier  Bank.  National  Association,  to  request  disclosure  of  specific  information  of  such  costs  b>  calling  1-800-228-9145  outside  Nebraska 
or  1-800-742-0107  in  Nebraska,  or  by  writing  Lincoln  Visa-.MasterCard  Service  Center,  P.O.  Box  81068.  Lincoln.  Nebraska  68501,  Attention:  Manager. 


To  FIRSTIER  BANK.  NATIONAL  ASSOd.ATION 

Ever>'lhmg  that  I have  stated  in  this  application  is  correct  to  the  be>t  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  us  approved  You  are  authon 
ed  to  check  my  credit  and  employment  histor>'  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  approved.  I will  be  bound  by  all  the  terms  and  conditions  of  the  Visa-MasterCard  Agreement  that  will  be  sent  to  me  by  mail  Any  use  of  my  Visa- 
MasteK'ard  will  be  an  acceptance  of  the  Visa  Mastert'ard  Agreement  and  all  its  terms  and  conditions 


Applicant's  Signature  Date  Other  Signature  (where  applicable)  Date 

AC AP CL CS PL RC CB APP 


Flea.se  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


RBRVS:  Physician  Reimbursement  of  the  Future? 


Bring  yourself  up  to  date  on  the  issue  which  may 
have  a significant  impact  on  you  and  your 
practice. 


Jerald  R.  Schenken,  M.D.,  member  of  the  AM  A 
Board  of  Trustees,  will  provide  and  update  on 
the  current  status  of  the  Harvard  RBRVS  and 
his  insight  on  what  can  be  expected  in  the 
future. 


Sunday,  April  30 
12:00  noon  - 1:30  p.m. 

The  Cornhusker  Hotel 
Lincoln,  NE 


Jerald  R.  Schenken,  M.D. 


AMA  NEWS  NOTES 


Astronaut  David  C Hilmers  carried  a bronzed 
medal  from  the  AMA  when  he  flew  on  the 
space  shuttle  Discovery  in  October,  1 988.  The 
medal,  designed  specifically  for  the  flight, 
depicts  the  Association's  logo  on  one  side  and 
the  date  of  the  flight  and  a reproduction  of  the 
spacecraft  on  the  other.  Hilmers,  the  brother- 
in-law  of  Jack  Hotaling,  Division  of  Membership, 
was  one  of  five  astronauts  on  the  flight,  the 
first  since  the  Challenger  tragedy. 

Hilmers  says  astronauts  are  limited  to  10  or 
15  items  they  can  take  into  space  for 
individuals  or  organizations. 

NASA  provided  the  AMA  with  a flag  that  was 
flown  on  the  flight  as  well  as  an  embroidered 
patch  from  the  crew  uniforms.  The  patch, 
designed  specifically  for  the  flight,  lists  the 
names  of  the  Discovery  astronauts  and  pictures 
the  stars  in  the  Big  Dipper,  representing  those 
who  died  on  the  Challenger. 

These  items,  along  with  the  medal,  were 
framed  and  presented  to  AMA  President 


James  E.  Davis,  MD,  and  Board  of  Trustees 
Chairman  John  J.  Ring,  MD,  at  the  Board's 
February  meeting. 

The  collage  will  hang  in  the  lobby  of  the 
headquarters  building  in  Chicago. 

* * * 

The  physician  information  in  the  AMA's 
Market  Area  Profiles  (MAP)  has  recently  been 
expanded.  The  new  two-page  Physician  Report 
doubles  the  number  of  specialty/subspecialty 
groupings  for  physicians. 

The  report  describes  the  MDs  located  in  the 
user's  area  by  age,  professional  activity,  board 
certification  but  now  classifies  them  into  one 
of  70  specialty/subspecialty  groupings.  This 
database  includes  information,  updated  on  an 
annual  basis,  on  all  licensed  physicians  (both 
AMA  members  and  non-members)  and  is 
available  for  all  Zl  P codes,  cities,  and  counties. 

MAP  is  designed  to  help  physicians  analyze 
(continued  on  page  23-A) 
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EDITORIAL 


Wall  Street  Takes  On  Doctors 

BENJAMIN  R.  GELBER,  M.D. 


The  Wall  Street  Journal  recently  had  two 
front  page  articles  describing  kickback  schemes 
and  conflict  of  interest  among  physicians  and 
hospitals  (Feb.  27  and  28,  1 989).  For  the  most 
part,  the  examples  they  used  show  that  such 
impropriety  occurs  even  in  the  medical  pro- 
fession. However,  the  articles  imply  that  such 
practices  are  very  common,  and  that  just  isn't 
true.  The  commentary  also  unfairly  suggested 
certain  traditional  and  respectable  physician- 
hospital  arrangements  were  unethical.  Since 
the  articles  were  published  just  before  Repre- 
sentative Stark's  Congressional  committee 
hearings  on  the  subject,  it  appears  that  the 
Wall  Street  journal  was  interested  in  more 
than  objective  news  reporting. 

It  was  surprising  to  see  the  Wall  Street 
journal  calling  for  Congressional  scrutiny  and 
increased  government  regulation  of  physician 
business  practices.  The  Wall  Street  journal  has. 
generally  been  a conservative  supporter  of  rela- 
tively unregulated  free  markets,  and  has 
supported  economic  policies  that  encourage 
investment,  entrepreneurship  and  innovation. 
These  two  articles  were  a sharp  swing  to  the 
left,  and  made  me  wonder  if  I wasn't  really 
reading  the  New  York  Times. 

Their  reporters  and  editors  don't  realize  that 
most  physicians  are  small  businessmen.  Private 
practitioners  have  the  most  in  common  with 
other  businesses,  of  course.  They  have  to 
meet  payrolls,  keep  books,  encourage  referrals, 
and  keep  the  customers,  both  patients  and 
referring  physicians,  satisfied.  But  even  full- 
time faculty  must  rely  on  additional  practice 
income  in  these  days  of  reduced  government 
funding.  They  use  this  income  to  support  their 
departmental  activities,  which  may  range  from 
liability  insurance  coverage  to  research,  so 
they  are  small  businessmen  too.  Some  major 
academic  medical  centers  have  their  own 
HMO's,  and  they  need  to  be  operated  on  a 
sound  financial  basis,  so  their  salaried  physicians 
have  a major  interest  in  the  proper  manage- 
ment of  the  business  side  of  the  operation. 


But  we  physicians  are  different  from  the  usual 
small  businessman.  The  automobile  dealer 
only  sells  a Cadillac  to  someone  who  can  pay 
for  it.  Most  physicians  still  offer  their  skills  to 
anyone  seeking  them,  and  don't  ration  care 
based  on  ability  to  pay,  but  rather  on  the  basis 
of  medical  necessity. 

The  journal  implied  that  it  is  unethical  for  a 
hospital  to  offer  a physician  money  in  exchange 
for  patients.  Does  that  mean  it  is  unethical  for 
a rural  community  to  offer  reduced  office  rent 
and  a first  year  salary  guarantee  to  attract  a 
new  physician?  Even  larger  hospitals  may  do 
this  to  attract  needed  specialists.  I suppose 
they  don't  have  that  problem  on  Wall  Street. 
Is  it  unethical  for  hospital  or  physicians  to  buy 
an  expensive  piece  of  equipment  which 
benefits  patients  and  the  community,  but  also 
benefits  the  hospital  and  its  physicians  by 
expanding  the  scope  of  their  practice,  increas- 
ing their  income?  Normally  that  is  called  a 
wise  investment,  but  the  Wall  Street  journal 
evidently  looks  at  Medicine  differently  from 
Business. 

Both  the  Federal  government  and  the  Wall 
Street  journal  (politics  makes  strange  bed- 
fellows) agree  that  it  is  unethical  for  physicians 
to  invest  in  a facility  to  which  they  might  refer 
patients.  Where  do  they  think  we  are  going  to 
get  venture  capital  for  such  things  as  Magnetic 
Resonance  Scanners,  CT  scanners,  Lithotriptors 
and  other  expensive  items.  The  Federal 
government  has  removed  its  allowance  for 
major  capital  expenditures  from  the  Medicare 
program,  and  the  states  put  roadblocks  in  the 
way  with  Certificate  of  Need  laws.  Is  Donald 
Trump  going  to  put  up  the  money  for  a 
Magnetic  Resonance  Scanner  for  outstate 
Nebraska?  Physicians  and  hospitals  are  the 
only  remaining  source.  They  are  in  a unique 
position  to  assess  whether  the  new  expensive 
technology  will  be  useful  for  their  patients  so 
they  can  make  a reasonable  assessment  of  the 
risk  and  return.  It's  a real  surprise  to  see  the 
Wall  Street  journal  take  the  position  that  it  is 
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unethical  for  physicians  and  hospitals  to 
realize  a fair  return  on  their  investment.  On 
the  other  hand,  the  Federal  government's 
attitude  doesn't  surprise  me  even  though  a 
profitable  private  medical  facility  pays  taxes 
and  thus  increases  government  revenue. 

The  article  left  out  one  very  important  type 
of  physician  conflict  of  interest.  Some  practice 
arrangements,  generally  HMO's,  use  a gate- 
keeper scheme,  in  which  the  physicians  are 
financially  at  risk  for  the  care  of  their  patients. 
Although  this  is  usually  a good  faith  incentive 


to  keep  costs  under  control,  this  system 
unavoidably  places  the  financial  interests  of 
the  physician  at  odds  with  the  needs  of 
patients.  Similarly,  the  DRC  system  places  the 
financial  health  of  the  Hospital  at  odds  with 
patient  demands.  These  techniques  have 
been  very  successful  at  promoting  efficient 
use  of  our  resources,  and  need  not  be 
abandoned,  but  they  represent  conflict  of 
interest  nonetheless.  I suppose  Rep.  Stark  and 
the  Wall  Street  Journal  will  vilify  us  next  for 
this,  conveniently  forgetting  that  it  wasn't 
Medicine's  idea. 
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ORIGINAL  ARTICLE 


Co-Infection  With  Legionella  pneumophila  and  Pneumocystic  carinii 
in  a Patient  with  Chronic  Lymphocytic  Leukemia 

DAVID  L DWORZACK,  M.D.*  JOHN  J.  FERRY,  M.D.  RICHARD  B.  CLARK,  Ph.D. 

The  Departments  of  Internal  Medicine  and  Medical  Microbiology 
Creighton  University  School  of  Medicine 
and  St  Joseph  Hospital  Omaha,  Nebraska 


INTRODUCTION 

IEGIONELLA  pneumophila  and 
Pneumocystis  carinii  number 
■ among  the  many  opportunistic 
pathogens  which  infect  immunocompromised 
patients.  Both  microorganisms  have  been 
reported  to  cause  pneumonia  in  patients  with 
hematologic  malignancies,  solid  tumors,  organ 
transplants,  as  well  as  those  receiving  corti- 
costeroids and  other  immunosuppressive 
agents^  ^ However,  concurrent  infection  by 
two  or  more  opportunistic  agents  is  unusual 
except  for  patients  with  the  acquired  immune 
deficiency  syndrome  (AIDS)^.  This  case  report 
describes  a patient  with  chronic  lymphocytic 
leukemia  (CLL)  who  developed  simultaneous 
Legionnaires'  disease  and  P.  carinii  pneumonia. 

CASE  REPORT 

A 72-year-old  male  was  brought  to  the 
hospital  by  his  family  because  of  recurrent 
fever,  dyspnea,  and  fatigue.  Other  complaints 
included  weight  loss  of  approximately  twenty 
pounds  over  the  past  three  to  four  months, 
and  sore  throat  for  approximately  two  months. 
The  patient  had  a history  of  CLL  for  several 
years  which  had  been  treated  with  cortico- 
steroids. Medications  on  admission  included 
allopurinol,  hydrochlorothiazide,  timolol,  and 
theophylline.  He  had  also  taken  prednisone 
40  mg/d  for  the  past  six  months.  Physical 
examination  revealed  a temperature  of  38.9°C 
(102°  F),  a pulse  of  124  beats  per  minute,  a 
respiratory  rate  of  28  per  minute,  and  a blood 
pressure  of  1 32/84  mm/Hg.  The  mouth  was 
dry  with  some  mild  oropharyngeal  erythema. 
Coarse  bibasilar  rales  were  present.  The 
spleen  and  liver  were  not  enlarged  and  no 
adenopathy  was  appreciated.  There  was  con- 
siderable perianal  maceration  of  the  skin. 
There  was  a large,  reducible  right  inguinal 
hernia.  There  was  1 + edema  of  the  feet 
bilaterally.  There  were  no  neurological  ab- 
normalities. Initial  laboratory  studies  included: 
hemoglobin,  10.8  g/dL  (108  g/L);  white  blood 
cell  count,  66  900/mm\’  with  2%  segmented 


neutrophils  and  98%  mature  lymphocytes; 
platelets  121  000/mrn*;  and  urinalysis,  50 
WBC/I  pf  with  budding  yeast.  A sputum  gram 
stain  revealed  moderate  polymorphonuclear 
leukocytes  and  round  cells,  with  mixed  flora. 
The  culture  grew  Staphylococcus  aureus. 
Admission  arterial  blood  gases  were:  pH 
7.58,  PO2  42,  pCO^  28,  85%  saturation.  A chest 
roentgenogram  revealed  an  infiltrate  in  the 
right  cardiophrenic  area.  The  patient  was 
initially  treated  with  nafcillin,  nasal  oxygen, 
and  chest  physiotherapy.  Shortfy  after  ad- 
mission, he  began  to  develop  candidal  lesions 
on  the  palate  which  were  treated  with  oral 
nystatin  suspension.  After  initial  clinical  im- 
provement, the  patient  again  developed  fever 
and  became  increasingly  confused.  Hypoxia 
worsened,  leading  to  orotracheal  intubation.  A 
repeat  chest  roentgenogram  revealed  new 
infiltrates  in  both  lower  lung  fields.  Broncho- 
scopic  washings,  performed  on  the  eleventh 
hospital  day,  revealed  the  characteristic  re- 
fractile  cysts  of  P.  carinii  on  Giemsa  and 
methenamine  silver  staining.  Direct  immuno- 
fluorescent  staining  (CDC  reagents)  of  this 
material  for  L,  pneumophila  (serogroups  1-6) 
was  strongly  positive  for  serogroup  1.  Culture 
of  bronchoscopic  washings  on  buffered  char- 
coal yeast  extract  agar  grew  a weakly-staining 
gram-negative  bacillus.  This  bacillus  was  pre- 
sumptively identified  as  a Legionella  sp.  on 
the  basis  of  positive  catalase  (weak),  oxidase 
(weak),  and  hippurate  hydrolysis  tests,  to- 
gether with  lack  of  growth  on  sheep  blood 
agar  and  was  definitively  identified  as  L. 
pneumophila  serogroup  1 by  direct  immuno- 
fluorescence. Therapy  was  changed  to  intra- 
venous trimethoprim/sulfa-methoxazole  4 
ampules  (320  mg  trimethoprim)  every  six 
hours  and  erythromycin,  1 .0  g every  six  hours. 
Hypoxia  progressed  despite  the  use  of  venti- 
lator support.  His  subsequent  hospital  course 
was  complicated  by  gastrointestinal  bleeding 
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which  persisted  despite  therapy  with  cimetidine 
and  antacids.  Profuse  diarrhea  also  developed. 
The  stool  assay  for  Clostridium  difficile  toxin 
was  positive,  and  therapy  with  oral  vancomycin 
250  mg  every  six  hours  was  begun.  The 
diarrhea  resolved  on  this  therapy,  although  he 
remained  ventilator-dependent  and  stools 
continued  to  show  occult  blood.  Pulmonary 
infiltrates  persisted  in  both  lung  bases  on 
chest  roentgenogram.  Trimethoprim/sulfame- 
thoxazole and  erythromycin  were  continued 
for  fourteen  days.  On  the  twenty-sixth  hospital 
day,  fever  was  again  noted.  Blood,  tracheal 
secretions,  and  urine  grew  Candida  albicans 
and  intravenous  amphotericin  B was  begun. 
His  course  deteriorated  slowly  over  the  next 
few  days,  with  worsening  hypoxia,  urine 
output,  and  obtundation.  He  expired  on  the 
thirty-fifth  hospital  day. 

Autopsy  findings  included  leukemic  infil- 
trates in  the  kidney,  lung,  and  liver,  diffuse 
necrotizing  pneumonia  with  nodular  aggregates 
of  yeast  seen  in  the  parenchyma,  multiple 
gastric  ulcers  with  fungal  elements  infiltrating 
blood  vessels,  and  necrotic  nodular  areas  in 
both  kidneys  containing  white  blood  cells  and 
fungi.  No  evidence  of  residual  P.  carinii 
(methenamine  silver  stain)  or  L pneumophila 
(indirect  immunofluorescence)  was  found  in 
the  lung  by  culture  or  staining. 

DISCUSSION 

Immunosuppression  and  predisposition  to 
infection  in  this  patient  existed  due  to 
leukemia  was  well  as  corticosteroid  therapy. 
Patients  with  CLL,  like  those  with  other 
hematologic  malignancies,  have  an  increased 
risk  of  infection  which  has  been  estimated  at 
five  times  that  of  a normal  person^.  Pulmonary 
infections  are  especially  prominent  in  all 
leukemic  patients.  Hypogammaglobulinemia 
is  common  in  patients  with  CLL  and  predis- 
poses them  to  infections  with  organisms  that 
depend  on  specific  opsonic  antibody  formation 
for  optimal  clearance,  such  as  Hemophilus 
influenzae  and  Streptococcus  pneumoniae^. 
Pneumonia  caused  by  L pneumophila  also 
occurs  in  immunosuppressed  patients,  al- 
though its  frequency  is  unknown.  It  has  been 
reported  in  patients  with  CLL^’^  and  has  also 
been  reported  to  cause  a higher  incidence  of 
nosocomial  pneumonia  in  patients  receiving 
bone  marrow  transplants  when  compared  to 
the  general  hospital  population^  P.  carinii 
tends  to  be  associated  with  immunodeficient 
states  such  as  Hodgkin's  disease,  AIDS,  acute 


leukemia,  and  renal  or  bone  marrow  trans- 
plantation. Isolated  humoral  immune  defi- 
ciencies are  not  as  closely  associated  with 
protozoan  infections  as  with  bacterial  infec- 
tions, however  patients  who  are  hypogamma- 
globulinemic  may  develop  Pneumocystis 
pneumonia  or  intestinal  giardiasis^”” . 

The  effects  of  corticosteroids  include  de- 
pression of  the  cutaneous  expression  of 
delayed  hypersensitivity,  masking  of  clinical 
signs  of  inflammation,  and  predisposition  to 
infection”.  The  degree  of  immunosuppression 
may  be  dose  dependent.  Doses  greater  than 
1.25  mg/kg/day  have  been  associated  with  an 
increased  incidence  of  aspergillosis  in  renal 
transplant  recipients,  particularly  when  such 
therapy  is  prolonged”.  P.  carinii  pneumonia 
tends  to  occur  in  patients  with  endogenous 
Cushing's  syndrome  that  have  the  highest 
cortisol  levels”.  Similarly,  in  acute  lymphocytic 
leukemia,  the  incidence  of  P.  carinii  pneumonia 
has  been  shown  to  increase  with  the  intensity 
of  chemotherapy”.  Legionnaires'  disease  has 
occurred  or  relapsed  shortly  following  the 
onset  of  corticosteroid  or  other  immunosup- 
pressive therapy^  ”,  and  immunosuppression 
significantly  increases  the  risk  of  contracting 
nosocomial  Legionnaires'  disease”. 

Simultaneous  infections  with  L pneumophila 
and  Influenza  A,  Mycoplasma  pneumoniae  or 
Legionella  micdadei  have  been  reported””. 
To  our  knowledge,  there  have  been  no  reports 
of  con-infection  with  L pneumophila  and  P. 
carinii  except  in  AIDS  patients^®.  Little  infor- 
mation was  presented  about  the  diagnosis  or 
clinical  manifestations  of  these  infections.  In 
one  study,  3.4%  of  patients  tested  for  P,  carinii 
indirect  fluorescent  antibody  (IFA)  had  IFA 
titers  > 1:128  for  L.  pneumophila,  including 
one  patient  that  had  elevated  titers  for  both 
organ  is  ms^^ . No  clinical  information  about  this 
patient  was  reported. 

Coexisting  cytomegalovirus  pulmonary  in- 
fections and  Pneumocystis  pneumonia  have  been 
reported  in  patients  with  AIDS  Co- 

infection  is  associated  with  a higher  mortality 
than  when  P.  carinii  pneumonia  is  present 
alone*’ 

Our  patient  was  treated  for  both  Legion- 
naires' disease  and  P.  carinii  pneumonia  with 
erythromycin  and  trimethoprim/sulfame- 
thoxazole, respectively.  He  responded  favor- 
ably to  this  therapy,  although  C.  difficile  toxin- 
associated  diarrhea  developed.  Unfortunately, 
he  succumbed  to  a disseminated  superin- 
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fection  with  C albicans.  Predisposing  condi- 
tions for  this  superinfection  included  immun- 
osuppression and  therapy  with  multiple  anti- 
biotics. No  evidence  of  residual  P.  carinii 
pneumonia  or  Legionnaires'  disease  could  be 
found  at  autopsy. 

Immunosuppressed  patients  with  pulmonary 
infiltrates  present  difficult  diagnostic  problems 
because  of  the  multiplicity  of  potential  infect- 
ious and  non-infectious  causes.  As  this  case 
illustrates,  more  than  one  etiologic  agent  may 
be  contributing  to  the  pneumonic  process.  It 
is  therefore  important  to  perform  complete 
diagnostic  studies  on  respiratory  tract  spec- 
imens from  such  patients. 

SUMMARY 

A patient  with  chronic  lymphocytic  leukemia 
was  found  to  have  pneumonitis  caused  by  a 
simultaneous  Pneumocystis  carinii  and  Legion- 
ella pneumophila  infection.  Although  both 
microorganisms  frequently  cause  pulmonary 
infections  in  immunocompromised  patients, 
co-infection  has  not  been  reported.  This 
patient  responded  to  antimicrobial  therapy, 
but  superinfection  with  Candida  albicans  led 
to  his  death.  As  there  are  numerous  infective 
and  noninfective  causes  of  pneumonia  in  such 
patients,  this  case  illustrates  that  the  identifi- 
cation of  a single  etiologic  agent  does  not 
obviate  the  search  for  other  potential  causes. 
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Hypothermia  is  defined  as  a 
core  (rectal,  esophageal, 
tympanic)  temperature  of  less 
than  35  C°.  (1)  Mild  hypothermia  is  defined  as 
a core  temperature  between  33-35  C°;  and  is 
the  temperature  at  which  numerous  phy- 
siological changes  begin  to  appear.  With  mod- 
erate hypothermia  (30-33  C°)  these  changes 
are  more  pronounced.  Severe  hypothermia  is 
described  as  a temperature  less  than  30  C°  and 
most  of  the  physiologic  changes  will  appear  in 
an  exaggerated,  detrimental  fashion.^ 

It  is  the  purpose  of  this  paper  to  present  a 
case  study  of  profound  hypothermia.  The 
authors  will  review  the  current  literature  on  the 
physiological  effects  of  hypothermia,  as  well 
as  the  effects  of  ethanol  intoxication  on 
hypothermia,  and  will  discuss  treatment  options. 

Case  Report 

A 60  year  old  white  male  was  admitted 
through  the  UNMC  emergency  room  on  1-26- 
88  for  treatment  of  profound  hypothermia.  He 
was  found  outside,  (ambient  temperature 
around  -10  F')  unresponsive,  and  the  odor  of 
ethanol  was  present.  He  was  found  in  light 
clothing  and  his  hands  were  frostbitten  bi- 
laterally. 

Past  medical  history  (obtained  later)  included 
three  episodes  of  upper  gastrointestinal 
bleeding  — 5/87,  9/87,  and  1 2/87;  Laennec's 
cirrhosis,  hypertension,  history  of  a TIA  in 
6/85,  and  Wernicke's  encephalopathy.  Medi- 
cations included  Aldactone  100  mg  bid. 
Lactulose  30  cc's  bid.  Folic  Acid  1 mg  gd,  and 
Ferrous  Sulfate  200  mg  tid.  He  had  no  known 
allergies. 

Physical  exam  at  the  time  of  arrival  in  the 
emergency  room  revealed  a gray-haired,  un- 
responsive male  with  strikingly  cold,  blanched 
extremities.  The  vital  signs  included  a supine 
blood  pressure  of  90/40  mmHg,  respirations 
of  16/minute  and  a regular  pulse  of  60 
beats/minute.  A continuous-reading  rectal 
thermometer  recorded  a temperature  of  25.8 


C°  (78.4  F°).  Other  physical  findings  included 
cold,  waxy-appearing  extremities  with  large 
bullae  on  the  last  three  digits  of  the  left  hand 
and  small  bullae  on  the  posterior  surface  of 
the  right  hand.  The  peripheral  pulses  were 
absent  with  faintly  palpable  femoral  pulses. 
The  deep  tendon  reflexes  were  hypoactive 
and  he  would  not  respond  to  verbal  command 
or  painful  stimuli.  The  liver  was  4-5  cm  below 
the  right  costal  margin.  The  remainder  of  the 
physical  examination  was  within  normal  limits 
with  small  reactive  pupils,  clear  lung  fields, 
heart-RRR  without  murmurs,  and  absent 
pathologic  reflexes. 

Laboratory  findings  included  a WBC  of 
4600/mm3,  Hgb  of  14.2  grn%,  Hct  of  41.3%, 
ABC's  revealed  a pH  of  7.34,  pC02  of  23 
mmHg,  and  a p02  mrnHg  of  1 74  on  50%  Fi02 
per  face  mask;  electrolytes  included  a Na  of 
1 36  mEq/L,  K of  4.6  mEq/L,  Cl  of  1 00  mEq/L, 
and  a C02  of  23  mmol/L  Serum  glucose  was 
203  rng%,  LDH  was  272  lU/L,  SCOT  was  74 
U/L,  and  CK  was  470  U/L  Blood  alcohol  was 
236  mg%. 

The  patient  was  warmed  initially  with 
heating  lights,  blankets,  and  warm  He  was 
then  transported  to  the  operating  room  and 
received  an  8.0  mm  endotracheal  tube  after 
paralysis  with  Vercuronium  10  mg.  intra- 
venously and  five  minutes  of  oxygen  at  10 
iVminute  per  mask.  Because  of  the  patient's 
unstable  condition  he  was  initially  unable  to 
tolerate  any  anesthetic  agents.  He  underwent 
femoral  to  femoral  bypass  for  rewarming.  He 
was  on  cardio-bypass  for  two  hours  and  five 
minutes,  warming  approximately  one  degree 
C°  per  30  minutes,  warming  to  36.6  C°. 

He  was  extubated  on  1-27-88  with  ABC's  of 
pH  7.44,  pC02  35  mrnHg,  and  p02  of  72 
mmHg  on  room  air.  He  underwent  daily  and 
later  weekly  debridements  of  his  fingers  and 
was  dismissed  in  satisfactory  condition  on  2-5- 
88. 
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Physiological  Effects 

Hypothermia  induces  a complex  array  of 
physiologic  responses.  The  initial  response  is 
to  generate  body  heat  from  shivering  and  to 
elicit  a strong  sympathetic  response  to  resist 
lowering  of  the  body  temperature.  In  the 
elderly,  undernourished  patient  injuries  and 
exhaustion  may  reduce  this  adaptive  response 
and  predispose  to  hypothermia.^’^'^"* 

The  most  obvious  effect  of  hypothermia  is  a 
decrease  in  the  basal  metabolic  rate,  falling  to 
50%  of  normal  at  28  C°.^  The  Van't  Hoff- 
Arrhenuis  law  states  that  the  rate  of  chemical 
reaction  is  doubled  or  tripled  for  each  10  C° 
rise  in  temperature  and  reduced  propor- 
tionately for  each  10  C°  fall  in  temperature.^'^ 

Serum  glucose  levels  increase  as  the  body 
temperature  decreases.  Glycogenolysis  and 
gluconeogenesis,  which  are  stimulated  by 
catecholamines,  glucocorticoids  and  glucagon 
promote  hyperglycemia.  Insulin  action  is 
reduced  and  renal  clearance  of  glucose  is 
compromised. Glycogen  stores  in  the  liver 
are  reduced.^ 

Electrolytes  should  be  monitored  closely. 
The  plasma  potassium  level  in  general  is 
reduced  without  loss  of  potassium  from  the 
body.^  With  cellular  damage  and  cellular 
leakage  plasma  potassium  will  increase.^ 


V. 


FIGURE  1 

Blood  flow  to  the  organs  reduces  with  progressive 
hypothermia.  The  shaded  area  is  total  flow.  The  heart, 
liver  and  brain  maintain  a higher  level  of  flow  in 
comparison  with  the  kidneys  to  27°  C.  However,  at  25° 
to  20°  C renal  and  myocardial  blood  flows  are 
sustained  at  20  percent  to  25  percent  of  normothermic 
levels  whereas  cerebral  and  hepatic  blood  flow  show 
greater  decreases.  (Reporduced  from  Clinical  Hypo- 
thermia by  E.  Blair.  Copyright  {1964,  McGraw-Hill). 
Used  with  the  permission  of  McGraw-Hill  Book 
Company.) 


Plasma  sodium,  calcium  and  chloride  concen- 
trations do  not  change  appreciably  until  the 
temperature  is  below  25  C°.* 

It  is  generally  believed  that  fluid  is  sequest- 
ered in  capillaries  during  hypothermia,  causing 
hemoconcentration  and  an  increase  in  blood 
viscosity  at  temperatures  less  than  27  G°.^'* 
The  increase  in  viscosity  is  a serious  problem 
for  perfusion  that  is  already  compromised. 
Leukopenia  and  thrombocytopenia  can  occur 
as  a result  of  sequestration  of  these  cells  in  the 
spleen  and  liver.* 

Hypothermia  initially  stimulates  but  ulti- 
mately depresses  spontaneous  respiration.* 
Most  studies  have  demonstrated  a decrease 
in  lung  compliance  and  resistance  in  the 
pulmonary  circulation  increases  as  the  tem- 
perature is  lowered.'^  The  oxygen-hemoglobin 
dissociation  curve  is  shifted  to  the  left; 
however,  severely  hypothermic  patients  will 
develop  an  acidosis  which  will  result  in  a right- 
shift  of  the  curve.^ 

Cardiac  output  diminishes  as  a result  of 
bradycardia.*  Blood  pressure  initially  rises  but 
then  gradually  falls  with  hypotension  being 
clinically  significant  below  25  C°.*  A progres- 
sion of  electrocardiographic  abnormalities  have 
been  documented  including  a decreased 
sinus  rate,  T-wave  inversion,  interval  pro- 
longation, and  the  pathognomonic  J (Osborn) 
wave.*'^'*'  (see  Fig.  2) 


Urine  flow  increases  with  decreasing 
temperatures  (cold  diuresis)  secondary  to 
depressed  oxidative  tubular  activity.*'®'^ 


FIGURE  2 

Electrocardiographic  tracing  illustrating  the  pathogno- 
monic "I”  (Osborn)  wave  of  hypothermia  following  the 
QRS  complex. 
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Glomerular  filtration  also  decreases  resulting 
in  diminished  excretion  of  creatinine  and 
other  waste  products.^ 

Hypothermia  reduces  cerebral  blood  flow. 
This  reduction  results  in  decreased  oxygen 
delivery  to  the  brain.  A progressive  paralysis  of 
the  nervous  system  with  loss  of  speech,  loss  of 
consciousness,  abolition  of  reflexes  and  de- 
pression of  vital  medullary  centers  will  follow 
the  reduction  in  brain  blood  flow  and  oxygen 
consumption.* Blood  flow  to  all  organs  is 
reduced  with  progressive  hypothermia;  how- 
ever, renal  blood  flow  during  hypothermia  is 
most  rapidly  reduced  in  comparison  to  other 
organs,  (see  Fig.  1) 

Ethanol  Effects 

Ethanol  deserves  special  attention  since 
many  hypothermic  victims  are  alcohol-intoxi- 
cated. The  vasodilatation  caused  by  a moderate 
alcohol  concentration  is  mediated  by  the 
CNS.^  It  has  been  shown  that  blood  alcohol 
concentrations  of  0.1 0-0.1  5 mg%  do  not  cause 
any  major  alterations  in  cold-induced  peri- 
pheral vasoconstriction.'^  *^  Alcohol  in  increased 
concentrations  may  accelerate  the  cooling 
process  because  of  vasodilatation,  but  this  is 
not  believed  to  be  of  practical  significance 
below  33  C°} 

On  the  other  hand,  it  seems  clear  from 
animal  experiments  that  alcohol  lowers  by  2-5 
C°,  the  critical  temperature  at  which  lethal 
dysrhythmias  and  electrocardiographic  changes 
occur.  Nearly  all  human  beings  surviving 
serious  accidental  hypothermia  have  been 
alcohol-intoxicated.^'* ' 

Rewarming 

Methods  of  rewarming  may  be  classified 
into  active  or  passive.  Passive  rewarming 
means  that  the  patient  is  rewarmed  by  his 
endogenous  energy  production  alone.  The 
patient  is  placed  in  a warm  room  and 
protected  from  further  cooling.  Usually  the 
temperature  rises  only  about  1 C°/h.^  *■*  Pre- 
vious studies  have  shown  that  80%  of  victims 
with  body  temperatures  between  24  and  35 
C°  will  die  if  active  rewarming  is  not  ag- 
gressively instituted.**"'*'* 

Basically  there  are  two  types  of  active 
rewanning:  external  and  internal.  External 
rewarming  is  accomplished  with  warming 
blankets,  submersion  in  warm  water,  and 
more  recently  by  the  use  of  the  Clinitron 
bedT**’*' 

Internal  rewarming  is  accomplished  through: 


1)  peritoneal  dialysis,  with  warm  solution^  **"; 

2)  ventilation,  with  warm  gas  mixtures*^-  3) 
thoracotomy  and  irrigation  of  the  heart  with 
warm  solutions**";  or  4)  extracorporeal  blood 
warming,  by  means  of  partial  bypass.**"  Some 
objective  advantages  of  extracorporeal  blood 
warming  are  the  rapidity  of  treatment,  the  pro- 
vision of  circulatory  support,  and  a decreased 
chance  of  "rewarming  collapse"  described  as 
a peripheral  vasodilatation  without  a parallel 
increase  in  flow.**"'^** 

Treatment  should  also  include  correcting 
the  associated  acidosis,  electrolyte  imbalance 
(particularly  potassium),  and/or  arrhythmias.**" 

A significant  concern  is  whether  or  not  to 
treat  the  hypothermic  patient  in  the  field.  It 
may  be  difficult  to  assess  whether  the  victim 
has  intact  circulation,  and  controversy  exists 
betweefi  performing  CPR  or  insulating  and 
transporting  the  patient  immediately  to  a 
hospital.^'*® 

Conclusion 

Accidental  hypothermia  is  a disease  seen  in 
areas  such  as  Nebraska  in  which  there  is 
seasonal  cold  winters.  Understanding  the 
physiological  effects  of  hypothermia  will  help 
the  physician  to  deal  with  this  problem. 
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WHAT  makes  a residency  program 
attractive  to  medical  students? 
Why  do  some  programs  attract 
hundreds  of  applicants  while  other  perfectly 
good  programs  attract  only  a small  number  of 
marginally  qualified  applicants?  Is  the  geo- 
graphic location  of  a program  a key  factor  in  its 
popularity?  Although  location  is  important,  it  is 
of  much  less  importance  than  prestige.  For 
example,  the  Mayo  Clinic,  the  Cleveland 
Clinic,  and  Massachusetts  General  are  just 
some  of  the  prestigious  residency  programs 
whose  geographical  settings  are  not  particularly 
inviting. 

Prestige  seems  to  be  an  important  reason  in 
the  choice  of  a residency  program.  Negatives 
regarding  program  choices  include  change  of 
administration  or  the  lack  of  a permanent 
chairman.  Of‘en,  programs  are  considered 
high  powered  and  outstanding  if  they  are 
large.  A large  training  program  with  a stable 
administrative  environment  suggests  that  the 
program  is  an  excellent  one.  These  larger 
programs  will  have  an  abundance  of  applicants 
from  which  to  choose,  therefore  providing  a 
steady  influx  of  excellent  residents. 

Conversely,  many  small  programs  are  judged 
academically  inferior,  again  because  of  their 
size.  This  is  where  reputation  can  hurt  a small 
program  even  though  excellence  is  demon- 
strated. 

During  the  early  sixties,  the  federal  govern- 
ment thought  we  did  not  have  enough  doctors 
and  hospitals,  so  costly  programs  were  devised 
to  correct  this  problem.  The  government 
awarded  medical  schools  large  federal  capita- 
tion grants  to  train  more  students  to  meet  the 
perceived  shortage.^  As  a result,  by  the  1 980's 
there  was  a surplus  of  both  hospitals  and 
doctors.  Between  1970  and  1 985,  the  number 
of  pediatricians  practicing  in  the  United  States 
grew  by  89.3%.  In  1 980,  the  Graduate  Medical 
Education  National  Advisory  Committee  was 


the  first  group  to  predict  a large  surplus  of 
physicians  - some  1 50,000  - by  the  end  of  the 
century.^  The  sheer  numbers  of  physicians  in 
pediatrics  and  internal  medicine  appeared 
out  of  hand.  The  production  of  medical 
students  and  house  officers,  coupled  with 
foreign  medical  graduates,  both  U.S.  and 
foreign  born,  indicated  that  the  surplus  of 
physicians  continued  to  increase.^  In  1986, 
Ellwood'*  and  Tarlov^  projected  an  even  larger 
surplus,  based  on  the  assumption  that  com- 
petitive medical  plans  (HMO's)  would  become 
so  popular  that  they  would  attract  an  even 
greater  number  of  physicians  than  the  general 
populace  could  support. 

However,  to  control  the  newly  perceived 
surplus  of  physicians  and  drive  medical  costs 
down,  the  government  has  again  attempted  to 
bring  about  change.  Diagnoses  Related  Groups 
(DRC's),  and  the  elimination  of  the  federal 
capitation  grants,  have  decreased  the  supply 
of  funds  to  support  medical  students.  Accord- 
ing to  a recent  report  in  the  New  England 
Journal  of  Medicine  (April  1 988)  Drs.  Schwartz, 
et  al.,  indicate  that  little  or  no  physician 
surplus  is  to  be  expected  by  the  turn  of  the 
century,  and  the  actual  number  of  residents 
graduating  from  the  primary  care  areas  of 
internal  medicine  and  pediatrics  in  the  eighties 
will  lead  to  a shortage.^  Today,  classes  of 
medical  schools  are  decreasing  overall,  and 
graduating  students  are  choosing  procedure 
oriented  subspecialties  rather  than  primary 
care,  thus  contributing  to  an  even  greater 
shortage  in  primary  care  areas. 

One  wonders  if  this  shortage  of  applicants 
in  the  areas  of  primary  care  may  cause 
educators  and  Residency  Review  Committees 
(RRC)  to  discontinue  some  of  the  smaller 
programs. 

•Reprint  request  to  Diane  L Kirkle,  CMS,  Curriculum  Coordinator, 
Cardiology  Division,  Creighton  University,  Cardiac  Center,  601  N.  30th 
Street,  Omaha,  Nebraska  68131. 
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There  are  advantages  and  disadvantages  to 
both  large  and  small  programs. 

In  university  programs  of  twelve  residents 
or  less,  a resident  is  not  merely  a body 
performing  a service  function.  The  house 
officer  is  an  integral  part  of  the  total  academic 
structure  and  must  be  educated  and  nurtured 
over  the  three  years  spent  in  residency.  That  is 
the  charge  of  a good  residency  program,  be  it 
large  or  small. 

The  educational  structure  of  residency 
programs  is  steeped  in  tradition.  At  many 
institutions  teaching  of  junior  house  officers 
and  students  is  done  mainly  by  the  supervisory 
resident  in  the  traditional  “see  one,  do  one, 
teach  one"  style.  Although  there  is  exposure 
to  a greater  number  of  “teachers,"  in  a large 
program  it  is  sometimes  easier  to  get  lost  in 
the  crowd.  Residents  with  emotional  problems, 
illness,  or  incompetence,  may  be  allowed  to 
function  without  adequate  supervision,  unless 
a costly  mistake  happens.  By  that  time,  the 
damage  could  be  irreversable  or  the  resident 
may  have  to  take  a few  months  off  to 
straighten  out  his  problem  singlehandedly. 
However,  problems  can  remain  hidden  within 
any  residency,  unless  proper  measures  are  in 
place  to  make  sure  good  lines  of  communica- 
tion exist  and  that  each  resident  does  not  feel 
abandoned  when  he  or  she  might  encounter 
problems. 

As  in  large  programs,  small  programs  must 
deal  with  resident  problems  immediately. 
One  incapacitated  resident  can  place  a par- 
ticularly heavy  burden  on  the  other  residents 
in  the  program.  Every  resident  is  needed  to 
sustain  the  murderous  call  and  small  programs 
require  the  same  academic  and  educational 
commitments  as  large  programs.  These  com- 
mitments, geared  toward  meeting  the  require- 
ments of  the  certifying  boards  and  the 
Accreditation  Council  for  Graduate  Medical 
Education  are  staggering.  Residents  take  on 
an  even  heavier  load  of  responsibility  for 
patients  and  call  load  throughout  their  three 
years.  There  are  some  advantages  to  this 
increased  responsibility,  however,  because 
residents  see  more  disease,  individually  care 
for  more  patients,  and  learn  more  through 
experience. 

Due  to  the  decreasing  numbers  of  residents 
overall,  small  residency  programs  are  preparing 
for  greater  scrutiny  by  the  Liaison  Committee 
for  Graduate  Medical  Education  (LCGME). 


Special  care  is  taken  to  supply  residents  with 
the  proper  number  of  specialty  rotations, 
didactic  basic  science  lectures,  conferences  of 
significant  educational  value,  and  Grand  Rounds 
with  guest  speakers  of  national  prominence. 
Documentation  of  all  aspects  of  the  training  of 
these  residents  is  kept  in  minute  detail, 
especially  in  the  areas  of  evaluation,  moni- 
toring of  procedures,  and  yearly  performance 
(In-training)  examinations.  Because  of  their 
increased  educational  commitments  and  re- 
sponsibilities, the  smaller  programs  make  a 
special  effort  to  encourage  and  allow  residents 
time  for  reading  of  the  current  literature 
during  workday  journal  clubs. 

In  all  programs  there  is  close  supervision  of 
house  officers.  The  junior  resident  makes 
clinical  decisions  under  the  auspices  of  a 
supervisory  resident.  Faculty  attending  physi- 
cians, in  turn,  supervise  the  senior  resident. 
The  house  officers  at  all  levels  of  training  must 
be  able  to  defend  their  decisions  regarding 
patient  care.  Gare  must  be  taken  to  ensure 
that  the  resident  does  not  become  an  auto- 
maton performing  clinical  duties  in  a mech- 
anistic way  without  thought  or  knowledge  of 
the  clinical  reasoning  for  his  or  her  actions. 

Residents  in  small  programs  have  a strong 
familial  bond  and  loyalty  to  their  program  by 
mutually  nurturing  each  other.  If  one  resident 
gets  into  trouble,  then  they  are  all  equally  in 
trouble.  Residents  get  to  know  the  faculty  and 
each  other  well.  The  faculty,  in  turn,  are  privy 
to  observation  of  a resident's  performance 
from  a uniquely  intimate  point  of  view.  Since 
the  number  of  residents  is  usually  small  (12- 
20),  the  faculty  numbers  are  equally  small. 
Faculty  and  resident  contact  is  on  such  a 
repeated  basis,  during  rounds  and  conferences, 
that  faculty  can  formulate  a fair  and  accurate 
evaluation  of  a resident's  overall  performance. 

To  enhance  a small  program's  appeal, 
residents  should  be  encouraged  to  take  a 
personal  interest  in  their  education  and  be 
given  peer  representation  on  various  depart- 
mental and  university  committees.  If  some- 
thing is  bothering  the  house  officer  regarding 
call,  rounds,  attending  staff,  or  policy,  a 
network  of  communication  geared  toward 
working  out  problems  should  be  of  primary 
concern.  On  occasions  when  problems  cannot 
be  worked  out,  the  reasons  for  the  stalemate 
can  be  equally  communicated  among  all 
faculty  and  residents  with  a minimum  of 
distortion. 
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One  of  the  complaints  directed  toward 
smaller  programs  is  the  lack  of  adequate 
patient  population.  Although  the  patient 
numbers  of  the  smaller  residencies  are  indeed 
lower  than  large  residencies  overall,  the 
individual  numbers  of  patients-per-resident 
can  be  quite  satisfactory. 

Another  concern  is  the  diagnostic  mix  of 
patients  in  smaller  programs.  Logically,  in 
general  residencies,  the  majority  of  diagnoses 
should  be  a concentration  of  the  types  of 
patients  the  house  officer  will  care  for  in  a 
private  practice  setting,  with  emphasis  on 
problems  commonly  seen  in  those  areas. 
Residents  will  learn  about  the  "zebras”  when 
rotating  through  the  subspecialty  areas  of 
cardiology,  pulmonology,  nephrology,  neuro- 
logy, neonatology,  urology,  orthopedics,  der- 
matology, infectious  disease,  and  hematology/ 
oncology.  It  is  the  program's  responsibility  to 
teach  a thorough  understanding  and  know- 
ledge of  the  sub-specialties.  However,  a 
training  program,  slanted  too  much  toward 
one  sub-specialty  area  can  be  detrimental  to 
the  resident's  education  no  matter  how  large 
and  prestigious  that  program  is. 

The  ideal  residency  provides  a total  educa- 
tional curriculum  centered  around  a solid  core 
of  didactic  information.  Well-trained,  board 
certified,  general  pediatricians  or  internists 
who  know  their  limitations,  who  will  be 
confident  enough  to  obtain  proper  consulta- 
tion when  needed,  and  who  will  continue 
learning  throughout  their  entire  career,  is  the 
goal  of  all  general  residency  programs.  If  the 
smaller  program  is  able  to  offer  residents 


rotations  in  all  areas  of  general  and  sub- 
specialty experience,  then  its  smaller  numbers 
should  not  be  a detriment.  Adequate  clinical 
experience  with  a humane  and  thoughtful 
relationship  among  the  members  of  a residency, 
will  promote  a caring  attitude  toward  patients. 
Judgement  of  a residency's  reputation  should 
not  be  based  on  size.  Small  residency  programs 
have  many  good  points.  During  the  elimina- 
tion and  consolidation  of  many  smaller  pro- 
grams (whether  by  accreditation  committees 
or  through  shortages),  I hope  there  will  be 
preservation  of  the  ideals,  philosophies,  and 
qualities  that  are  characteristic  of  the  small 
residency  program. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Neonatal  Jaundice 


ALBERT  HALLS,  M.D.  MICHAEL  McGAHAN,  M.D. 
Family  Practice  Residents. 

Lincoln  Family  Practice  Program 
Lincoln.  Nebraska 


DISCUSSION: 

YPERBILIRUBINEMIA  is  a com- 
mon problem  during  the  neo- 
natal period,  manifested  by  60% 
of  term  and  80'o  of  preterm  infants  developing 
jaundice  in  the  first  week  of  life.  Physiologic 
jaundice  of  newborns  develops  as  the  serum 
bilirubin  rises  to  7.0  - 7.5  mg/dl  by  the  third 
day  and  gradually  decreases  to  less  than  1.5 
mg/dl  by  the  tenth  day.^  Physiologic  jaundice 
is  a diagnosis  of  exclusion.  Maisel  proposed 
five  criteria  that  could  be  used  to  exclude 
physiologic  jaundice.-^  1.  Clinical  (visible) 
jaundice  (bilirubin  over  5 mg/dl  in  the  first  24 
hours  of  life.  2.  Total  serum  bilirubin  concen- 
tration increasing  by  more  than  5 mg/dl  per 
day.  3.  Total  serum  bilirubin  exceeding  12 
mg/dl  in  full  and  preterm  infants.  4.  Direct 
bilirubin  concentration  exceeding  1.5  mg/dl. 
5.  Clinical  jaundice  for  more  than  one  week  in 
full  term  infant  or  two  weeks  in  premature 
infant. 

The  cause  of  newborn  jaundice  should  be 
investigated  if  one  or  more  of  these  criteria 
are  met  Diagnostic  workup  includes  a thorough 


physical  exam  and  infant  maternal  and  family 
histories.  Laboratory  studies  include  serum 
bilirubin  (direct  and  total),  CBC  with  differ- 
ential, reticulocyte  count  blood  type  with  RH 
factor  of  mother  and  infant  and  indirect  and 
direct  Coombs. 

CLINICAL  HISTORY: 

A 7 lb.  11  oz  male,  with  a noncomplicated 
delivery,  developed  clinical  jaundice  on  day  3. 
Phototherapy  was  instigated  and  the  bilirubin 
level  decreased.  Laboratory  evaluation  was 
negative.  The  infant  was  dismissed  after  two 
weeks  of  life  with  presumptive  diagnosis  of 
inspissated  bilirubin  syndrome.  At  two  months 
of  age,  the  child  was  readmitted  with  jaundice 
and  hepatomegaly  with  a total  bilirubin  of  10 
and  direct  fraction  of  3.7.  Ultrasound  exam 
revealed  hepatomegaly  and  a small  gallbladder. 
Hepatobiliary  exam  showed  no  extrahepatic 
excretion  up  to  24  hours. 

jaundice  that  persists  with  elevated  direct 
conjugated  bilirubin  levels  is  termed  neonatal 
cholestasis.  Etiologies  include  infectious,  generic, 
metabolic,  or  structural  problems  anywhere 


FIGURE  1 

Longitudinal  Ultrasound  Scan  Through  the  Gallbladder  and  Liver.  The  gallbladder  is 
normal  size  and  the  biliary  tree  is  nondilated. 
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BLADDER 


FIGURE  2 

24  Hour  Hepatobiliary  Scan.  There  is  intense  delayed  activity  in  an  enlarged  liver  and  no 
gut  activity  is  present.  Vicarious  excretion  via  the  kidneys  is  present  with  activity  in  the 
bladder.  This  is  consistent  with  an  extrahepatic  obstructive  process  or  severe  cholestasis. 


along  the  biliary  tree  course.  Extrahepatic  and 
intrahepatic  atresias  are  examples  of  mechan- 
ical obstruction.  Extrahepatic  obstruction  is 
most  common  (85%  of  cases)  and  involves 
progressive  sclerosis  and  narrowing  of  the 
biliary  tree.  Direct  injury  to  the  liver  cells  is 
termed  neonatal  hepatitis  and  the  majority  of 
these  cases  are  idiopathic.  Though  neonatal 
hepatitis  and  biliary  atresia  are  closely  related, 
differentiation  is  important  for  treatment  as 
the  former  is  treated  medically  and  the  latter 
may  be  corrected  surgically.^ 

Ultrasound  scanning  and  hepatobiliary 
nuclear  medicine  exams  are  diagnostic  imaging 
methods  utilized  in  the  workup  of  neonatal 
jaundice.  In  this  case,  the  ultrasound  showed 
a small  gallbladder  and  hepatomegaly  at  two 
months  of  age.  Ultrasound  is  nonspecific  for 
either  biliary  atresia  or  neonatal  hepatitis, 
however,  the  gallbladder  is  oftentimes  small 
with  atresias.  Ultrasound  exam  can  also  identify 
other  biliary  tree  abnormalities  to  include 
choledochocysts,  gallstones,  intra  and  extra- 
hepatic biliary  dilatation,  and  focal  liver 
lesions. 

Hepatobiliary  scintigraphy  using  iminodi- 
acetic acid  analogs,  is  the  most  useful  exam 
differentiating  these  two  entities.  In  biliary 
atresia,  hepatocyte  function  is  intact,  but 
excretion  into  the  intestine  is  markedly  dimin- 
ished or  nonexistent.  In  neonatal  hepatitis  the 
hepatocyte  uptake  is  poor,  however,  but 
excretion  is  observed.  A false  positive  study 


may  occur  with  hepatitis  in  a severely  dys- 
functioning  liver  or  if  a bile  plug  is  present. 

In  the  case  presented,  the  hepatobiliary 
scan  demonstrated  no  intestinal  activity  at  24 
hours  with  normal  hepatic  uptake  and  vicarious 
excretion  via  the  kidneys.  These  observations 
along  with  the  ultrasound  study  and  clinical 
picture  led  to  the  diagnosis  of  biliary  atresia.  A 
liver  biopsy  confirmed  biliary  atresia  and  the 
child  underwent  a hepatoportoenterostomy. 

Neonatal  jaundice  has  many  etiologies.  The 
persistent  elevation  of  conjugated  bilirubin 
warns  of  neonatal  cholestasis.  In  most  cases, 
the  hepatobiliary  scan  differentiates  biliary 
atresia  from  neonatal  jaundices  and  is  a 
cornerstone  in  the  diagnostic  workup 
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THE  AUXILIARY 


Auxiliary  President's  Message 


The  Winter  Board  of  Directors  Meeting  was 
held  in  Lincoln,  February  22,  1989.  County 
reports  were  filled  with  community  projects 
dealing  with  adolescent  health,  fundraising, 
and  various  health  education  programs.  Officers 
and  committee  chairmen  brought  us  up  to 
date  on  their  activities. 

The  program,  “Helping  Medical  Families 
Survive  Litigation",  was  presented  by  Dr. 
Robert  Osborne. 

Sally  Becker  and  I visited  Dodge  County 
Auxiliary,  with  twelve  of  their  members  attend- 
ing. It  was  very  interesting  to  hear  of  their 
energetic  fundraising  activities.  Buffalo  County 
Auxiliary  has  invited  us  to  a Progressive  Dinner 
which  is  also  a fundraising  project  In  April  we 
will  visit  Lancaster  County  Auxiliary. 

National  Osteoporosis  Prevention  Week  is 
May  14-20,  1989.  As  a cosponsor,  the  AMA 
Auxiliary  encourages  all  auxiliary  members  to 
participate  in  the  campaign,  which  will  focus 
on  educating  young  and  teenage  girls,  adult 
women,  and  older  persons.  A kit  containing 
resource  material  can  be  ordered  by  sending  a 
$1 2.50  tax  deductible  contribution  to  Preven- 
tion Week  Kit  National  Osteoporosis  Founda- 


tion, 1625  Eye  St,  N.W.,  Suite  822,  Washington, 
DC  20006. 

ANNUAL  MEETING 

The  64th  Annual  Meeting  of  the  Nebraska 
Medical  Association  Auxiliary  will  be  held 
April  28-30, 1 989  in  Lincoln.  Friday,  April  28th, 
the  Board  of  Directors  will  meet  at  9:30  a.m.  in 
Conference  Room  3 at  the  Cornhusker  Hotel. 
At  1 :00  p.m.  "Cholesterol  And  the  Rest  of  the 
Story"  is  the  topic  of  the  seminar  presented  by 
Marlys  Burgett  Registered  Dietician,  Bryan 
Memorial  Hospital,  Lincoln.  Everyone  attend- 
ing the  convention  may  have  their  cholesterol 
level  checked.  Don't  miss  this  opportunity.  A 
dinner  for  auxilians  will  be  held  at  Mrs. 
Richard  Olne/s  home  at  6:30  p.m. 

The  Awards  Brunch  will  be  held  at  the 
Nebraska  Club  at  9:45  a.m.  on  Saturday,  April 
29th.  This  includes  the  installation  of  officers, 
entertainment,  and  the  AMA  Auxiliary  Western 
Region  Director,  Nancy  Evans,  who  will  be  our 
guest  speaker.  Please  plan  to  attend. 

For  further  details  and  registration,  refer  to 
the  Spring  NMAA  Newsletter. 

Desta  Osborne 
NMAA  President 
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NEW  MEMBERS 


Mark  D.  Reida,  M.D. 

2627  Stockvvell 
Lincoln,  N E 68502 

Daniel  T.  Harkins,  M.D. 

1720  - 10th 
Cering,  NE  69341 

James  L Connor,  M.D. 

721  West  7th 

Grand  Island,  NE  68801 

Larry  L.  Hald,  M.D. 

R.  R.  2,  Box  25 
Arlington,  NE  68002 

Douglas  E.  Brouillette,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  NE  68131 

Richard  S.  Greenberg,  M.D.  (reinstated) 
1421  Dodge  St. 

Omaha,  NE  68102 


Garrett  S.  Parker,  M.D. 

2 566  St.  Mary's  Ave. 

Omaha,  NE  68105 

Rebecca  B.  Reilly,  M.D. 

1 1 550  W.  Dodge  Rd. 

Omaha,  N E 68154 

Jane  S.  Roccaforte,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  NE  68131 

Michel  C.  Tran,  M.D.  (reinstated) 
1 726  N.  131  Circle 
Omaha,  N E 68154 

Maryrose  T.  Lonergan,  M.D. 

Dept,  of  Anesthesiology 
601  N.  30th  St. 

Omaha,  NE  68131 

Erank  P.  LaMarte,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  N E 68131 


86  Nebraska  Medical  Journal  April  1989 


COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL 
EDUCATION  COURSES 

APRIL  3-14,  1989  — Family  Practice  Review. 

APRIL  22,  1989  — Nebraska  Pathologists 
Spring  Meeting. 

APRIL  22-26,  1 989  — Society  of  CME  Directors. 
Red  Lion  Inn. 

MAY  1-12,  1989  — Family  Practice  Review. 

MAY  4-5,  1989  — Protection  of  Human 
Subjects.  Red  Lion  Inn. 

MAY  6,  1989  — Ciba  Geigy  Cardiology 
Program. 

MAY  19,  1989  — OB  Residents  Seminar. 

JULY  30  - AUGUST  2,  1989  — Cardiovascular 
Disease  Prevention.  Snowmass,  Colorado. 

SEPTEMBER  2-9,  1989  — Med-Start  '89. 
Aspen,  Colorado. 

SEPTEMBER  8-9,  1989  — Current  Controver- 
sies and  Techniques  in  Congenital  Heart 
Surgery.  Baltimore,  Maryland. 

SEPTEMBER  25  - OCTOBER  1,  1989  — 
Emergency  Medicine  Review. 

OCTOBER  1-7,  1989 — Emergency  Medicine 
Review. 

CREIGHTON  UNIVERSITY 

APRIL  1,  1989  — Dealing  with  the  Peer 
Review  Organization  - Creighton  University 
Omaha,  Nebraska. 

APRIL  14,  1989  — Ninth  Annual  Creighton 
University  School  of  Medicine  Infectious 
Disease  Symposium  - Boys  Town  Institute 
Auditorium,  Omaha,  Nebraska. 

APRIL  28-29,  1989  — Creighton  Model  Natural 
Family  Planning:  A Mini-Course  In  Value- 


Centered  Reproductive  Health  For  Doctors 
And  Nurses  Entering  The  1990's  - Marriott 
Hotel,  Omaha,  Nebraska. 

MAY  8,  1989  — The  Costs  Of  Caring:  Ethics 
And  Prospective  Payments  - Red  Lion  Inn, 
Omaha,  Nebraska. 

MAY  26-28,  1989  — Family  Medicine  Update 
- Village  East  Resort,  Okoboji,  Iowa. 

AUGUST  25  & 26,  1 989  — Pediatric  Infectious 
Disease  Conference  - Westin  Crown  Center, 
Kansas  City,  Missouri. 

OCTOBER  1 3-22,  1989  (starting  dates)  — 
Creighton  Model  Natural  Family  Planning 
Practitioner  Education  Program  - Pope  Paul 
VI  Institute,  Omaha,  Nebraska.  A one  year 
training  program. 

ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  inforrvation  or  to  register,  contact: 

Creighton  University  School  of  Medicine  Continuing 

Medical  Education  Division,  Omaha,  Nebraska  687  78, 

Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280-1830. 

BERGAN  MERCY  HOSPITAL 

HEALTH  CARE  MANAGEMENT  OF  RADIATION 
ADDICENTS  — April  24,  1989  - 8 hour  mini- 
course- Dr.  Samuel  Mehr,  Medical  Director, 
Bergan  Mercy  Hospital  Nuclear  Medicine 
Department  - 6th  Floor,  Mercy  Tower, 
Bergan  Mercy  Hospital  - 7 credit  hours 
Category  1 AMA. 
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WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

16TH  ANNUAL  SYMPOSIUM  ON  OBSTETRICS 
& GYNECOLOGY  — April  6-7,  1989.  To  be 
held  at  Washington  University  Medical 
Center.  Program  Credit  Hours:  13.75  hours 
Category  1 AMA  Fee:  S250. 

2ND  ANNUAL  CONTACT  LENS  COURSE  - 
May  1 2-1  3,  1 989.  To  be  held  at  Washington 
University  Medical  Center.  Program  Chair- 
man: Jack  Hartstein,  M. D.  Credit  Hours: 
7.25  hours  Category  1 AMA  (3.75  hours  for 
optional  workshop)  Fee:  Si 00  (S50  for 
optional  workshop). 

THE  AGING  EAR  — May  31  - June  3,  1989.  To 
be  held  at  the  Omni  International  Hotel,  St. 
Louis,  Missouri.  Program  Chairman:  George 
A.  Cates,  M. D.  Credit  Hours:  18.5  hours 
Category  1 AMA  Fee  S250. 

ALLERGY  ABROAD  - ITALY  — October  1 8-2 7, 
1989.  To  be  held  in  Padua,  Florence,  Rome 
Italy.  Program  Chairman:  Phillip  E.  Korenblat, 
M.D.  Credit  Hours:  20  hours  Category  1 
AMA  Fee:  S495. 


For  further  information,  contact  Loretta  Ciacoletto, 
Washington  University  School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  South  Euclid,  Box 
8063,  SL  Eouis,  Missouri  63110.  (800)  325-9862  Interstate. 


AMERICAN  COLLEGE  OF 
ADVANCEMENT  IN  MEDICINE 

16TH  ANNUAL  ACAM  SPRING  CONFERENCE. 
HELPING  PATIENTS  FEEL  BETTER,  LIVE 
LONGER  - EMERGING  STANDARDS  OF 
CARE  FOR  THE  1990's  — May  11-14  1989. 
To  be  held  at  Hyatt  Regency  at  Reunion, 
Dallas.  Fee:  TBA  Category  1,  AMA  Physician's 
Recognition  Award:  15  hours.  Contact  the 
American  College  of  Advancement  in 
Medicine,  23121  Verdugo  Drive,  Suite  204, 
Laguna  Hills,  Ca  92653.  (800)  532-3688. 

UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICAL  ALUMI  ASSOC 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  — 
Annual  Meeting  - Saturday,  April  29,  1989, 
4:00  p.m..  Room  3 Cornhusker  Hotel, 

Lincoln,  Nebraska.  Reception  following 
meeting.  Room  4.  All  Alumni,  Faculty,  and 
Friends  are  cordially  invited. 

MEDICAL  ASSISTANTS  CONVENTION 

TWENTY-THIRD  ANNUAL  NEBRASKA  SOCIETY 
OF  MEDICAL  ASSISTANTS  CONVENTION 
— April  28,  29,  30,  1989.  Ramada  Central 
Hotel;  Omaha,  Nebraska.  Topics  covered; 
Medicare/Coding,  Genetics,  Collection  Laws 
and  the  Medical  Office  and  more.  Hours;  1 4 
CEU.  Fee:  S75/metnbers  and  S90/non- 
members.  Contact  Jan  Frederick,  CMA; 
6206  North  77th;  Omaha,  NE  681  34. 
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PROGRAM 

IN  CONJUNCTION  UUITH: 

Nebraska  Society  of  Anesthesiologists 

Missouri  Valley  Dermatologic  Society 

Nebraska  Chapter,  American  College  of 
Emergency  Physicians 

American  Heart  Association,  Nebraska 
Affiliate,  Lincoln  Division 

Nebraska  Academy  of  Ophthalmology 

Nebraska  Academy  of  Otolaryngology 

Nebraska  Chapter,  American  Academy  of  Pediatrics 

Nebraska  Perinatal  Organization/Nebraska  Section  of 
the  Nurses  Association  of  the  American  College  of 
Obstetricians  & Gynecologists 

Nebraska  Society  of  Plastic  & Reconstructive  Surgeons 

Region  IV  Mental  Health  Services/O’Neill  Valley  Hope 


April  28  - 30, 1989 

Cornhusker  Hotel 
Lincoln,  Nebrosko 


April  1989  Nebraska  Medical  Journal 


89 


PROGRAM  INDEX 


Acknowledgements 6 

Alumni  Association  Meeting 20 

Auxiliary  Officers 26 

Auxiliary  Program 25-29 

Board  of  Councilors  Schedule 7 

Board  of  Directors  Schedule 7 

Daily  Schedule 16-17 

General  Information 3 

General  Session  Luncheon 22 

Guest  Faculty 23-24 

House  of  Delegates  Schedule 7 

Inaugural  Banquet 21 

Map 18-19 

Medicare 22 

Nominating  Committee  Schedule 7 

Officer  Listing 5 

Past  Presidents 30-31 

Program 9'24 

Specialty  Society  Business  Sessions 8 

Specialty  Sponsored  Programs: 

Alcohol  Abuse 13 

Anesthesiology 20 

Cardiology 9 

Dermatology 15 

Emergency  Medicine 14 

Ophthalmology 13 

Otolaryngology 15 

Pediatrics 12 

Perinatal 10-11 

Plastic  Surgery 14 


SCIENTIFIC  SESSIONS  COMMITTEE 


Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

David  L Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  A Beer,  M.D Omaha 

Mark  A Christensen,  M.D Omaha 

Richard  A Hranac,  M.D Kearney 

Richard  M.  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 

Richard  S.  Yates,  M.D Lincoln 

Anthony  J.  Yonkers,  M.D Omaha 


NOTE:  Annual  Session  registrants  are  weicome  at 
all  scientific  programs.  Only  business  meetings  are 
limited  to  specialty  group  members. 


121st  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 

PURPOSE: 

To  advance  the  science  and  art  of  medicine  and  to  elevate 
the  standards  of  medical  education.  Meetings  of  the 
Annual  Session  are  devoted  to  the  scientific  work  of  the 
members,  disseminating  to  members  and  others,  facts  and 
opinions  relating  to  medical  knowledge,  treatment  and 
procedures. 

The  Scientific  Sessions  Committee  of  the  Nebraska  Medical 
Association,  as  its  continuing  medical  education  mission, 
seeks  to  satisfy  the  educational  needs  and  interests  of 
participants  in  the  Nebraska  Medical  Association  with  scien- 
tifically-sponsored programs.  Needs  and  interests  are 
adjusted  according  to  geographic  and  physician  specialty 
requests  on  an  annual  review  basis. 

The  overall  goal  of  this  scientific  program  is  to  substantiate 
or  change  the  attitude  and  approach  of  the  physician  to  the 
solution  of  a given  medical  problem,  present  new  knowledge 
in  a specific  area,  update  data  and  introduce  new  specific 
skills  and  techniques. 

SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association  in  conjunc- 
tion with  the  Nebraska  Society  of  Anesthesiologists,  the 
Missouri  Valley  Dermatologic  Society,  the  Nebraska  Chapter, 
American  College  of  Emergency  Physicians,  the  American 
Heart  Association,  Nebraska  Affiliate,  Lincoln  Division,  the 
Nebraska  Academy  of  Ophthalmology,  the  Nebraska  Academy 
of  Otolaryngology,  the  Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics  the  Nebraska  Perinatal  Organization/ 
Nebraska  Section  ot  the  Nurses  Association  of  the  American 
College  of  Obstetricians  & Gynecologists,  the  Nebraska 
Society  of  Plastic  & Reconstructive  Surgeons,  and  the 
Region  IV  Mental  Health  Services/O’Neill  Valley  Hope. 

CREDIT: 

This  program  has  been  reviewed  and  is  acceptable  for  1 1'h 
Prescribed  hours  by  the  American  Academy  of  Family 
Physicians 

The  Scientific  Sessions  Committee  is  accredited  by  the 
Nebraska  Medical  Association  Commission  on  Medical 
Education  to  sponsor  continuing  medical  education  for 
physicians 

The  Scientific  Sessions  Committee  designates  this  continu- 
ing medical  education  activity  for  17V2  credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 


GENERAL  INFORMATION 


The  host  facility  for  the  Annual  Session  is  the  Cornhusker 
Hotel,  333  South  13th  Street,  Lincoln,  NE  68508,  (402)  474- 
7474. 

REGISTRATION:  The  registration  desk  will  be  located  in  the 
Cornhusker  Square  Atrium.  Registration  begins  at  7:00  am., 
Friday,  April  28.  Identification  badges  must  be  worn  by  all 
persons  attending  the  session. 
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DONALD  J.  PAVELKA,  M.D. 
President  1988-89 


President 

Donald  J.  Pavelka,  M.D.,  Omaha 1988-89 

Richard  A Raymond,  M.D.,  O’Neill 1989-90 

Secretary-Treasurer 

Robert  F.  Shapiro,  M.D.,  Lincoln 1990 

Speaker,  House  of  Delegates 

Richard  H.  Meissner,  M.D.,  Omaha 1989 

Vice-Speaker,  House  of  Delegates 

David  R.  Little,  M.D.,  Hastings 1989 


★ 


Board  of  Councilors 

District  Term  Expires 

I.  Richard  B.  Svehia,  M.D.,  Omaha 1990 

II.  Sushil  S.  Lacy,  M.D.,  Lincoln 1990 

III.  C.  T.  Frerichs,  M.D.,  Beatrice 1990 

IV.  Roger  Massie,  M.D.,  Plainview 1990 

V.  Kenneth  C.  Bagby,  M.D.,  Blair 1991 

VI.  Richard  M.  Pitsch,  M.D.,  Seward 1991 

VII.  Richard  A Blatny,  M.D.,  Fairbury 1991 

VIII.  Richard  D.  Fitch,  M.D.,  O’Neill 1991 

IX.  Stanley  F.  Nabity,  M.D.,  Grand  Island 1989 

X Charles  F.  Damico,  M.D.,  Hastings 1989 

XI.  Ronald  L.  Asher,  M.D.,  North  Platte 1989 

XII.  Donald  E.  Wilkinson,  M.D.,  Alliance 1989 

Chairman,  Board  of  Councilors 

C.  T.  Frerichs,  M.D.,  Beatrice 1989 


RICHARD  A.  RAYMOND,  M.D. 
President,  1989-90 


Board  of  Directors 


Donald  J.  Pavelka,  M.D.,  Omaha Chairman 

Richard  A Raymond,  M.D.,  O’Neill Vice-Chairman 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary 

L.  Dwight  Cherry,  M.D.,  Lincoln Past  President 

Stanley  M.  Truhlsen,  M.D.,  Omaha 1989 

Darroll  J.  Loschen,  M.D.,  York. 1991 

Paul  E.  Collicott,  M.D.,  Lincoln 1990 

Richard  H.  Meissner,  M.D.,  Omaha Ex-Officio 

David  R.  Little,  M.D.,  Hastings Ex-Officio 

C.  T.  Frerichs,  M.D.,  Beatrice Ex-Officio 


★ 

Delegates  to  AMA 


John  D.  Coe,  M.D.,  Omaha 1990 

C.  J.  Cornelius,  M.D.,  Sidney 1989 

Blaine  Y.  Roffman,  M.D.,  Omaha 1990 

Louis  J.  Gogela,  M.D.,  Lincoln 1989 


Alternate  Delegates  to  AMA 

NMA  President 
NMA  President-Elect 
NMA  Secretary-Treasurer 


★ 

Editor,  Nebraska  Medical  Journal 

Benjamin  R.  Gelber,  M.D Lincoln 

Executive  Staff 

William  L.  Schellpeper,  Executive  Director Lincoln 

James  K Ruigh,  Assistant  Executive  Director...  Lincoln 
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ACKNOWLEDGEMENTS 


NEBRASKA  MEDICAL  ASSOCIATION 
BUSINESS  SESSIONS 


The  Nebraska  Medical  Association  gratefully  acknow- 
ledges the  support  of  the  following  organizations  for  their 
contribution  to  the  1989  Annual  Session. 

BLUE  CROSS  AND  BLUE  SHIELD  OF  NEBRASKA 

HMO  Nebraska 
PRO  Nebraska 

CIBA  ■ GEIGY 

Lopressor 
Voltaren 
Estraderm 
Transderm  Nitro 

DISTA  PRODUCTS  COMPANY 

Prozac 

Keftab 

Nalfon 

HEWLETT  PACKARD 

Perinatal  Products 
OB  Management  Systems 
Pediatric  Monitoring  Systems 
Adult  Monitoring  Systems 

MEAD  JOHNSON  NUTRITIONAL  DIVISION 

Enfamil 

ProSobee 

Nutramigen 

NORWICH  ■ EATON  PHARMACEUTICALS.  INC. 

Macrodantin 
Entex  LA 
Vivonex  T.E.N. 

Buprenex 

OLNEY  FOUNDATION 

ST.  PAUL  FIRE  AND  MARINE  INSURANCE  COMPANY 

Physicians'  Professional  Liability 
Professional  Office  Package 
PAK  II 

Personal  & Commercial  Umbrellas 

THE  UPJOHN  COMPANY 

Rogaine® 

Ansaid® 

Xanax‘ 

Micronase® 


Board  of  Directors 

Friday,  April  28,  7:30  am..  Conference  Room  1 

Board  of  Councilors 

Friday,  April  28,  10:00  am..  Room  A 

House  of  Delegates 

First  Session: 

Friday,  April  28,  1:30  p.m..  Rooms  A B,  & C 


RECOGNITION  OF  FIFTY-YEAR  PRACTITIONERS 

John  H.  Easley.  M.D.,  Grand  Island 
Charles  R.  Hankins.  M.D.,  Omaha 
Frederick  H.  Hathaway,  M.D.,  Lincoln 
Leo  t.  Heywood.  M.D.,  Omaha 
Leroy  W.  Lee,  M.D.,  Omaha 
Robert  E Lovgren,  M.D.,  Harlingen,  Texas 
Merle  M.  Musselman,  M.D.,  Omaha 
Sanford  M.  Rathbun,  M.D.,  Beatrice 
Joseph  E Sobota,  M.D.,  Omaha 
Otto  A Wurl,  M.D.,  Omaha 

Reference  Committees,  2:30  p.m. 

Second  Session: 

Sunday,  April  30,  8:00  am..  Rooms  A B,  & C 
Presentation  of  AMA  Education  and  Research 
Foundation  Checks 

Presentation  of  Nebraska  Medical  Foundation 
Student  Research  Scholarship  Checks 

Third  Session: 

Sunday,  April  30,  Rooms  A B,  & C 
(will  immediately  follow  Second  Session) 


Nominating  Committee 

First  Session: 

Friday,  April  28,  4:00  p.m..  Conference  Room  3 
Second  Session: 

Saturday,  April  29,  9:00  am..  Conference  Room  1 


Honors  Luncheon 

Past  Presidents  and  50-Year  Practitioner  Luncheon 
Friday,  April  28,  11:30  am..  Conference  Room  4 
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SPECIALTY  SOCIETY  BUSINESS  SESSIONS 


PROGRAM 


FRIDAY  MORNING,  APRIL  28 


Nebraska  Chapter,  American  Academy  of  Pediatrics 

Saturday,  April  29,  12:15  p.m..  Room  C 

Nebraska  Perinatal  Organization 

Friday,  April  28,  12:00  noon.  Rooms  D,  b,  & F 

Nebraska  Society  of  Plastic  & Reconstructive  Surgeons 

Saturday,  April  29,  10:00  am..  Room  418 

Nebraska  Academy  of  Ophthalmology 

Saturday,  April  29,  11:00  am..  Room  F 


8:30  am.  Cardiology 

to  Room  C 

12:00  noon  Sponsored  by  — 

American  Heart  Association,  Nebraska 
Affiliate,  Lincoln  Division 

Program  Chairman  & Moderator  — 

S.  Mahapatra  M.D.,  Lincoln 

CARDIOLOGY  UPDATE 

8:30  Overview  of  Thrombolytic  Therapy  in 

Acute  Ml 

James  Dwyer,  M.D.,  St.  Louis,  Missouri 

9:15  Questions  & Answers 

9:30  Hypercholesterolemia,  Dietary  and 

Drug  Treatment 

Reagan  Bradford,  M.D.,  Ph.D., 

Oklahoma  City,  Oklahoma 

10:15  Questions  & Answers 

11:00  Use  of  Heparin  and  Aspirin  in 

Cardiovascular  Disease 

Charles  S.  Wilson,  M.D.,  Lincoln 

11:45  Questions  & Answers 


This  course  will  present  and  discuss  current  concepts  and 
therapeutic  approach  in  three  major  areas  of  cardiovas- 
cular medicine;  thrombolytic  therapy  in  acute  Ml,  hyper- 
cholesterolemia and  the  use  of  heparin  and  aspirin. 
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U.  CC  _ Q <>- 


U.  OC  _ Q <>- 


PROGRAM 


PROGRAM 


7:45  am. 
to 

4:30  p.m. 

7:45 

8:15 

8:30 

9:20 

10:10 

10:40 


1 1:30 


FRIDAY,  APRIL  28 


FRIDAY,  APRIL  28 


Perinatal  Workshop 

Rooms  D,  E,  & F 
Sponsored  by  — 

Nebraska  Perinatal  Organization  and  the 
Nebraska  Section  of  the  Nurses  Association 
of  the  American  College  of  Obstetricians 
& Gynecologists 

Program  Chairmen  — 

Bruce  E.  Taylor,  M.D.,  Lincoln 
Susan  Weekly,  RNC,  Omaha 

Registration 

*Continental  Breakfast- 
Compliments  of  Ross  Laboratories 

Welcome 

Susan  Weekly,  RNC,  Nebraska  Section 

NAACOG  Chairman 

Sheila  Ecklund,  RNC,  NPO  President 

State  of  Nebraska  Perinatal  Guidelines 

John  J.  Esslinger,  M.D.,  Omaha 
Shirley  Hass,  RNC,  Lincoln 

Placental  Exam/pH  of  Cord  Blood 

Kenton  L.  Shaffer,  M.D.,  Kearney 
Joe  L AuchMoedy,  M.D.,  Kearney 

Break  — Exhibits 

* Refreshments  - Compliments  of  Ortho 

Session  A — Room  D 

Terbutaline  Pump  Therapy  for 
Preterm  Labor 

Marilyn  Lowe,  RNC,  Omaha 

Session  B — Room  E 

Identification  of  Substance  Abuse  in  the 
OB/GYN  Client 

Jane  Hentzen,  R.N.,  Lincoln 
Becky  Beardsley,  R.N.,  Lincoln 

Session  C — Room  F 


1:30  Pediatric  Gynecology 

Paul  Brenner,  M.D.,  Los  Angeles,  California 

2:20  Break  — Exhibits 

* Refreshments  — Compliments  of  Roerig 

2:50  Session  A — Room  D 

Neonatal  Stress  in  the  NICU  Environment 

Sharon  Glass,  RNCm  CNNP,  Tulsa,  Oklahoma 

Session  B — Room  E 

Promoting  Breastfeeding  in  the  Prenatal 
and  Postpartum  Periods 

Lindsey  K.  Grossman,  M.D.,  Columbus,  Ohio 

Session  C — Room  F 

Cancer  in  Pregnancy 

David  McIntosh,  M.D.,  Omaha 

3:45  Session  A — Room  D 

Care  of  the  750  GM  Neonate  vs. 

The  1500  GM  Neonate 

Sharon  Glass,  RNC,  CNNP,  Tulsa,  Oklahoma 

Session  B — Room  E 

Mechanical  Ventilation  of  Neonates 

Charlotte  L.  Pasco,  R.R.T.,  Lincoln 

Session  C — Room  F 

Techniques  of  Assisted  Reproduction 

Ponjola  Coney,  M.D.,  Omaha 

4:25  Evaluations 


The  participant  will  be  able  to  discuss  new  trends  in 
obstetric  and  neonatal  care. 


Oxygen  Monitoring  of  Neonates 

Charlotte  L.  Pasco,  R.R.T.,  Lincoln 

Exhibits 

Luncheon  — Rooms  D,  E,  & F 

Business  Meeting  of  the  Nebraska  Perinatal 

Organization 

Sheila  Ecklund,  RNC,  President 
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PROGRAM 


PROGRAM 


SATURDAY  MORNING,  APRIL  29  SATURDAY  MORNING,  APRIL  29 


7:00  am.  Pediatrics 

to 

1:00  p.m.  Sponsored  by — 

Nebraska  Chapter,  American  Academy  of 
Pediatrics 

Program  Chairman  & Moderator  — 

Kevin  P.  Corley,  M.D.,  Omaha 

7:00  Breakfast  — Room  C 

Issues  in  Medical  Practice  Management 

Charles  G.  Erickson,  M.D.,  Lincoln 
‘Breakfast  compliments  of  LifeScan,  Inc. 

8:00  General  Session  — Room  A 

Drugs  and  Medical  Problems  Affecting 
Breast-Feeding 

Lindsey  K Grossman,  M.D.,  Columbus,  Ohio 

9:00  Growth  Hormone  in  the  Treatment  of 

Short  Stature:  Who  Should  Be  Treated 
and  What  Are  the  Risks? 

Louis  Underwood,  M.D.,  Chapel  Hill, 

North  Carolina 

10:00  Break 

10:15  Diagnosis  and  Treatment  of  Delayed 

Maturation 

George  E.  Bacon,  M.D.,  Lubbock,  Texas 

11:15  Precocious  Puberty  — Current  Methods  of 

Diagnosis  and  Treatment 

Ora  Pescovitz,  M.D.,  Indianapolis,  Indiana 

12:15  Business  Meeting  — Room  C 

Presiding  — Thomas  Tonniges,  M.D., 
President,  Hastings 

‘Luncheon  compliments  of  Ross  Pharma- 
ceuticals 


‘Appreciation  is  expressed  to  TAP  Pharmaceuticals,  Eli 
Lilly  & Company,  and  Genetech,  Inc.  for  their  financial 
support  of  this  program. 


These  sessions  should  provide  physicians  with  current 
state-of-the-art  information  on  approaches  to  management 
of  children  with  growth  hormone  deficiency,  and  disorders 
of  pubertal  development  (both  premature  and  delayed). 
Additionally,  current  information  on  the  effects  of  medica- 
tions on  breast-feeding  will  be  thoroughly  reviewed. 


9:00  am.  Ophthalmology 

to  Room  F 
1:00  p.m.  Sponsored  by — 

Nebraska  Academy  of  Ophthalmology 

Program  Chairman  & Moderator  — 
Gerald  R.  Christensen,  M.D.,  Omaha 


9:00 

Office  Eye  Plastic  Surgery 

Robert  M.  Dryden,  M.D.,  Tucson,  Arizona 

10:00 

The  Diagnostic  Approach  to  the  Tearing 
Patient 

Robert  M.  Dryden,  M.D.,  Tucson,  Arizona 

1 1:00 

Business  Meeting 

Presiding  — Gerald  R.  Christensen,  M.D. 
President,  Omaha 

12:00 

Luncheon  — Room  B 

Held  in  conjunction  with  the  National  Society 

to  Prevent  Blindness,  Nebraska  Affiliate 

The  Horse  of  the  Desert 

Robert  M.  Dryden,  M.D.,  Tucson,  Arizona 

The  objective  of  this  course  is  to  increase  the  knowledge 
and  skills  in  office-based  ophthalmic  plastic  surgery 
procedures.  The  program  will  also  increase  skills  in  the 
diagnosis  and  management  of  tearing  problems. 

10:00  am. 
to 

12:00  noon 

Alcohol  Abuse 

Room  D 

Sponsored  by  — 

Region  IV  Mental  Health  Service  District 
— Project  Access/O’Neill  Valley  Hope 

Moderator  — John  C.  Sievers,  Norfolk 

Alcoholism:  The  Physician’s  Role  In 
Intervention  and  Treatment 

10:00 

Assessment  and  Referral  of  Alcoholism  in 
Private  Practice 

Richard  D.  Fitch,  M.D.,  O’Neill 

10:45 

Psychological  Dynamics  of  Alcoholism 
and  Family  Involvement 

Kaye  Chohon,  O’Neill 

1 1:15 

Liver  Dysfunction 

Richard  D.  Fitch,  M.D.,  O’Neill 

1 1:40 

Detoxification 

Pat  Anson,  O’Neill 

The  object  of  this  course  is  to  sharpen  the  awareness  of 
physicians  in  regard  to  alcoholism  and  enhance  the 
recognition  of  such  dependency  as  a primary  problem. 
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PROGRAM 


PROGRAM 


SATURDAY  MORNING,  APRIL  29  SATURDAY  MORNING,  APRIL  29 


10:00  am.  Emergency  Medicine 

to  Conference  Room  2 

12:00  noon  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 
Emergency  Physicians 

Program  Chairman  & Moderator  — 

Michael  L.  Westcott,  M.D.,  Omaha 

Hyper  & Hypo  Thermia  — The  Ups  and 
Downs  of  Temperature 

10:00  Hyperthermia 

Robert  L.  Muelleman,  M.D.,  Omaha 


10:00  am. 
to 

1 :00  p.m. 


Otolaryngology 

Conference  Room  4 
Sponsored  by  — 

Nebraska  Academy  of  Otolaryngology 


Program  Chairman  — Iris  J.  Moore,  M.D., 
Omaha 


10:00  Pediatric  Endoscopic  Sinus  Surgery 

Mark  Richardson,  M.D.,  Seattle,  Washington 

1 1 :00  Choanal  Atresia:  Repair  of  and  Associated 
Deformities 

Mark  Richardson,  M.D.,  Seattle,  Washington 


10:45  Hypothermia 

Edward  J.  MlineK  M.D.,  Omaha 

This  course  will  present  the  diagnosis  and  current 
management  of  patients  exposed  to  extremes  of  tempera- 
ture with  emphasis  on  emergency  management  and 
stabilization. 


12:00  Luncheon  — Conference  Room  3 

The  objective  of  this  course  is  to  provide  an  update  on 
difficult  pediatric  problems  for  the  otolaryngologist. 


10:00  am  Plastlc  Surgery 

to  Room  41 8 
12:00  noon  Sponsored  by  — 

Nebraska  Society  of  Plastic  & 
Reconstructive  Surgeons 

Program  Chairman  — Steven  B.  Black,  M.D., 
Omaha 

10:00  Annual  Business  Meeting 

Presiding  — Steven  B.  Black  M.D.,  Omaha, 
President 

11:00  Plastic  Surgical  Consult  Forum 

Nebraska  Plastic  Surgeons  will  be  available 
to  answer  questions  or  discuss  problem 
cases. 


11:00  am  Dermatology 

to  Room  E 

12:00  noon  Sponsored  by  — 

Missouri  Valley  Dermatologic  Society 

Program  Chairman  — Rodney  S.  W.  Basler, 
M.D.,  Lincoln 

11:00  Diagnosis  and  Treatment  of  Common 

Hair  Loss  Problems 

Rodney  S.  W.  Basler,  M.D.,  Lincoln 

This  course  will  present  the  clinically  diagnostic  features, 
pathophysiology,  and  treatment  plans  for  the  common 
forms  of  alopecia  including  androgenetic  alopecia  (“male- 
pattern  baldness”). 
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DAILY  SCHEDULE 


FRIDAY,  APRIL  28 


GENERAL  REGISTRATION:  7:00  am.,  Cornhusker  Square 
Atrium 

Cardiology 

Scientific  Program.  8:30  am.  - 12:00  noon,  Room  C 

Honors  Luncheon 

50- Year  Practitioners  and  NMA  Past  Presidents'  Luncheon, 
1 1:30  am..  Conference  Room  4 

NMA  Business  Sessions 

Board  of  Directors,  7:30  a.m.,  Conference  Room  1 
Board  of  Councilors,  10:00  am..  Room  A 
House  of  Delegates,  1:30  p.m..  Rooms  A B,  & C 
Nominating  Committee,  4:00  p.m..  Conference  Room  3 

Perinatal  Workshop 

Scientific  Program,  8:30  am.  - 4:30  p.m..  Rooms  D,  E,  & F 
Luncheon,  12:00  noon.  Rooms  D,  E,  & F 
Business  Meeting,  Nebraska  Perinatal  Organization,  12:00 
noon.  Rooms  D,  E,  & F 


SATURDAY,  APRIL  29 

GENERAL  REGISTRATION:  7:00  am.,  Cornhusker  Square 
Artium 

Alcohol  Abuse 

Scientific  Program,  10:00  am.  - 12:00  noon.  Room  D 

Anesthesiology 

Socio-Economic  Program,  1:00  p.m.-5:00  p.m..  Rooms  D & E 


Dermatology 

Scientific  Program,  11:00  am.  - 12:00  noon.  Room  E 

Emergency  Medicine 

Scientific  Program,  10:00  am.  - 12:00  noon.  Conference 
Room  2 

NMA  Business  Sessions 

Nominating  Committee,  9:00  a.m..  Conference  Room  1 

Ophthalmology 

Scientific  Program,  9:00  am.  - 11:00  am..  Room  F 
Business  Meeting,  Nebraska  Academy  of  Ophthalmology, 
1 1 :00  am..  Room  F 

Luncheon,  Nebraska  Academy  of  Ophthalmology  with  the 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate, 
1 2:00  noon.  Room  B 


Otolaryngology 

Scientific  Program,  10:00  am.  - 12:00  noon.  Conference 
Room  4 

Luncheon,  12:00  noon.  Conference  Room  3 

Pediatrics 

Breakfast,  7:00  a.m..  Room  C 

Scientific  Program,  8:00  am.  - 12:15  p.m..  Room  A 

Luncheon,  12:15  p.m..  Room  C 

Business  Meeting,  Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics,  12:15  p.m..  Room  C 

Plastic  Surgery 

Business  Meeting,  Nebraska  Society  of  Plastic  & Recon- 
structive Surgeons,  10:00  am..  Room  418 

Scientific  Program,  11:00  am.  - 12:00  noon.  Room  418 

Alumni  Meeting 

University  of  Nebraska  College  of  Medicine  Annual 
Alumni  Meeting,  4:00  p.m..  Conference  Room  3 

Reception  for  all  University  of  Nebraska  College  of 
Medicine  graduates.  4:30  p.m.,  Conference  Room  4 


SATURDAY  EVENING 

Presidents'  Reception  for  Physicians  and  Spouses,  6:00 
p.m..  Rooms  A,  B,  & C 

Inaugural  Banquet  for  Physicians  and  Spouses  7:00  p.m.. 
Rooms  D.  E,  & F. 


SUNDAY,  APRIL  30 


GENERAL  REGISTRATION:  7:00  am.,  Cornhusker  Square 
Atrium 

RBRVS 

General  Session  NMA  Luncheon,  12:00  noon.  Room  F 

Medicare 

General  Session,  1:30  p.m.  - 4:00  p.m..  Rooms  A,  B,  & C 

NMA  Business  Sessions 

house  of  Delegates,  8:00  am.,  Rooms  A B,  & C 
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PROGRAM 


PROGRAM 


SATURDAY  AFTERNOON,  APRIL  29 


1:00  p.m.  General  Session 

to  Rooms  D & E 
5:00  p.m.  Sponsored  by  — 

Nebraska  Society  of  Anesthesiologists 

Program  Chairman  & Moderator  — 

Charles  D.  Gregorius,  M.D.,  Lincoln 

The  Effects  of  Cost  Containment  Strategies 
on  the  Delivery  of  Health  Care 


1:00 

The  Political  Realities  of  Cost  Containment 

Member  of  Congress,  Washington,  D.C 

1:45 

The  Effects  of  Cost  Containment  on 
Hospital  Industry 

the 

2:30 

The  Effects  of  Cost  Containment  on 
Medical  Products  Industry 

Robert  F.  Allnutt,  Washington,  D.C. 

the 

3:15 

The  Politics  of  Canadian  Medicine 

David  Peachey,  M.D.,  Ontario,  Canada 

4:00 

Health  Care  Delivery  in  the  United  Kingdom 

Terence  R.  Newman,  M.D.,  Hastings 

4:45 

Questions  & Answers 

The  objective  of  this  program  is  to  explore  the  effects  of 
cost  containment  on  the  practice  of  medicine.  The 
speakers  will  discuss  a variety  of  proposals  being  offered 
as  solutions  to  the  dilemma,  as  well  as  the  current 
situation  in  Canada  and  the  United  Kingdom. 


‘Appreciation  is  expressed  to  Glaxo  and  Merck  Sharpe 
and  Dohme  for  their  financial  support  of  this  program. 


4:00  p.m.  University  of  Nebraska  College  of  Medicine 
Annual  Alumni  Meeting 

Conference  Room  3 

4:30  p.m.  University  of  Nebraska  College  of  Medicine 
Alumni  Reception  for  all  University  of 
Nebraska  College  of  Medicine  Graduates 

Conference  Room  4 


SATURDAY  EVENING,  APRIL  29 


6:00  p.m.  Presidents’  Reception  — Rooms  A B,  & C 
For  Physicians  and  their  Spouses 
Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Auxiliary 

7:00  p.m.  Inaugural  Banquet  — Rooms  D,  E,  & F 

All  Physicians  and  Spouses  are  cordially 
invited  to  attend  the  Inauguration  of 
Richard  A.  Raymond,  M.D. 

Presiding  — Robert  G.  Osborne,  M.D.,  Lincoln 
President,  Lancaster  County  Medical  Society 

Installation  of  Richard  A Raymond,  M.D. 


Richard  A.  Raymond,  M.D. 


“A  SHOT  RANG  OUT’ 


Presented  by  Lincoln  Ensemble  Theatre 

A series  of  grisly  murders  in  London  in 
1888  have  the  police  baffled.  To  solve 
the  mystery  the  most  famous  detective 
of  all  times,  Sherlock  Holmes,  and  his 
faithful  assistant,  Watson,  take  on  the 
case.  The  audience  will  have  an  oppor- 
tunity to  match  wits  with  Holmes, 
question  the  suspects  and  try  to  resolve 
the  conflicting  evidence.  Holmes  will 
then  announce  the  evidence  and  clues 
which  were  important  to  him  in  indenti- 
fying  the  culprit. 


*A  grant  from  the  OIney  Foundation  has  been  utilized  to 
provide  the  entertainment  and  to  partially  offset  the  cost 
of  the  Inaugural  Banquet  festivities.  The  Association 
expresses  its  appreciation  for  this  support. 
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GUEST  FACULTY 


SUNDAY  AFTERNOON,  APRIL  30 


12:00  noon  General  Session 

to  Room  F 
1:30  p.m.  Sponsored  by  — 

Nebraska  Medical  Association 

Presiding  — 

Donald  J.  Pavelka,  M.D.,  Omaha 

RBRVS;  Physician  Reimbursement  of 
the  Future? 

Jerald  R.  Schenken,  M.D.,  Omaha 
Member,  AMA  Board  of  Trustees 


1 :30  p.m. 
to 

4:00  p.m. 

General  Session 

Rooms  /\,  B,  & C 
Sponsored  by  — 

Nebraska  Medical  Association  Ad-Hoc 
Committee  RE:  Medicare 

Program  Chairman  & Moderator  — 
Paul  E.  Collicott,  M.D.,  Lincoln 

Medicare:  Changes  Affecting  You 

1:30 

Transition  Highlights 

Jay  Lohmann,  Topeka,  Kansas 

2:00 

Medicare  Reimbursement  Development 

Cathy  Charity,  Topeka,  Kansas 

2:30 

Transfer  of  Medicare  Information  to 
Medigap  Insurance  Company 

Dianna  Senn,  Topeka,  Kansas 

2:45 

ICD-9  Coding 

Dianna  Senn,  Topeka,  Kansas 

3:15 

Managing  the  Carrier  Review  Process 

Tod  Tappert,  Chicago,  Illinois 

Following  the  formal  presentations,  representatives  of 
Blue  Cross/Blue  Shield  of  Kansas  will  be  available  to 
discuss  questions  and  problems  individually  with  physicians 

The  objective  of  this  course  is  to  assist  the  physician  in 
understanding  the  changes  occurring  in  the  Medicare 
program,  to  improve  his/her  ability  to  submit  appropriate 
claims,  and  to  avoid  legal  problems  with  the  program. 


Nebraska  Society  of  Anesthesiologists 

Robert  F.  Allnutt 
Executive  Vice  President 
Pharmaceutical  Manufacturers  Association 
Washington,  D.C. 

David  Peachey,  M.D. 

Director  of  Professional  Affairs 
Ontario  Medical  Association 
Ontario,  Canada 

American  Heart  Association,  Nebraska  Affiliate,  Lincoln 
Division 

Reagan  Bradford,  M.D.,  Ph.D. 

Director,  Oklahoma  Lipid  Research  Clinic 
Oklahoma  Medical  Research  Foundation 
Special  Expert,  National  Heart  Blood  and  Lung  Institute 
Oklahoma  City,  Oklahoma 

James  Dwyer,  M.D. 

Assistant  Clinical  Professor,  Dept,  of  Internal  Medicine 
St.  Louis  University 

Staff  - St.  John’s  Mercy  Medical  Center 
St.  Louis,  Missouri 

Nebraska  Academy  of  Ophthalmology 

Robert  M.  Dryden,  M.D. 

Clinical  Professor  of  Ophthalmology 
University  of  Arizona 
Tucson,  Arizona 

Nebraska  Academy  of  Otolaryngology 

Mark  Richardson,  M.D. 

Associate  Professor  of  Otolaryngology 
University  of  Washington  School  of  Medicine 
Chief,  Division  of  Otolaryngology 
Children's  Hospital  and  Medical  Center 
Seattle,  Washington 

Nebraska  Medical  Association  Ad-Hoc 
Committee  Re:  Medicare 

Cathy  Charity 

Medicare  Professional  Reimbursement 
Blue  Cross/Blue  Shield  of  Kansas 
Topeka,  Kansas 

Jay  Lohmann 

Vice  President,  Government  Programs 
Blue  Cross/Blue  Shield  of  Kansas 
Topeka  Kansas 

Dianna  Senn 

Manager,  Performance  & Quality 
Blue  Cross/Blue  Shield  of  Kansas 
Topeka  Kansas 

Tod  Tappert 

Senior  Health  Policy  Analyst 
American  Medical  Association 
Chicago,  Illinois 
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Nebraska  Chapter,  American  Academy  of  Pediatrics 

George  E.  Bacon,  M.D. 

Professor  & Chairman,  Department  of  Pediatrics 
Texas  Tech  University 
Lubbock  Texas 

Lindsey  K.  Grossman,  M.D. 

Associate  Professor  of  Pediatrics 
Ohio  State  University 
Columbus,  Ohio 


Ora  Pescovitz,  M.D. 

Department  of  Pediatrics 
Indiana  University 
Indianapolis,  Indiana 

Louis  Underwood,  M.D. 

Department  of  Pediatrics 
University  of  North  Carolina 
Chapel  Hill,  North  Carolina 

Nebraska  Perinatal  Organization 

Paul  Brenner,  M.D. 

Professor,  Department  of  OB/GYN 

University  of  Southern  California  School  of  Medicine 

Women’s  Hospital 

Los  Angeles,  California 

Sharon  Glass,  RNC,  CNNP 
Neonatal  Nurse  Practitioner 
St.  Francis  Hospital 
Tulsa,  Oklahoma 

Lindsey  K Grossman,  M.D. 

Associate  Professor  of  Pediatrics 
Ohio  State  University 
Columbus,  Ohio 


64th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 


If  your  physician  spouse  is  eligible  to  be  a Nebraska  Medical 
Association  member,  you  are  eligible  to  be  a member  of  the 
Auxiliary.  Please  join  us  for  any  or  all  of  the  scheduled 
activiiies. 


WE  WELCOME  YOU' 
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Auxiliary 

PROGRAM 


MRS.  ROBERT  OSBORNE 
Lincoln 

President  1988-89 


MRS.  WILLIAM  BECKER 
Norfolk 

President  1989-90 


64th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 


A CORDIAL  INVITATION  IS  EXTENDED  TO  EACH 
AUXILIARY  MEMBER  IN  NEBRASKA  WE  URGE  YOU  TO 
REGISTER  AND  ATTEND  ALL  OUR  ACTIVITIES. 

WELCOME  TO  LINCOLN! 


Registration:  Cornhusker  Atrium 

Friday,  April  28,  8:30  am.  - 2:00  p.m. 
Saturday.  April  29.  8:30  am.  - 9:45  am. 
Nebraska  Club 

Saturday,  April  29,  8:30  am.  - 9:45  am. 

Convention  Committee  Chairmen  - 1989 

General  Chairman: 

Mrs.  John  Reed  (Kay) 

General  Co-Chairman: 

Mrs.  Alan  Domina  (Karen) 

Registration: 

Mrs.  Frank  Stone  (Donna) 

Reservations: 

Mrs.  Glen  Lau  (Elba) 

Publicity: 

Mrs.  James  Carraher  (Susan) 

Awards  Brunch: 

Mrs.  William  Lundak  (Pat) 

Mrs.  Kevin  Gillespie  (Christine) 

Correspondence: 

Mrs.  Larry  Fletcner  (Peg) 

Courtesy: 

Mrs.  Richard  Pitsch  (Jody) 


MRS.  JOSEPH  EVANS 
Western  Director 
American  Medical  Association 
Auxiliary 
Sparks,  Nevada 
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8:30  am. 
to 

2:00  p.m. 
9:30  am. 


1 2:00  noon 
1 :00  p.m. 


6:30  p.m. 


8:30  am. 

8:30  am. 
9:45  am. 


1:15  p.  m. 
6:00  p.m. 
7:00  p.m. 


Auxiliary 

PROGRAM 


Auxiliary 

PROGRAM 


FRIDAY,  APRIL  28 


SUNDAY,  APRIL  30 


Registration 

Cornhusker  Square  Atrium 


Annual  Board  Meeting 

Conference  Room  3 

Mrs.  Robert  Osborne  (Desta),  NMA  Auxiliary 
President,  Presiding 
ALL  MEMBERS  WELCOME 

Luncheon  — Conference  Room  7 

Seminar  — Conference  Room  3 
Cholesterol  an^  the  Rest  of  the  Story 

Marlys  Burgett,  Registered  Dietitian 
Health  Enhancement  Services 
Bryan  Memorial  Hospital,  Lincoln 

Dinner 

Mrs.  Richard  OIney  (Marjorie) 

1301  Piedmont  Road 


8:00  a m.  House  of  Delegates,  Nebraska  Medics 
Association 

Rooms  A B,  & C 

Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical  Foun- 
dation Student  Research  Scholarship 
Program  Checks 
NMAA  Presidential  Report 


SATURDAY,  APRIL  29 

Registration 

Cornhusker  Square  Atrium  or 

Nebraska  Club,  2000  FirsTier  Bank  Building 

Gavel  Club  Meeting 

Nebraska  Club 

Awards  Brunch  — Nebraska  Club 

Special  Guest  — Mrs.  Joseph  (Nancy)  Evans, 
Director  Western  Region  and  Membership 
Committee  member,  American  Medical 
Association  Auxiliary,  Inc. 

Entertainment  — Lancaster  County  Medical 
Auxiliary  Ensemble 

Presentation  of  Awards 

Installation  of  Officers 

Post  Convention  Board  Meeting  — Nebraska 
Club 

Mrs.  William  Becker  (Sally),  1989-90  NMA 
Auxiliary  President,  Presiding 

Presidents’  Reception  — Rooms  A B,  & C 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary 

Inaugural  Banquet  — Rooms  D,  E,  & F 

Installation  of  Richard  A Raymond,  M.D. 
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Past  Presidents 
Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City 1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City 1872-73 

H.  P.  Mathewson,  M.D.,  Omaha 1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H.  Robbins,  M.D.,  Lincoln 1875-76 

J.  P.  Peck,  M.D.,  Omaha 1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link.  M.D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W,  Stone,  M.D.,  South  Omaha 1881-82 

A.  H.  Sowers,  M.D.,  Lincoln 1882-83 

Victor  H.  Coffman,  M.D.,  Omaha 1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1884-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha 1886-87 

George  H.  Peebles,  M.D.,  Lincoln 1887-88 

Milton  Lane.  M.D.,  Kearney 1888-89 

J.  C.  Denise,  M.D.,  Omaha 1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner 1891-92 

M.  L.  Hildreth,  M.D.,  Lyons 1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland 1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha 1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln 1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

H.  M.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth 1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City 1902-03 

B.  F.  Crummer,  M.D.,  Omaha 1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha 1905-06 

F.  A.  Long,  M.D.,  Madison 1906-07 

Harold  Gifford.  M.D.,  Omaha 1907-08 

L.  M.  Shaw,  M.D.,  Osceola 1908-09 

P.  H.  Salter,  M.D.,  Norfolk 1909-10 

J.  P.  Lord,  M.D.,  Omaha 1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell 1912-13 

D.  C.  Bryant,  M.D.,  Omaha 1913-14 

J.  P.  Gilligan,  M.D.,  O'Neill 1914-15 

E.  W.  Rowe,  M.D.,  Lincoln 1915-16 

W.  F.  Milroy.  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow 1918 

J.  M.  Bannister,  M.D.,  Omaha 1919 

H.  W.  Orr.  M.D.,  Lincoln 1920 

M.  S.  Moore,  M.D.,  Gothenburg 1921 

B.  B.  Davis,  M.D.,  Omaha 1922 

B.  F.  Bailey,  M.D.,  Lincoln 1923 

Morris  Nielsen,  M.D.,  Blair 1924 

Palmer  Findley,  M.D.,  Omaha 1925 

B.  R.  McGrath,  M.D.,  Grand  Island 1928-29 

(to  5-14-29) 


F.  S.  Owen,  M.D.,  Omaha 1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook,  M.D.,  Randolph 1932-33 

Adolph  Sachs,  M.D.,  Omaha 1933-34 

Joseph  Bixby,  M.D.,  Geneva 1934-35 

Claude  A.  Selby,  M.D.,  North  Platte 1935-36 

George  W.  Covey,  M.D.,  Lincoln 1936-37 

R.  W.  Fouts,  M.D.,  Omaha 1937-38 

Homer  Davis,  M.D.,  Genoa 1938-39 

A.  L.  Miller.  M.D.,  Kimball 1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln 1940-41 

W.  P.  Wherry,  M.D.,  Omaha 1941-42 

Dexter  D,  King,  M.D.,  York 1942-43 

A.  L.  Cooper,  M.D.,  Scottsbiuff 1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln 1944-45 

Charles  McMartin,  M.D.,  Omaha 1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island 1946-47 

G.  E.  Charlton,  M.D.,  Norfolk 1947-48 

J.  E.  M.  Thomson.  M.D.,  Lincoln 1948-49 

J.  D.  McCarthy,  M.D.,  Omaha 1949-50 

C.  H.  Sheets,  M.D.,  Cozad 1950-51 

D.  B.  Steenburg,  M.D.,  Aurora 1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln 1952-53 

James  F.  Kelly,  M.D.,  Omaha 1953-54 

Earl  F.  Leininger,  M.D.,  McCook 1954-55 

Wm.  E,  Wright.  M.D.,  Creighton 1955-56 

J.  M.  Woodward,  M.D.,  Lincoln 1956-57 

R.  Russell  Best,  M.D.,  Omaha 1957-58 

Fay  Smith,  M.D.,  Imperial 1958-59 

E.  E.  Koebbe.  M.D.,  Columbus 1959-60 

Fritz  Teal,  M.D.,  Lincoln 1960-61 

A.  J.  Offerman,  M.D.,  Omaha 1961-62 

O.  A.  Kostal,  M.D.,  Hastings 1962-63 

R.  F.  Sievers.  M.D.,  Blair 1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln 1964-65 

Willis  D.  Wright.  M.D.,  Omaha 1965-66 

Dan  A.  Nye,  M.D.,  Kearney 1966-67 

Robert  J.  Morgan,  M.D.,  Alliance 1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln 1968-69 

J.  Whitney  Kelley.  M.D.,  Omaha 1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-71 

Roger  D.  Mason,  M.D.,  McCook 1971-72 

Frank  P.  Stone,  M.D.,  Lincoln 1972-73 

John  D.  Coe,  M.D.,  Omaha 1973-74 

James  H.  Dunlap,  M.D.,  Norfolk 1974-75 

Warren  G.  Bosley,  M.D.,  Grand  Island 1975-76 

Harlan  L.  Papenfuss,  M.D.,  Lincoln 1976-77 

Arnold  W.  Lempka,  M.D.,  Omaha 1977-78 

Houtz  G.  Steenburg,  M.D.,  Torrington,  Wyo 1978-79 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings 1979-80 

Russell  L.  Gorthey.  M.D.,  Lincoln 1980-81 

Carlyle  E Wilson.  Jr.,  M.D.,  Borrego  Springs,  CA. ...  1 981-82 

Allan  C.  Landers,  M.D.,  Scottsbiuff 1982-83 

Dwaine  J.  Peetz.  M.D.,  Neligh 1983-84 

Herbert  E.  Reese.  M.D.,  Lincoln 1984-85 

Francis  D.  Donahue.  M.D.  Omaha 1985-86 

Hiram  R Walker,  M.D.,  Kearney 1986-87 

L.  Dwight  Cherry,  M.D.,  Lincoln 1987-88 

C.  A.  McWhorter,  M.D.,  Omaha 1988 
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ORGANIZATIONS,  STATE 


.American  Cancer  Society,  Nebraska  Division.  Inc. 

Don  W McClure.  Exec.  Vice  President 

8.^02  West  Center  Rd..  P O.  Box  2412.o5,  Omaha  68121  ")25.i 
.American  Diabetes  Association  - Nebraska  .Affiliate.  Inc. 

Ron  Van  Rysw>k.  Ed.D,.  Executive  Director 
2780  South  114th  St..  Omaha  68144 
American  Heart  Association.  Nebraska  Vffiliate 
Dougla>  P Halleen.  Executive  Director 
hi2l  Karnam  St  . Omaha  6'<18! 

.American  Lunj^  .Association  of  Nebraska 

8901  Indian  h^lls  Dr..  Ste.  107.  Omaha  681J4 
215  Centennial  Mall  South,  Room  521.  Lincoln  68.508 
.American  Red  Cross 
P.O.  Box  88267 
1701  “E”  St..  Lincoln  68501 
.Arthritis  Foundation.  Nebraska  Chapter.  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court,  Omaha  68184 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H Heavey.  President 
P O.  Box  8248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

•Jane  Hortart.  Client  Service'-  Ke|>. 

27oil  \ 27th  .St..  Lincoln  68.*>21 

Creighton  Cniversity  School  of  Medicine 
Richard  ()  Brien  Ml)  Dean 
('alilornia  at  2lih  St.  Omaha  6H17.S 

Daii*>’  Council  of  Central  Slates.  Inc. 

T.*)00  .Main.  108  Hillcre-'t  Landing 
Ral-ston.  N'E  6S12T 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
Jame.s  S.  Nyman.  Ph.D..  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68184 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  "L”  Street.  Lincoln  68.508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter.  National  .Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
Missouri  V’ alley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretary 
360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  .Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
U02)  897-9284  • NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St..  Suite  208.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 

Gerald  Christen.sen.  .M  D President  Dept,  of  Ophthalmology 
I'NMC  42nd  & Dewev.  Omaha  l)8105 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D..  President 
201  Ridge  -St..  #311.  Council  Bluffs.  lA  51501 
Nebraska  Allergy  Society 

Ru>sel!  J-  Hop|>.  D.O  . President 

Dept.  Pediatrics,  (’reighton  I'niv.  Omaha  681  7h 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Paul  J.  Bender.  M I).  Pre-'ident 

Suite  1.  Professij)nal  Plaza.  6801  N 72nd  St..  Omaha  6^122 
Nebraska  Association  of  Pathologists 
JamcN  Linder.  M l)..  !*resident 

Dept,  of  Pathology  I NMC.  42nd  & Dewev.  f)maha  oSlo5 

.Nebraska  Chapter  - .American  Academy  of  Family  Phvsicians 
Paul  M Paulman.  M 1).  Secretaiv-Treasurer 
Phvllis  G.  Han'.en.  Executive  Director 

Rivei  Citv  Office  Park.  #202.  401  No,  117lh.  Omaha  I>H154 
Nebraska  Chapter  - Vmerican  Academy  of  Physician  Vssistants 
Joe  E Jeter.  P.V-C.  President 
Fremont  tW025 

Nebraska  Chapter  - Vmerican  Academy  of  Pediatrics 
Thomas  Tonnigev  M D..  President 
('harlotte  Hawthorne.  .Administrator 
2115  N.  Kansas,  Hastings  68901 

Nebraska  Chapter  - Vmerican  College  of  Emergency  Phvsicians 
Hrr-B  Grav.-v  M 1)  Scc-et-irv  I'-c.iMirei 
■sio  Br.inding  I on  Dii\c.  Eikhorn  \K  liso-j-j 
Nebraska  C’hapter  - Vmerican  C'ollege  of  Physicians 
Robert  R Ivecker.  M l)..  F A G.P  . (iu\einoi 

(‘reighton  I niveisiiv  School  ol  Medicine.  601  N 3t)th  -St  . Omaha  o8I8l 
Nebraska  (’hapter  - American  (*ollege  of  Surgeons 
I-ouis  J Gogela.  M D . Past  President 
2221  South  I7th  St..  Lincoln  68502 


Nebraska  ('hapter  of  Myasthenia  Gravis  Foundation 
John  F.  .Alta.  Ml)  Medical  \d\isoi 
105  .So  lOih  St  . Omaha  68[  $2 
Nebraska  ('ystic  Fibrosis  Association 
('harle'-  R Bercaw.  Executive  Direclut 
\\\  Kegenc\  Parkway  Di  . #802.  Omaha  tinll  1-3720 
Nebraska  Dental  -Vssociation 

I'om  Bassett.  Executive  lliretloi 
8120  O .St  , Lincoln  ‘>8510 
Nebraska  Dietetic  Vssociation 

Barbara  Blocker.  MS  HD  Presiden* 

MlT  S I2t>th  .Ave  . Omaha  6’'!  14 
Nebraska  Health  (’are  Association 
I^atriiia  Snvder.  Executive  Director 
8100  O .St  . .Sie  7.  lancoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald.  PiesKlent 

l('40  L Street.  .Suite  D l.incotn  68.'*OH-2.’>09 
Nebraska  League  for  Nursing 
Barl)ara.  McC'abe.  President 
510  Redwood  Dr.,  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper.  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 

Nebraska  Medical  Foundation 

William  L Schellpepei.  .Secretary 
1512  Fisi  Pier  Bank  Bldg..  Lincoln  ti8508 
Nebraska  Nurses  Association 

Donna  R Baker.  Executive  Director 
Suite  711.  I'erminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D.,  Secretary* 

6920  Van  I)orn.  Lincoln.  NE  6850ti 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R NT'. 

St.  Elizabeth  Community  Health  Center.  555  So.  70th.  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R,  Dolan.  R.P..  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
.American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call,  M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln  i>8.)08 
Nebraska  Rheumatism  Association 
.Arthur  L.  Weaver,  M.D..  President 
2121  South  56th  St..  Lincoln  68506 
Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M D 
P.O.  B«ix  5868.  Lincoln  68505 

Nebraska  Society  of  Anesthesiologists 
('harles  D (;ieg<»mis.  M.D.  Pre'^ideni 
1512  Fir'-Pier  Bank  Bldg.,  Uncoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J Ross.  .M  I).  President 
8145  O St.,  Lincoln  68510 

Nebraska  Society  of  Medical  .Assistants,  Inc.. 

an  Affiliate  of  the  American  Association  of  Medical  .Assistants 
Delores  Yosteu.  r^resident 
4010  Kav  .A\  e . (irand  Island  <>880.8 
Nebraska  Society  of  Medical  Technology 
Dave  (ilenn.  President 
502  S McCabe.  North  Platte  69101 
Nebraska  Society  for  Respiratory  Therapv 
Marcy  Pear'«oil.  RRF.  President 
Lincoln  Geneial  Hospital  68.>02 
Nebraska  State  Department  of  Health 

Gregg  Wright.  M.D.  M Ed..  Director  of  Health 
301  Centennial  Mail  South.  P.O.  Box  95007.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretary-Treasurer 
720  No.  87ih  St..  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman.  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  L-rological  Association 
Alan  H.  Doraina.  M.D..  President 
4740  A Street.  Lincoln  68510 
Nebraska  V'eterinary  Medical  Association 
Don  Ellerbee.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program.  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building.  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  .Andrews.  M.D..  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 


Donald  J.  Pavelka.  M.D..  Omaha President 

Richard  A.  Raymond,  M.D..  O'Neill President-Elect 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretar>-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Dele^^ates  — C.J  Cornelius.  Jr..  M.D.,  Sidney:  — 

-John  D.  Coe.  M l),.  Omaha:  — Louis  J.  Gogela,  M.D.. 

Lincoln;  — Blaine  V Rottman.  M.D..  Omaha. 

BOVRI)  OF  DIRECTORS 

Donald  J.  Pavelka.  M.D..  Omaha Chairman 

Richard  A,  Raymond.  M.D.,  O'Neill Vice-Chairman 

Robert  F.  Shapiro.  M.D..  Lincoln Secretary-Trea.surer 

L.  Dwight  Cherry,  M.D.,  Lincoln Past  President 

Stanley  M.  Truhlsen.  M.D Omaha 

Paul  E.  Collicott,  M.D Lincoln 

Darroll  J.  Loschen.  M.D York 

Richard  H.  Meissner.  M.D Omaha 

David  Little.  M.D Hastings 

C.T.  Frerichs.  M.D Beatrice 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Francis  D.  Donahue.  M.D..  Chairman Omaha 

R.  A-  Blatnv,  M.D Fairbury 

Stuart  P.  Emburv.  M D Holdrege 

•Joel  T.  Johnson.  M.D Kearnev 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  O'Donohue.  M.D Omaha 

Joseph  E.  Stitcher.  M.D Lincoln 

R.  C.  Weldon.  .M.D Nebraska  City 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy.  M.D..  Chairman Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawience  C.  Bausch.  M.D Lincoln 

Robert  A.  Beer.  M.D Omaha 

Mark  A.  ('hristensen.  M.D Omaha 

Richard  A.  Hranac.  M.D Kearney 

Richard  .M.  Tempero.  M.D Omaha 

Donald  E.  Waitemalh.  M.D Lincoln 

Richard  S.  Yates.  M.D Lincoln 

Anthony  -1.  Yonkers.  M.D Omaha 

COMMISSION  ON  MEDIC  \L  SERVICES 

Kenton  L.  Shaffer.  M.D..  ('hairman Kearney 

Chris  Caudill,  M.D Lincoln 

('arl  J.  Cornelius.  -Jr..  M.D .Sidney 

F.  William  Karrer,  M.D Omaha 

M.  Jack  Mathews.  M.D Lincoln 

Harry  W.  McFadden.  Jr..  M.D Omaha 

Merton  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNVL  & CHILD  HEALTH 

Kenton  L.  Shaffer.  M.D. .Chairman Keainey 

Section  on  Maternal  Mortality  Review 

George  .M.  Adam.  M.D Hastings 

L.  Palmer  Johnson,  M.D Lincoln 

('harles  W.  .Marlowe,  M.D Omaha 

Gary  D,  Milius.  M.D Lincoln 

William  Raybuin.  M.D Omaha 

William  L.  Rumbolz.  M.D Omaha 

Larry  Wilson.  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  ('.  Bausch.  M.D Lincoln 

Stacie  R.  Bleicher,  M.D Lincoln 

Robert  M.  .Nelson.  M.D Omaha 

(ijegg  f.  Wright.  .M.D Lincoln 

COMMITTEE  ON  HEVLTH  PLANNING 

Carl  J.  (Mrnelius.  Jr..  M.D..  ('hairman.  Sidney 

Gordon  D.  Adams.  .M.D Norfolk 

Lewiston  W.  Birkmann.  M.D Lincoln 

James  .S.  ('arson.  M.D .McCook 

Chris  C.  Caudill.  M.D Lincoln 

.Allen  D.  Dvorak.  .M.D Omaha 

Dale  W.  Ebers.  M.D Lincoln 

Louis  J.  Gogela.  Jr..  .M.D Beatrice 

Roger  D.  Mason.  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf.  M.D Omaha 

\D-HOC  COMMITTEE  ON  TUMOR  RE(HSTRY 

P'.  William  Karrer,  M.D..  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Elvin  (i.  Brown,  M.D Hastings 

John  H.  ('asey.  .M.D Lincoln 

James  K.  ('ommers,  M.D Omaha 

Sushil  S.  Lacy.  M.D Lincoln 

Donald  R.  Owen.  .M.D Omaha 

C.  Lee  Retelsdorf.,  M.D Omaha 

R.  C.  Rosenlof.  .M.D Kearney 


AD-HOC  COMMITTEE  ON  LOW'  LEVEL 
RADI  ATION  W'ASTE  DISPOSAL 


.Merton  .A.  (Quaife.  M D..  ('hairman Omaha 

Prentiss  .M.  Dettman.  M l) Lincoln 

.Allen  D.  Dvorak.  M.D Omaha 

David  -J.  Hoelting.  M.D Pender 

Ernest  0.  Jone--.  Ph.D Omaha 

Martin  R.  Lohff.  M.D.  Omaha 

W.  E.  Lundak.  M.D Lincoln 

William  H.  Northwall.  M D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill.  M D..  Chairman Lincoln 

Judith  .A.  Butler.  .M.D .Superior 

Donald  J.  Darst.  .M.D Omaha 

David  R.  Dyke.  M.D Lincoln 

Dale  W.  Ebers,  .M.D Lincoln 

Vernon  F,  Garwood.  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Roger  .A.  -Jacobs,  .AI  D Seward 

Ronald  Klutman.  .M  l) ('olumbus 

Paul  F.  Meyer.  M.D .Aurora 

Dale  E.  Michels.  .M.D Linct>ln 

Harold  M.  Nordlund.  .M.D York 

Richard  B.  Svehla,  M.D Omaha 

M.  Allen  Tompkins.  M.D , . Grand  Island 

Tom  F.  Tonniges.  M.D Hastings 

NMA  PRO  OVERVIEW  COMMITTEE 
Gordon  -J.  Hrnicek.  .M.D..  Chairman.  Grand  Island 

David  Bacon,  M.D Kearney 

A.  H.  Bergman.  .M.D Fremont 

Dennis  .M.  Connolly,  .M.D Lincoln 

Carl  -J.  ('ornelius.  Jr..  .M.D Sidney 

Richard  .A.  Cottingham.  M.D..... McC^ook 

Francis  D.  Donahue.  .M.D Omaha 

Daniel  S.  Durrie.  M.D Omaha 

Wendell  L.  P'dirbanks.  M.D .Alliance 

•John  F.  Fitzgibbons.  .M.D Omaha 

('.  T.  Frerichs.  M.D Beatrice 

Richard  Jackson.  M.D Pawnee  City 

.M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

Herbert  HI.  Reese.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCIOECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Harry  W.  Mi  Fadden.  Jr..  M.D..  ('hairman  Omaha 

L.  Dwight  Cherry,  M.D Lincoln 

Vernon  F.  Garwood.  M.D Lincoln 

Allan  C.  Landers.  M D Scottsbluff 

V.  William  Meyers,  M.D Omaha 

James  Omel,  M.D Fairbury 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  B.  Svehla.  M.D Omaha 

Stanley  M.  Truhlsen.  .M.D Omaha 

Hiram  R.  Walker.  .M.D Kearney 

COALMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  M.D.,  Chairman Columbus 

Robert  G.  (Jsborne.  M.D..  Vice-('hairman Lincoln 

Rodney  S.  W.  Basler.  M.D Lincoln 

-Judith  .A.  Butler.  .M.D Superior 

L.  Dwight  Cherry.  M.D Lincoln 

-James  H.  Dunlap.  M.D Norfolk 

Dale  W,  Ebers.  M.D Lincoln 

Vernon  F.  Garwood.  .M.D Lincoln 

('harles  Gregorius.  M.D Lincoln 

Barbara  M.  Heywood.  M.D Papillion 

Ann  E.  Lott.  .M.D Lincoln 

William  R.  Marsh.  M.D (irand  island 

John  'I'.  McGreer.  .M.D Lincoln 

Dennis  G.  O Leary.  M.D Omaha 

George  W.  Orr.  .M.D Omaha 

Dwaine  -J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  .M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

Todd  S.  Sorensen.  M.D Scottsbiulf 

Richard  B.  Svehla,  .M.D Omaha 

Timothy  O.  Wahl.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  ST  ATEMENTS 

C.  Lee  Retelsdorf.  M.D..  ('hairman Omaha 

Daniel  S.  Durrie.  M.D Omaha 

Joel  T.  Johnson.  .M.D Kearney 

Darroll  J.  Loschen.  M.D York 

Dale  E,  Michels.  M.D Lincoln 

Stanlev  F.  Nabity.  .M.D Grand  Island 

William  H.  Palmer.  M.D Omaha 

Gerald  Rounsborg.  .M.D .North  Platte 

Charles  S.  Wilson.  .M.D Lincoln 
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AD  HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


.James  H.  Dunlap,  M I).,  Chairman Norfolk 

David  L.  Bacon.  M.D Kearney 

VV'arren  (i.  Bosley.  M.D (Jrand  Island 

F.  M.  (lawecki,  M.D Papillion 

Dwaine  -J.  Peetz.  M.D Neli^h 

Richard  M.  F^itsch.  -Ir..  M.D Lincoln 

Herbert  E.  Ree.se.  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Larry  E.  Roffman.  M.D Omaha 

CO.VLMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  F^austian.  M.D.,  Chairman Omaha 

Robert  I.,.  Bass,  M.D Elkhorn 

Warren  (J.  Bosley.  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico.  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

A.  Dean  Gilg.  M D Lincoln 

William  E.  Lundak.  M.D Lincoln 

Richard  I...  O'Brien.  .M.D Omaha 

Dwaine  J.  Peetz.  Jr.  M.D Omaha 

Joseph  C.  Scott.  M.D Omaha 

Robert  H.  Waldman.  .M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION  & ATHLETIC  MEDICINE 


Warren  G.  Bosley,  M.D.,  Chairman (Jrand  Island 

Patrick  E.  Clare.  M.D..  Vice-Chairman Lincoln 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer.  M.D Lincoln 

Richard  E.  Jackson.  M.D F^awnee  City 

Stephen  J.  Lanspa,  .M.D Omaha 

Morris  B.  Mellion.  M.D Omaha 

Paul  H.  Phillips.  M.D Scoltsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

Hobart  E.  Wallace,  .M.D Lincoln 

Wesley  G.  Wilhelm.  M.D Omaha 

(iregg  F.  Wright,  .M.D Lincoln 

CO.MMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

H.  Jeoffrey  Deeths.  M.D Omaha 

Herbert  D.  Feidler,  M.D .Norfolk 

Edward  E.  Gatz.  M.D Omaha 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  .Matthews.  M.D Lincoln 

Harlan  C.  Shriner.  M.D Lincoln 

F.  Thomas  Waring.  .M.D Fremont 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


CO.MMISSION  ON  IIOSPITM.  MKDICAI.  STAFF 


(ilen  F.  Lau.  M.D..  ('hairman Lincoln 

Charles  Heider,  Jr..  M.D North  Idalte 

Harry  E.  Keig,  M.D , Papillion 

Barney  B F-tees.  M.D ()maha 

Joseph  G.  Rogers.  M.D Lincoln 

Larry  D.  Ruth.  M.D Lincoln 

Steven  A,  Schwid,  M.D Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller.  M.D Omaha 

Stephen  I).  Torpy.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey.  M.D.,  Chairman Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau.  M.D Lincoln 

Richard  C.  Olney.  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D..  Chairman Lincoln 

Richard  A.  Blatny.  M.D Fairbury 

Thomas  M.  Connors.  M.D Omaha 

Vernon  Garwood.  M.D Lincoln 

Roger  Massie.  M.D I*lainview 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R,  Walker,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman Lincoln 

Monte  M.  Scott.  M D Lincoln 

Samuel  E.  Boon.  M D Lincoln 

Jane  S.  Roccaforte.  \1  D.  Omaha 

Robert  C.  Rosenlol.  M.D ...  Kearney 

Philip  W Smith.  M.D . . ...  . Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

L.  Dwight  Cherry,  M.D Lincoln 

David  fi.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson.  M.D Kearney 

Ronald  Klutman.  M.D Columbus 

Richard  H.  Meissner.  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Robert  F.  Shapiro.  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm.  M.D Omaha 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician's  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 


A PRESCRIPTION 
FORPtmiCIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff, 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development, 

★ Medical  facilities  all  around  the  world, 

★ 30  days  of  vocation  with  pay  each  year. 

★ Complete  medical  and  dental  core. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Coll 

CAPT.  GREGORY  HANELINE 
402-551-0928 
Station  to  Station  Collect 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


We’ll  take  good  care  of  you. 


Coming  in  the  May/June  issue: 

■ Why  one  nursing  home  and  not  another? 

■ Helping  patients  with  hearing  problems 

■ How  hard  should  we  try  to  get  older  patients 
to  stop  smoking? 

■ Caring  for  diabetic  foot  ulcers 


Read  Every  Issue  from  Cover  to  Cover! 


AMA  NEWS  NOTES 

(continued  from  page  1 7-A) 
their  existing  or  potential  practice  areas  by 
providing  a full  range  of  information  on  the 
population,  providers,  and  health  care  facilities. 
Along  with  the  Physician  Report,  each  MAP 
order  includes: 

• A Demographic  Profile,  with  five-year 
projections  on  the  population  and  demo- 
graphic characteristics,  which  also  was  ex- 
panded recently  to  include  additional  cate- 
gories for  females  and  senior  citizens  in  the 
target  population. 

• Group  Practice  Report,  itemizing  each 
area  medical  group  by  single  specialty  and 
multi-specialty  groupings. 

• Hospital  Report,  with  individual  profiles 
based  on  data  collected  by  the  American 
Hospital  Assn,  on  the  medical  staff,  census 
and  utilization,  facilities  and  admissions. 

• Reports  on  health  maintenance  organiza- 
tions, and  freestanding  ambulatory  care  and 
surgery  centers  servicing  the  area. 

The  cost  for  one  MAP  order  is  S275. 
Additional  orders  are  $100  less.  Call  (312) 
645-4719  or  (312)  645-4718,  collect. 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  SI 5.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  .An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othewise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  .MEDIC.AL  JOl'RNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 


BC/BE  INTERNIST:  Needed  to  join  busy  13 
doctor  multispecialty  group  in  clean  North 
Dakota  Lake  Country.  Salary  and  fringe  benefits 
very  liberal.  Send  curriculum  vitae  or  inquiries 
to:  Lake  Region  Cline,  P.C.,  P.  O.  Box  1100, 
Devils  Lake,  N D 58301 . Attn:  Joel  Rotvold  or  call 
collect  at  (701)  662-2157  for  further  information. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M. D.,  P.C.,  807  North 
Ash,  Cordon,  Nebraska  69343. 

IOWA  - PEDIATRICIAN  — To  join  busy 
Pediatric  Department  in  young,  progressive 
multispecialty  group.  Enjoy  outstanding  pro- 
gressive medium-sized  community  quality  of  life 
within  minutes  of  downtown  Omaha  Competi- 
tive guaranteed  salary  and  fringe  benefits,  plus 
incentives  with  full  corporate  membership  after 
one  year.  Contact  Richard  Lehigh,  Administrator, 
Cogley  Medical  Associates,  P.C.,  Council  Bluffs, 
Iowa,  51  503  712-328-1801. 

FAMILY  PRACTICE/INTERNAL  MEDICINE  — 
Attractive  opportunities  for  BC/BE  Family  Practice 
and  Internal  Medicine  physicians  in  the  Midwest 
Contact  Bob  Strzeiczyk  to  discuss  your  practice 
requirements  and  these  positions.  Strelcheck  & 
Associates,  Inc;  12724  N.  Maplecrest  Lane; 
Mequon,  Wl  53092;  1-800-243-4353. 

FAMILY  PRACTITIONER:  Busy,  i-physician 
office  in  Western  Nebraska  seeking  4th  physician. 
Must  be  Board  Certified  or  Board  eligible. 
Excellent  starting  salary  and  fringe  benefits  with 
bonus  opportunities.  Modern  5 5-bed  hospital 
across  the  street  from  clinic.  Good  schools  and 
housing  facilities  available.  Excellent  hunting 
and  fishing  area.  Call  308-762-3741  or  write. 
The  Alliance  Medical  Center,  P.C.,  2 307  Box 
Butte  Avenue,  Alliance,  NE  69  301. 

FAMILY  PRACTICE:  Immediate  opening  for 
BE/BC  Family  Practitioner  to  join  6 physicians  FP 
Department  in  a long  established  progressive 
mutispecialty  group  practice  in  Southwestern 
Iowa  Support  of  10  associated  or  affiliated  surgical 
and  medical  specialties,  yet  tree  to  practice  full 
range  of  family  medicine.  Enjoy  an  outstanding 
medium  sized  community  quality  of  life  within 
minutes  of  Omaha.  Guaranteed  first  year  salary, 
plus  incentive  with  full  range  of  benefits.  Please 
simd  ( urriculum  vitae  to  Richard  Lehigh,  Admin- 
istrator, Cogley  Medical  Associates,  P.C.,  715 
Harmony,  Council  Bluffs,  Iowa  51  503  or  call 
collect  at  71  2-328-1801. 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  an  immediate  need  for  (ihysicians 
to  staff  primary  care  clinics  located  in  Omaha, 
Nebraska.  Other  immediate  openings  include 
locations  in  Northern  Virginia,  Virginia  Beach, 
VA,  Fayetteville,  NC,  Columbus  and  Savannah, 
CA,  Charleston,  SC,  Tuscon,  AZ,  and  several 
desirable  locations  in  California.  Potential  loca- 
tions include  Jacksonville,  NC,  and  Tampa,  Orlando, 
and  Jacksonville,  FL.  Qualific ations  are:  BC/BE, 
and  appropriate  state  licensure.  Our  company 
offers  an  outstanding  incentive  pay  plan.  PHP 
also  provides  paid  malpractice  insurance,  and  a 
pleasant  work  environment  with  no  on-call 
coverage.  If  interested  and  qualified,  please  call 
or  send  C.V.  to  Leigh  Robbins,  PHP  Healthcare 
Corporation,  7044  Northridge  Drive,  Nashville, 
TN  37221,  61  5-662-1  310. 

BC/BE  FAMILY  PRACTITIONER:  Needed  to 
join  busy  15- doctor  multispecialty  group  m 
clean  North  Dakota  Lake  Country.  Salary  and 
fringe  benefits  very  liberal.  Send  curriculum 
vitae  or  inquiries  to:  Lake  Region  Clinic,  P.C., 
P.O.  Box  1100,  Devils  Lake,  ND  58301  , Attn: 
Joel  Rotvold  or  call  collect  at  701-662-21  57  for 
further  information. 

ORTHOPEDIC  SURGEON  — BE/BC:  Progres- 
sive JCAHO  hospital  and  medical  staff  located  in 
University  community  of  Northwest  Missouri  is 
seeking  orthopedic  surgeon  to  serve  people  in 
area  with  high  sports  interest,  high  percent  of 
elderly,  and  documented  desire  and  need  for 
specialty  services.  Community  provides  home- 
town livability  with  big  city  accessibility.  Located 
approximately  two  hours  from  Kansas  City, 
Omaha,  and  Des  Moines.  Contact:  Martin 
Goedken,  VP,  St.  Francis  Hospital,  2016  South 
Main  Street,  Maryville,  MO  64468-2693  or  call 
collect:  816-562-2600,  Ext.  5001. 

FAMILY  PRACTICE  — BE/BC:  To  join  estab- 
lished practice  of  obstetrician  and  family  prac- 
titioner. For  progressive  community  in  Northwest 
Missouri  with  State  University.  Excellent  JCAHO 
hospital  facilities.  Good  physician  compliment 
available  with  subspecialty  representation.  Con- 
tact Martin  Goedken,  VP,  St,  Francis  Hospital, 

2015  South  Main,  Maryville,  MO  64468;  816- 
562-2600. 

INTERNIST  — BE/BC:  For  progressive  com- 
munity in  Northwest  Missouri  with  State  Uni- 
versity. Solo  or  join  established  internist.  Excell- 
ent JCAHO  hospital  facilities  including  CT 
scanning,  ultrasound,  nuc  lear  medicine,  doppler 
studies,  endoscopies,  cardiac  stress  testing, 
holter  monitor.  Good  physician  compliment 
available  with  subspecialty  representation.  Con- 
tact Martin  Goedken,  VP,  St.  Francis  Hospital, 

2016  South  Main,  Maryville,  MO  64468,  816- 
562-2600. 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


ntriindicatlons:  VASOTEC*  (EnalaprII  Maleale.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
'duct  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatmeot  with  ah  ACE  inhibitor 
imlngs:  Angioedema  Angioedema  ot  the  tace.  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
lentstreatedwithACEinhibilors.includingVASOTEC  Insuchcases.VASOTECshouldbepromptlydisconlinuedandthe 
lenlcaretully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the  tace  and  lips, 
condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
jioedema  associated  with  laryngeal  edema  may  be  talal  Where  there  is  Involvement  ot  the  tongue,  glottis,  or 
yrni  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 


ootension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
ure  patients  given  VAS()TEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst  dose,  but 
continuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
• lollowed;  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
X lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
lal  lailure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics,  heart  lailure,  hyponatremia. 
)h-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
i|  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  m heart  lailure  patients),  reduce  the 
iretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
ootension  who  are  able  to  tolerate  such  ad|ustments  (See  PRECAUTIONS,  Drug  Inleraclions  and  ADVERSE  REAC- 
)NS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
d such  oalienis  should  be  lollowed  closely  lor  the  lirst  two  weeks  ot  treatment  and  whenever  the  dose  ot  enalapril 
d/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
lease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarction  or  cerebrovascular  accident 
ixcessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  inlrave- 
: us  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASOTEC, 
rich  usually  can  be  given  without  ditticulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
velops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
I njIropenia/Agranulocylosis.  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
w depression,  rarely  in  uncomplicated  patients  but  more  Ireguenlly  in  patients  with  renal  impairment,  especially  it  they 
I to  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ot  enalapril  are  insufficient  to  show  that  enalapril 
es  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ot  neutropenia 
agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
unts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 


vcautions:  General:  Impaired  Rena!  Function.  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldosterone 
stem,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
nose  renal  lunclion  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
i iibitors,  including  VASOTEC),  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
lure  and/or  death 


, clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
■rogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
I scontinualion  ot  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first 
« weeks  ot  therapy 

ime  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
creases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
, ■ncomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
in  and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

nluation  ol  patients  with  hypertension  or  heart  tallure  should  always  include  assessment  of  renal 
nction.  (See  DOSAGE  AND  ADMINISTRATION ) 

rperkalemia.  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
nical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
use  of  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
iserved  in  3 8%  ol  patients,  but  was  not  a cause  for  discontinuation 

1 sk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant  use 
' potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 

I used  cautiously  it  at  all.  with  VASOTEC  (See  Drug  Interactions.) 

irgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
lalapril  may  block  angiotensin  II  lormation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
msidred  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
lormation  lor  Patients. 

'Tgloedema.  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril 
ilienis  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
lace,  extremities,  eyes,  lips,  longue,  ditticulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
insulted  with  the  prescribing  physician 

Ypolension.  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  the  first  tew  days  ot  therapy  It 
;lual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
' lysician 

II  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
essure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
ad  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

yperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
. nysician 

eulropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g.,  sore  throat,  fever)  which  may  be 
sign  of  neutropenia 

OTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormation  is 
ilended  to  aid  in  the  sale  and  effective  use  ol  this  medication  It  Is  not  a disclosure  ot  all  possible  adverse  or  intended 
tects 

rug  Interactions 

'ypotensm  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
icently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy  with 
nalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
Kreasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
lose  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
dditional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

gents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihyperlensive  agents  that 
ause  renin  release  (e  g , diuretics). 

Ther  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
opa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  signilicant 
dverse  interactions 

gents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
lum-sparing  diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
iining  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomitant  use  of  these 
gents  IS  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  Irequent  monitor- 
'AMT^C^'"  ^h'35sium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving 

ithium  A tew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
rere  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
nended  that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
nonilored  frequently 


Pregnancy- Category  C There  was  no  fetoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  limes  the  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleale,  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benefit  lustilies  the  potential  risk  to  the  fetus 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  lollowing  administration  ol  '<C  enalapril  maleate  It  is  not 

known  whether  this  drug  Is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%),  and  fatigue  (3%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1 4%),  cough  (t.3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 

Heart  Failure  The  most  Irequent  clinical  adverse  experiences  in  bolh  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2 1%),  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  bolh  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1.6%),  angina  pectoris  (1 5%),  nausea  (1.3%),  vomiting  (1 3%),  bronchitis  (1 3%).  dyspnea 
(1,3%),  urinary  tract  infection  (1,3%),  rash  (1 3%),  and  myocardial  inlarclion  (1,2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ot  patients  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction,  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  oaurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2.2% 
of  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy  in  1 9%  of  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  m about  0.2%  of  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  In  1 2%  of  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0.3  g % 
and  1 0 vol  %,  respectively)  occur  Ireguenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests.  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration;  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihyperlensive  effect  may  dimmish  toward  the  end  of  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiusimeni  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 
2 5 mg  once  or  twice  daily.  After  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 

01  hypotension  The  appearance  ot  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension  The  usual  therapeutic  dosing  range  tor 
the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV).  patients  were 
treated  with  2,5  to  40  mg  per  day  of  VASOTEC,  almost  alvrays  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ellecis ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  Adiusimeni  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL.  therapy  should  be  initialed  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  /nferscfrons.)  The  dose  may  be  increased  to  2 5 mg  b I d , then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ot  tour  days  or  more,  if  at  the  time  of  dosage  adjustment  there  is  not 
excessive  hypotension  or  significant  deterioration  ol  renal  lunction  The  maximum  daily  dose  is  40  mg 
For  more  detailed  inlormation,  consult  your  MSD  representative  or  see  Prescribing  Inlormation  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co , Inc  , West  Point,  PA  19486  jevsisRiats) 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100y 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


Brief  Summarv 

Consult  the  pecbQe  litenture  tor  complete  mformetion. 

Indications  and  Usage:  And  is  indicated  tor  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  parents,  the  ulcer  will  heal  wrthinfour  weeks 
And  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  pao^  at  a reduced 
dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  And  for  longer  than  one  year  are  not  known 
Corrtraindicatiofl:  And  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensib^  to  other 
Hrrec^itor  antagonists 

Precautions;  Genera/  - 1 Symptomatic  response  to  nizahdine  therapy  does  not 
preclude  the  preserve  of  gas^  malignancy 

2 Because  mzabdine  is  excreted  pnmanty  by  the  kidney,  dosage  should  be 
reduced  in  patents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacolonetc  studies  np^ents  with  hepatorenal  syi^rome  have  not  been 
done  Part  of  the  dose  of  nizatdine  IS  metabolized  in  the  liver  In  patents  with  normal 
renal  functon  and  uncomplicated  hepatc  dysfunction,  the  dispositon  of  nizatdine 
IS  similar  to  that  in  normal  subjects 

Laborstory  Tests  - False-positive  tests  for  urobilinogen  with  Multstn*  may 
occur  dunng  therapy  with  nizatdme 

Dnjg  /nreracboins  - No  interactons  have  been  observed  between  And  and 
theopf^iine.chlordiazepoxide.  lorazepam.  hdocaine.  phenytoin.  and  warfarin  And 
does  not  inhibit  the  cytochrome  P-450-iinked  dnjg-metibolizing  enzyme  system, 
therefore  drug  interactons  iriediated  by  infxbiton  of  hepatc  metabolism  are  not 
expected  to  occur  in  patents  given  very  high  doses  (3.900  mgi  of  aspirm  daily, 
increases  tn  serum  salicylate  levels  were  seen  when  nizatdine.  mg  b i d . was 
admmstered  concurrently 

Carvnogenesis.  Mutagenesis,  Impairment  of  fertstity-t<  two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  m^^^day  (about  W tmes  the 
recommended  daily  therapeutc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  m the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastric  oxyntc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  m male  mice,  although  hyperplastc  nodules  of  the 
liver  were  increased  m the  high-dose  males  as  compart  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/k(^day.  about  330  tmes  the  human 
dose)  showed  marginally  statstcally  significant  increases  n hepatc  carcnoma 
and  hepatc  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatc  carcinoma  m the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  Thef  emale  mce  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transamtfiase  eievcdions)  The  occurr^e  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  arid  somewhat  hepatotoxic  (tose.  with  no 
evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female  mice  (given  up  to 
360  mg'k&day.  about  SO  tmes  the  human  dose),  and  a negative  mutagenicrty 
banery  are  not  considered  eviderKe  of  a carcinogenic  potenbal  for  Axid 
Axid  was  not  mutagenic  m a battery  of  tests  performed  to  evaluate  its  potenbal 
genetc  toxicity,  including  bacterial  mutaton  tests,  unscheduled  DNA  synthesis, 
sister  chromatd  exchange,  mouse  lymphoma  assay,  chromosome  aberraton 
tests,  and  a mcronucleus  test 

In  a two-generaton.  pennatal  and  postnatal  ferbiity  study  ai  rats,  doses  of 
nizabdine  up  to  650  mg/k(yday  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  d>eir  progeny 
Pregnancy  - hralogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  times  the  htmn  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  febjses.  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
mzabdine  at  20  m^g  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  m one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomaN.  distended  abdomen,  spina  bifida  hydrocephaly,  and  enlarged  heart  one 
fetus  Twre  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  mzabdine  can  cause  fey  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizabdme  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  jusbnes  the  potential  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  mzabdine  is  secreted  fi  human  milk  in 
proporbon  to  plasma  concentraoons  Caubon  should  be  exercised  when  admims- 
ten^  mzabdine  b)  a nursing  mother 

PeOiatrK  Use  - Safety  and  effectiveness  m children  have  not  been  established 
Use  in  EMerty  Patients  - Ulcer  healing  rates  in  elderty  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnonnaJibes  are  also  similar  tobiose  seen  m other  age  groups  Age  alone  may 
not  be  an  important  factor  m die  disposition  of  mzabdine  Eldeiiy  pabents  may  have 
reduced  renal  function 

Adveru  Reactions:  Clinical  tnals  of  mzabdine  included  almost  5.(XX)  pabents 
given  mzabdine  in  studies  of  varying  durations  Domesbc  placebo-controlled  tnals 
includedover1.900pabents  given  mzabdine  and  overt. 300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals.  sweabng  (1  % vs 
0 2%).  urbcana  (0  5%  vs  < 0 01  %).  and  somnolence  (2  4%  vs  1 3%)  were  signrfi- 
cantfy  more  common  in  the  mzabdine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
mzabdine 

H^iabc  - HepatKeliuiar  mjury.  evidenced  by  elevated  irver  enzyme  tests  (S(K)T 
[AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  ncabdine  In  some  cases,  there  was  marked 
eievabon  of  SGOT  S(^PT  enzymes  (greater  than  500  lU/L)  and.  m a single  instance. 
SGPT  was  greater  than  2.000  lU/l  overall  rate  of  occurrences  of  elevated  Irver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
signihcantfy  differ  from  the  rate  of  Irver  enzyme  abnormalibes  ai  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  And 
CarrJiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  m two  individuals  administered  AxK)  and  m 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  meny  confusion  have  been  reported 
EnOoerme  - ClimcaJ  pharmacology  studies  and  controlled  climcal  tnals  showed 
no  evidence  of  anbandrogemc  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freauency  by  paben^  who  received  And  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  Kcurred 
Hematologic  - Fay  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  wd  and  another  Hrreceptw  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  dmgs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
integumentaJ  ~ Sweating  and  urbcana  were  reported  significantly  more  fre- 
quent m mzabdine-  than  m placebo-treated  pabents  Rash  and  extoliabve  dermab- 
bs  were  also  reported 

Hypersensitivity  - As  with  other  H^receptor  antagonists,  rare  cases  of  anaphy- 
laxis foflowmgadmnistrabon  of  mzabdeie  have  been  reported  Because  cross-sen- 
sibvrty  m this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvrty 
to  these  agents  Rare  episodes  of  hypersensibvity  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Omer  - Hyperuncemia  unassociated  with  gout  or  nephrolrttnasis  was  reported 
Eosmoptelia.  fever,  and  nausea  related  to  mzabdme  admimstrabon  have  been 
reported 

Overtouge:  Overdoses  of  Axk)  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
^gnsanOSyrr^oms  -There is  little  clinicalexpenencewrthoverdosageof/txid 
n humans  Test  ammals  that  received  large  doses  ol  razabdne  have  exhibited 
cholinergic-type  effects,  including  lacnrnabon.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  6(X)  m(^g  m dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  letfy  Intravenous  median  Tetfy  doses  n the  ral  and  mouse  were  3ul 
m^g  and  232  m(^g  respectrvety 

Treatment  -To  obtain  up-to-date  informabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  cerbhed  regional  Poison  Control  Center  Telephone  nurr^rs 
of  certihed  poison  control  centers  are  listed  in  the  Physicians  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibiliTy  of  mutbple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  tanebes  vi  your  patient 
If  overdosage  xcurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  ak^  with  clinical  monitonng  and  supportive  therapy  Renal  dialysis  for 
four  b)  SB  hours  increased  plasma  clearance 
PV  2096  AMP 
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ior  your  ificliiiki  midcalions! 


We  specialize  in  buying  large  quantities  of  injectable  medications,  and  our 
volume  buying  enables  us  to  pass  along  incredible  savings  to  you. 

We  offer  the  same  brands  you  are  now  buying  as  well  as  generics,  and  ordering 
is  as  easy  as  dialing  our  toll-free  number. 


In  addition  to  our 


Check  these  features,  then  call  KDS  with  your  next  order. 

• Most  orders  shipped  same  day 

• No  minimum  order 

• Trade  name  and  generic 

• Toll-free  phone  number 

• Free  syringes  with  most  items 

• Licensed  pharmacist 


KDS 


Injectables 


Call  toll-free  1-8(XV421-1480  (in  Omaha,  call  593-0953)  8536  K Street  • Suite  6 • Omaha,  NE  681 27 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City.  MO  64114 

American  Academy  of  Pediatrics 
James  E.  Strain,  M,D„  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  V'ice  President 
950  N,  Washington  St. 

Alexandria.  \k  22314 

American  Academy  of  Ophthalmology 

Mel  Rubin,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  F'rancisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190.  .Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409-12th  St.,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  V'ice  President 

4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec,  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H,  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  Johnson.  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E..  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  6061(1 

Mid-Central  States  Orthopaedic  Society 
Calvin  M.  Oba,  M.D.,  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 

633  .S.  Washington  St„  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Malcolm  D.  Jones,  .M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 


May  1989  Nebraska  Medical  Journal  3-A 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D..  Neurological  Surgen,-  222 1 So.  17th  St., 
Suite  •‘110.  Lincoln,  NE  6H.502  The  manuscript  should  be  typewritten, 
double-spaced,  on  S'l!  x II  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  reterences. 

.Acknowledgements  must  be  given  when  material  from  otherpublications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

.Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  corre.spondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  .A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  .street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  .should  be  typed  double-spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  .Journal  references  should 
include  authors'  names  and  initials,  title  of  article,  abbreviated  name  of 
•Journal  (as  listed  in  Index  .Medicus).  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8'-;  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permi.ssion  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  .All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  -eturned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  -Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  -Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P O.  Box  278.  .Norfolk.  Nebraska  687U2-0278. 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


JjaiVLEY  MEDICAL 

SLPPLY  CDMPAiVY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 

(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


4-A  Nebraska  Medical  Journal 


May  1989 


The  Nebraska  Medical  Journal 


EDITOR  — 

BENJAMIN  R.  GELBER,  M.D. 


VOL.  74  NO.  5 


Neurological  Surgery 
2221  So.  17th  St..  Suite  310 
Lincoln,  NE  68502 

ASSOCIATE  EDITOR 
Scott  P Liggett.  M D . Lincoln 

EDITORIAL  BOARD: 

James  0 Armitage.  M D , Omaha 
Rodney  S W Basler,  M D„  Lincoln 
Jehangir  B Bastani,  M.D.,  Lincoln 
John  H.  Casey.  M D . Lincoln 
Paul  E Collicott.  M D . Lincoln 
John  F Connolly.  M.D.  Omaha 
Douglass  Decker.  Jr.  M D.,  Lincoln 
Alan  D Forker.  M D.,  Lincoln 
Deepak  M Gangahar.  M D.,  Lincoln 
Robert  W Gillespie,  MD.  Lincoln 
Stephen  R Grenier,  MD.  Lincoln 
Bruce  D Gutnik,  M D,.  Omaha 
Edward  A.  Holyoke,  Jr.  MD.  Ogallala 
Sushil  S Lacy.  M D Lincoln 
Hal  K Mardls.  MD.  Omaha 
Gilles  R G Monlf,  M.D.,  Omaha 
Walter  J O'Donohue,  M D..  Omaha 
William  F Rayburn.  M D..  Omaha 
John  L Reed.  M D.,  Lincoln 
Kenton  L Shatter.  M D.,  Kearney 
Harlan  C.  Shriner,  Jr.,  M D , Lincoln 
Joseph  M Stavas,  M D . Lincoln 
Patricia  Cole  Stivnns,  M D.  Lincoln 
Harold  W Thaut,  M D . Beatrice 
Jon  S,  Thompson,  M D . Omaha 
William  L VosiK  M D , Kearney 
Arthur  Weaver,  M D , Lincoln 
Charles  S Wilson,  M D , Lincoln 


ORIGINAL  ARTICLES 

Posterior  Fossa  Partial  Trigeminal  Rhizotomy: 

An  Alternative  to  Microvascular  Decompression 

Benjamin  R.  Gelber,  M.D. 

Louis  j.  Cogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Familial  Pancreatic  Cancer  (Part  I): 

Genetic  and  Pathology  Review 

Henry  T.  Lynch,  M.D. 

Stephen  j.  Lanspa,  M.D. 

Robert  j.  Fitzgibbons,  Jr.,  M.D. 

Thomas  Smyrk,  M.D. 

Mary  Lee  Fitzsimmons,  R. N.,  M.A. 

John  McClellan 

Visual  Loss  in  the  Cancer  Patient 

Albert  R.  Frank,  M.D. 

PRESIDENT'S  PAGE 

Richard  Raymond,  M.D. 

NEW  MEMBERS 


MAY  1989 


105 


109 


113 

124 

127 


SUBSCRIPTION  RATE 

SIS. 00  Per  Year  I'.S. 

SIS. 00  F^er  Year  Foreign  Countr\- 
Single  Copies  $1.50  Each 


IN  MEMORIAM 

COMING  MEETINGS 


128 

129 


Copyright  1989  Nebraska  Medical  Asso- 
ciation. Information  concerning  reprints  of 
the  articles  in  this  Journal  and  concerning 
obtaining  permission  for  the  reproduction 
of  any  portion  of  this  Journal  may  be 
obtained  from  the  Editor. 

The  Nebraska  Medical  Journal  does  not 
assume  responsibility  for  statements  made 
or  opinions  expressed  by  the  authors. 
Products  and  services  advertised  are  neith- 
er endorsed  nor  warrantied  by  the  Nebra- 
ska Medical  Association.  The  Nebraska 
Medical  Journal  reserves  the  right  to 
accept  or  reject  advertising  copy. 

Published  monthly  and  Second-Class 
Postage  paid  at  Lincoln.  Nebraska  and  at 
additional  mailing  offices  (ISSN  0091- 
67.30) 

.Address  all  correspondence  related  to 
subscriptions,  advertising  or  address 
changes  to  William  L.  .Schellpeper.  Business 
Manager.  1512  FirsTier  Hank  Building. 
Lincoln.  Nebraska  68508.  Phone  (402) 
474-4472. 


COVER  PICTURE 

“WILDFLOWERS  WITH  FRUIT" 

Joyce  DeKlotz,  Lincoln,  Nebraska 


May  1989  Nebraska  Medical  Journal  5-A 


Relieve  it.  With  our 
comprehensive  computer 
system  designed  specifically 
for  medical  offices. 


Accounts  receivable  with 
revenue  reporting 
Insurance  processing  with 
electronic  claims 
Specialized  HMO  reports 
Comprehensive  general 
accounting 

Collections  with  letter  writing 
Appointments  i^th  letter  writing 
Patient  recall  with  letter  writing 
IBM  hardware 
Periodic  user  seminars 
...and much  more 


It’s  easy  because  we  provide 
it  all.  IBM  hardware. 

Software.  Training.  Ongoing 
support.  PDS.  In  business  since 
1973 . . . with  more  than  100  satisfied 
customers.  PDS.  To  help  you  manage 
your  office  even  better. 


PDS 


|! 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  uuruber  one  priority  We  know 
we’re  not  just  iusuriug  your  fiuauces.  We're 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  onr  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

Pdrst.  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liahilitv  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  exjierienced  and 
skilled  malpractice  lawyers  in  vour  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  require 
financial  strength  and  stabilitv’.  Witli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  Ceneral  Agent 
in  vour  area  today 


I want  a 

malpractice  carrier 


that  knows  how  to 
fight  That’s  why 
I’m  with  Medical 


— — - 


Protective. 


~'Cii  Fail  DJ  tcr;X  c,'  P e sicy  e tv:  K 

Sen’ing  Nebraska  Physicians  Since  1949. 


Gerry  Smeadcr,  Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  534-9689 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


F.VMILY  PR.\CT1CR  SKILL 

Controlling  EpLstaxis 

CLI.MC.VL  -VRTICLES 

<||||||)  Drug  Therapy  for  Manic 

Illness 

Therapeutic  Guidelines  for  L’se  of  Nonsteroidal 

2 Antiinflammaior>  Drugs  for  Rheumatic  Disorders: 
Salicylates 

KF.RFI.NCi  CL  RRE.NT 

Docs  a Definite  Diagnosis 

Can  Obe.se  Type  II  Diabetic 

Help  Patients  Get  Better.' 

Patients  L’se  Fruc  tose  as  a 

Screening  for  Liver  .Melastase.s 

S\»eetener? 

Signiricance  of  Elevated 

Comparison  of  Diagnostic 

Er>  ihroc>'ie  Sedimentation  Kates 
Glucose  Tolerance  and 

Tests  for  Evaluating 
Dementia 

Pregnane  > Complications 

Psvchiatric  Reactions  Caused 

.\mong  Nondiabetic  Women 

by  Liclocaine  Toxicity 

ri  Ml’L.\TlVE  I.NDEX 

Indian-Chicano 
Health  Center 

2702  So.  20th  St.  • Omaha,  Nebr.  68108 
Phone  345-5898 


The  Indian-Chicano  Health  Center  is  a free 
health  and  dental  screening  clinic  funded  by 
United  Way  of  the  Midlands.  The  Center 
serves  the  Indian  and  Chicano  populations  of 
Omaha  in  a modern  general  medicine  facility 
located  at  2702  South  20th  Street.  Omaha. 
Nebraska.  The  clinic  is  currently  in  need  of 
interested  volunteer  M D.’s  to  staff  their 
evening  clinics.  Physicians  who  would  be 
interested  in  volunteering  one  evening  a 
month,  or  more,  should  contact  Rita  Garcia. 
(402)  345-5898. 


AMA  NEWS  NOTES 

PACs  Would  Be  Prohibited  from  making 
contributions  to  any  candidate  for  public 
office  under  one  of  a series  of  proposals  that 
President  Bush  submitted  to  Congress  in  a 
quest  to  improve  ethics  in  government.  The 
President  also  reasserted  his  opposition  to 
public  financing  of  national  election  campaigns, 
thus  making  it  evident  that  he  wants  those 
elections  to  be  financed  through  contributions 
by  individuals.  Currently,  individual  contribu- 
tions are  limited  to  $1,000  per  candidate.  In 
describing  his  various  proposals  at  a speech 
before  the  American  Society  of  Newspaper 
Editors  the  President  stated  his  belief  that 
“PAC's  weaken  the  parties,  restrain  competi- 
tion and  deaden  the  political  debate.” 

The  President  issued  an  executive  order 
that  prohibits  Presidential  political  appointees 
from  accepting  outside  income  while  in 
federal  service.  In  a proposal  that  is  part  of  his 
legislative  package  members  of  Congress 
would  be  prohibited  from  making  any  personal 

use  of  campaign  funds. 

* * * 
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Carafete"  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 


prone  to  duodenal  ulcers!  For  those  NSAID 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  vtherapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


rXRAFATE* 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


0160N8 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  suaalfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  suaalfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  suaalfate  should  not  be  expeaed  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  IrrtefBCtions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (suaalfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  dinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowever; 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  dnjgs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  condurted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
suaalfate.  There  are,  however,  no  adequate  and  well<ontrolled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  dmg  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in 
human  milk.  Because  many  drugs  are  exaeted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  suaalfate  in  dinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  suaalfate,  adverse  effects  were  reported  in  121  (4.7%), 
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Abstract 

Doctor  Walter  Dandy  was  a pioneer  in  the  surgical 
treatment  of  trigeminal  neuralgia.  The  Frazier-Spiller 
operation  had  been  the  standard  operation  for  trigeminal 
neuralgia.  Doctor  Dandy  pioneered  the  approach  through 
the  posterior  fossa.  He  sectioned  the  lower-most  30 
percent  of  the  trigeminal  nerve  and  found  that  trigeminal 
neuralgia  was  relieved.  Anesthesia  dolorosa  did  not 
develop,  and  the  patients  had  only  minimal  sensory  loss. 
Dandy's  operation  was  not  widely  accepted,  but  micro- 
vascular  decompression  as  described  by  Jannetta  was 
developed  by  application  of  Dand/s  principles. 

In  twenty  patients,  we  performed  a partial  trigeminal 
rhizotomy  using  Dandy's  technique.  A small  sub-occipital 
craniectomy  was  performed  and  the  trigeminal  root  entry 
zone  exposed.  The  lowermost  30  percent  of  the 
trigeminal  nerve  was  elevated  with  a blunt  hook.  The 
coagulating  cautery  was  applied  to  the  hook  and  the 
nerve  partially  sectioned. 

In  each  case,  the  trigeminal  neuralgia  was  completely 
relieved.  Each  patient  developed  a minimal  sensory  loss 
in  the  second  division  of  the  trigeminal  nerve.  The  corneal 
reflex  was  preserved  in  all  cases.  No  patient  has 
developed  anesthesia  dolorosa 

Partial  trigeminal  rhizotomy  is  an  alternative  to  micro- 
vascular  decompression.  The  operation  is  technically  easy 
to  perform  and  should  resume  its  rightful  place  in  the 
neurosurgical  treatment  of  trigeminal  neuralgia. 

KEY  WORDS:  Cranial  fossa,  posterior;  Cranial  nerve 
diseases;  Pain;  Trigeminal  neuralgia 

WALTER  Dandy  reported  his  early 
experience  with  the  posterior 
fossa  approach  to  the  trigeminal 
nerve  in  1925^  (fig.  1).  Despite  Dandy's 
excellent  results,  and  his  several  articles 
describing  the  procedure  and  his  results^'^, 
this  approach  was  eclipsed  by  the  Spiller- 
Frazier  subtemporal  approach  until  micro- 
vascular  decompression  was  described  by 
jannetta'.  There  are  many  historical  reasons 
for  this  and  Dandy's  operation  has  still  not 
been  widely  used.  The  advances  in  neuro- 
surgical technique  which  have  permitted  the 
success  of  microvascular  decompression  also 
contribute  to  the  safety  and  efficacy  of  partial 
rhizotomy  by  the  posterior  fossa  approach 
and  make  it  a useful  alternative  to  microvas- 
cular decompression. 


Methods 

Twenty  patients  underwent  partial  section 
of  the  trigeminal  nerve  using  the  posterior 
fossa  approach  described  by  Dandy  with  only 
minor  modifications. 

Patients  are  under  general  anesthesia,  in- 
tubated, and  placed  in  the  lateral  decubitus 
position  with  the  involved  side  up,  and  the 
head  fixed  in  the  three  point  pin  headrest. 
Hyperventilation  and  infusion  of  20%  Man- 
nitol at  the  usual  dose  of  1 gm/kg,  are  used  to 
facilitate  the  exposure.  Through  a linear 
incision  behind  the  ear  a small  retromastoid 
craniectomy  is  performed.  The  craniectomy 
should  be  centered  at  the  origin  of  the 
mastoid  eminence.  Once  the  dura  is  opened 
and  the  cerebellum  is  exposed,  the  microscope 
is  brought  in,  and  the  arachnoid  of  the  cisterna 
lateralis  is  visualized  and  opened  just  above 
the  eighth  nerve.  Usually  little  or  no  cerebellar 
retraction  is  necessary,  and  the  subsequent 
drainage  of  spinal  fluid  provides  excellent 
exposure.  The  fifth  nerve  is  visible  in  the 
center  of  the  triangle  formed  by  the  tentorium 
above,  the  eighth  nerve  below,  and  the 
cerebellum  medially.  The  petrosal  vein  is 
always  nearby,  and  if  retraction  on  the 
cerebellum  is  too  vigorous,  troublesome  bleed- 
ing may  result  if  the  vein  is  avulsed  from  the 
transverse  sinus.  This  may  be  controlled  as 
Dandy  recommended  using  the  cautery  applied 
to  a pledget  of  muscle  placed  on  the  bleeding 
point  A pledget  of  gelfoam  soaked  in  thrombin 
works  well  also. 

Once  the  nerve  is  identified,  a brief  search 
for  vessel  loops,  tumor  or  other  lesions  is 
car.ried  out  Microvascular  decompression  can 
be  carried  out  if  an  appropriate  vessel  is 
found.  To  perform  the  partial  rhizotomy,  we 
use  the  monopolar  coagulating  current  as 
Dandy  described.  We  use  a Dandy  nerve 
hook  which  has  been  teflon  coated  to  insulate 

•All  correspondence  and  reprint  requests  to  Benjamin  R.  Celber, 
M.D.,  Neurological  Surgery,  2221  South  17th  Suite  310,  Lincoln,  NE 
68502,  (402)  475-4948. 
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all  but  the  hook  and  1 cm.  of  the  tip  of  the 
shaft  to  prevent  shorting  out  against  the 
cerebellum  or  adjacent  cranial  nerves  (fig.  2). 
Using  the  Valleylab  Force  2 cautery,  (Valleylab, 
Boulder,  Colorado)  a setting  of  10  watts  is 
usually  adequate.  The  hook  cuts  through  the 
nerve  fibers  like  a hot  knife  through  butter, 
and  we  try  to  section  the  lowermost  30-40% 
of  the  nerve.  The  motor  root  is  easily  seen  and 
spared. 

The  dura  is  closed  primarily.  Although 
Dandy  recommended  tight  dural  closure,  if 
this  can't  be  done,  gelfoam  is  placed  over  the 
dural  defect,  and  careful  closure  of  the 
remaining  layers  is  adequate. 

Results 

Tables  1 and  2 summarize  our  experience 
so  far.  There  have  been  no  deaths  and  no 
major  morbidity.  Hospital  stay  is  often  less 
than  a week.  Most  patients  experience  some 


nausea  and  vomiting,  but  this  usually  subsides 
by  the  third  postoperative  day.  The  tic  pain  is 
relieved  immediately.  Corneal  sensation  is 
always  preserved,  and  careful  sensory  testing 
usually  demonstrates  partial  analgesia  to  pin 
near  the  lateral  side  of  the  lip,  just  as  Dandy 
described.  Otherwise,  sensation  remains  re- 
markably intact. 

Two  patients  had  recurrent  pain  several 
months  postoperatively  but  this  was  easily 
controlled  with  small  doses  of  Tegretol,  and 
both  were  able  to  discontinue  the  medication 
within  a few  weeks  without  recurrence  of 
pain.  One  patient  never  had  adequate  pain 
relief,  and  probably  had  atypical  facial  pain 
rather  than  trigeminal  neuralgia,  confirming 
that  this  procedure,  like  most  others,  is 
ineffective  for  atypical  facial  pain.  Two  patients 
had  postoperative  CSF  leak  through  inad- 
equately waxed  mastoid  air  cells,  an  easily 
remedied  but  easily  avoided  complication. 
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FIGURE  1 

Dr.  Walter  Dandy's  technique  for  partial  trigeminal  rhizotomy  (reprinted  with  permission 
from  Dandy,  W. E.,  The  Brain,  Classics  of  Neurology  & Neurosurgery  Library,  Gryphon 
Editions,  Inc,  1987,  page  195). 


FIGURE  2 

Teflon  insulated  Dandy  nerve  hook  with  exposed  tip  is  used  for  the  rhizotomy. 
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Herpes  simplex  often  appears  postoperatively, 
and  patients  sometimes  complain  of  fullness 
in  the  ear,  which  may  be  due  to  fluid  in  the 
mastoid,  which  resolves  without  treatment. 

Discussion 

There  are  many  reasons,  both  technical  and 
historical,  why  Dandy's  operation  has  not 
been  widely  used’®.  However,  Dandy's  claims 
are  accurate.  Sensation  is  preserved  nearly 
intact;  the  corneal  reflex  is  preserved,  even  in 
patients  with  first  division  tic.  The  motor  root 
is  easily  preserved,  and  anesthesia  dolorosa 
rarely,  if  ever,  occurs.  The  recurrence  rate 
compares  favorably  with  other  procedures. 
We  have  performed  partial  rhizotomy  in  two 
patients  who  had  previous  operative  ex- 
posures for  microvascular  decompression, 
and  as  Dandy  noted,  adhesions  do  not  occur 
in  the  cisterna  lateralis,  and  the  re-exposure  is 
not  difficult  This  allows  more  complete 
rhizotomy  to  be  performed  if  intractable  tic 
pain  recurs. 

Most  of  our  patients  had  undergone  previous 
ablative  procedures.  Jannetta  considers  these 
as  less  favorable  candidates  for  microvascular 
decompression®.  This  doesn't  appear  to  be 
true  for  partial  rhizotomy. 

Partial  rhizotomy  is  technically  easier  than 
microvascular  decompression.  The  exposure 
is  identical,  but  there  is  no  need  to  identify  all 
vessels  impinging  on  the  nerve,  no  need  to 
dissect  them  free,  change  the  way  they  lay 
against  the  nerve,  or  shape  and  interpose  a 
prosthesis.  Operating  time  can  be  less  than  50 
minutes  in  favorable  cases.  The  failure  rate 
and  reoperation  rate  compares  favorably  with 
microvascular  decompression. 

We  have  safely  performed  the  procedure  in 
elderly  patients  who  might  not  have  been 
considered  candidates  for  microvascular  de- 
compression’' A 79  year  old  man  who  had  a 
history  of  stroke,  a woman  with  severe 


emphysema,  and  an  85  year  old  with  a history 
of  ovarian  carcinoma  were  among  our  patients. 
All  tolerated  the  operation  well,  suggesting 
that,  with  careful  preparation  and  skilled 
anesthesia  the  procedure  is  not  necessarily 
more  stressful  than  other  invasive  procedures 
for  trigeminal  neuralgia. 

Partial  section  of  the  trigeminal  nerve  by  the 
posterior  fossa  aproach  is  a safe  and  effective 
surgical  treatment  for  trigeminal  neuralgia, 
and  should  not  only  take  its  rightful  place 
beside  microvascular  decompression,  but  also 
should  be  considered  an  equal  alternative 
primary  surgical  procedure. 
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INTRODUCTION 

PANCREATIC  cancer  has  shown  a 
marked  increase  in  incidence 
in  the  United  States.^  Interest 
in  its  epidemiology  has  focused  primarily  on 
cigarette  smoking,  ethanol,  caffeine,  and  diet- 
ary fat  consumption.^  Surprisingly,  aside  from 
hereditary  pancreatitis,  very  little  attention 
has  been  given  to  primary  genetic  factors.  It  is 
important  that  patients  at  high  risk  for  this 
disease  be  identified  prior  to  phenotype 
expression  (pancreatic  cancer)  in  that  pro- 
gnosis is  usually  dismal  once  diagnosis  is 
established.  It  is  in  this  area  that  biomarker 
research  would  have  the  potential  to  signify 
patients  at  inordinately  high  risk.  Intensive 
surveillance  could  then  be  targeted  toward 
this  population  so  that  surgical  intervention 
could  be  more  timely. 

There  have  been  several  pedigree  reports 
of  familial  aggregation  of  adenocarcinoma 
of  the  pancreas.  Friedman  and  Fialkow 
reported  four  brothers  with  adenocarcinoma 
of  the  pancreas  in  the  absence  of  hereditary 
pancreatitis.^  Dat  and  Sontag,-^  Grajower,^ 
and  MacDermott  and  Kramei*  have  also 
reported  adenocarcinoma  of  the  pancreas 
among  siblings.  Danes  and  Lynch^  reported 
familial  aggregation  occurring  over  two  gen- 
erations. Ehrenthal  et  al®  have  reported 
adenocarcinoma  of  the  pancreas  occurring 
through  three  generations  with  progressively 
younger  ages  of  onset.  Recently,  Ghadirian 
et  aT  conducted  a population-based  case/ 
control  study  of  pancreatic  cancer  in 
Quebec,  Canada.  This  involved  interviewing 
150  patients  with  cancer  of  the  pancreas 
and  150  age,  sex,  place  of  residence,  and 
race  (French-Canadian)  matched  controls. 


Interestingly,  10  of  the  150  (6.77o)  of  cases 
showed  a positive  family  history  of  pan- 
creatic cancer,  with  frequencies  ranging 
from  2-4  cases  per  family,  including  the 
proband.  This  compared  to  1 case  out  of 
150  controls  (0.77o)  or  a ten-fold  difference 
between  cases  and  controls  (p<0.001).  The 
authors  concluded  that  some  familial  pre- 
disposition to  pancreatic  cancer  occurred. 
Genetic  syndromes  predisposing  to  pan- 
creatic cancer  include  those  listed  in  Table 

-|  10-13 

Our  purpose  is  to  provide  descriptive 
material  relevant  to  current  knowledge 
about  pancreatic  cancer's  pathology,  avail- 
able surveillance/managernent  strategies, 
and  its  etiology  with  emphasis  on  our 
ongoing  research  activities  in  familial  pan- 
creatic cancer. 

Materials  and  Methods 

We  have  reviewed  the  records  of  all  of  the 
kindreds  on  file  at  Creighton's  Hereditary 
Cancer  Institute  for  diagnosis  of  pancreatic 
cancer.  We  excluded  kindreds  with  heredi- 
tary pancreatitis  or  Lynch  syndrome  II. 
Families  in  our  ongoing  hereditary  cancer 
resource  have  been  intensively  investigated 
to  a minimum  of  second  degree  relatives. 
This  includes  questionnaires  requesting 
information  about  cancer  of  all  anatomic 
sites  in  addition  to  demographic  and  gen- 
eral epidemiological  information.  Permission 
forms,  when  signed  by  living  cancer-affected 
individuals  and/or  legal  next  of  kin,  enabled 
retrieval  of  primary  medical  and  pathology 
documents.  In  the  case  of  families  identified 
with  two  or  more  first  degree  relatives  with 
pancreatic  cancer,  we  made  a special 
attempt  to  collect  the  pathology  slides 
and/or  tissue  blocks  for  review  by  our 
collaborating  pathologist  (TS). 

Results 

We  identified  12  families  in  which  pan- 
creatic cancer  occurred  in  two  or  more  first 
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Table  1.  Heritable  syndromes  associated  with  pancreatic  cancers. 


MODE  OF 

ASSOCIATED  TUMORS 

DISORDER 

INHERITANCE 

PANCREATIC 

OTHER 

hereditary  pancreatitis 

AD 

adenocarcinoma 
of  pancreas 

none 

multiple  endocrine 
adenomatosis.  Type  I 

AD 

islet  cell  tumors 
of  pancreas 

pituitary,  para- 
thyroid, adrenal 
cortex,  rarely 
thyroid 

ataxia  telangiectasia 

AR 

adenocarcinoma 

lymphocytic  leu- 
kemia, Hodgkin’s 
disease,  reticulum 
cell  sarcoma, 
lymphosarcoma, 
other  lymphoma, 
possible  gliomas, 
medullblastoma, 
gastric  carcinoma 

glucagonoma  syndrome 

poss.  AD 

alpha-cell  gluca- 
gon producing 
pancreatic  cancer 

none 

isolated  familial 
aggregation  of  site- 
specific  pancreatic 
carcinoma 

unk 

adenocarcinoma 
of  pancreas 

none 

familial  pancreatic  and 
colon  cancer 

poss.  AD 

adenocarcinoma 
of  pancreas 

colon 

Gardner’s  syndrome 

AD 

adenocarcinoma 
of  pancreas 

colon,  ampulla 
of  Vater,  thyroid, 
adrenal 

Abbreviations  used:  AD  - autosomal  dominant;  AR  - autosomal  recessive;  unk  - -unknown. 


degree  relatives.  It  is  not  possible  to  make 
any  estimate  of  the  frequency  of  familial 
pancreatic  cancer,  since  this  was  not  a 
population  based  registry  series.  Several  of 
our  pancreatic  cancer-prone  families  have 
members  with  cancer  of  the  breast  and 
colon,  but  they  did  not  meet  the  criteria  for 
Lynch  syndrome  II  or  hereditary  breast 
cancer  syndromes.  There  were  32  pan- 
creatic cancer  patients  in  all;  14  were 
males  and  18  were  females.  All  were 
Caucasian.  Age  at  diagnosis  ranged  from 
46  to  94  years  (median  70  years).  Of  22 
cases  where  histologic  type  was  known 
(including  17  tumors  reviewed  by  us),  there 
were  21  ductal  adenocarcinomas  and  one 
malignant  islet  cell  tumor  (the  patient  with 
islet  cell  tumor  had  a brother  and  a son  with 
ductal  carcinoma  of  the  pancreas).  The 
observed  survival  rate  at  one  year  was  22%; 
at  two  years,  4%. 

Discussion 

Among  our  1 2 families  with  two  or  more  first 
degree  relatives  with  pancreatic  cancer,  we 
observed  the  sex  ratio,  age  of  onset,  histologic 


type,  and  survival  data  to  be  similar  to  those  of 
unselected  patients  based  on  a comparison 
from  the  National  Cancer  Institute's  Surveil- 
lance Epidemiology  and  End  Results  Program, 
1973-1979. 

Our  data  is  considered  preliminary  at  this 
time.  We  are  extending  the  families  with 
search  for  cancer  of  all  anatomic  sites,  and  are 
making  an  effort  to  retrieve  all  available  tumor 
pathology  data  for  our  review.  Eindings  from 
this  study  will  be  the  subject  of  a future  report. 

Histology/ Pathology 

Any  study  of  familial  pancreatic  cancer 
should  include  careful  histologic  study  of  the 
tumors.  While  the  large  majority  of  exocrine 
tumors  are  duct  cell  adenocarcinomas,  other 
entities  must  be  kept  in  mind.  A classification 
is  given  in  Table  2;  the  tumors  are  briefly 
discussed  below. 

Duct  cell  adenocarcinoma  accounts  for 
about  80%  of  exocrine  tumors.  They  most 
commonly  affect  patients  in  the  6th  and  7th 
decades  of  life;  65%  arise  in  the  head  of  the 
pancreas.  The  five-year  survival  rate  is  1-2%. 
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Rarely,  tumors  of  duct  cell  origin  show  a 
mixture  of  squamous  and  glandular  ele- 
ments. Indeed,  it  may  be  difficult  to  find 
glandular  elements  in  some.  In  gross  ap- 
pearance, location,  and  prognosis,  adeno- 
squamous carcinoma  closely  resembles 
duct  cell  adenocarcinoma. 

Another  variant  of  duct  cell  adenocar- 
cinoma is  mucinous  adenocarcinoma,  in 
which  there  is  such  extreme  mucus  pro- 
duction that  there  are  large  cystic  spaces 
filled  with  mucus.  Neoplastic  cells  may  be 
seen  floating  in  the  mucus  or  lining  the 
cystic  spaces.  Again,  location  and  behavior 
are  probably  similar  to  duct  cell  adeno- 
carcinoma, although  some  studies  have 
suggested  a slightly  better  prognosis.^'' 

Pleomorphic  (giant  cell)  carcinoma  is  also 
thought  to  be  of  duct  cell  origin.  These 
tumors  are  composed  of  large,  bizarre, 
mono  or  rnultinucleated  cells.  Pleomorphic 
carcinomas  tend  to  be  evenly  distributed  in 
the  pancreas;  they  behave  much  like  duct 
cell  adenocarcinoma.  A special  variety  of 
pleomorphic  carcinoma  features  osteoclast- 
like giant  cells:  cells  with  abundant  cyto- 
plasm and  as  many  as  100  bland,  uniform 
nuclei.  Although  prognosis  for  this  lesion 
was  originally  thought  to  be  better  than  for 
duct  cell  adenocarcinoma,  recent  reports 
show  otherwise.^'’ 

Mucinous  cystic  neoplasm  is  an  unusual 
tumor  that  affects  middle-aged  females. 
Only  about  5%  of  these  tumors  involve  the 
head  of  the  pancreas.  Some  authors  divide 
mucinous  cystic  neoplasms  into  mucinous 
cystadenoma  and  mucinous  cystadenocar- 
cinoma;  others  maintain  that  if  adequately 
sampled,  virtually  all  will  show  histologically 

Table  2.  Exocrine  pancreatic  tumors. 


DUCT  CELL  ORIGIN  % OF  TOTAL 

duct  cell  adenocarcinoma  80 

adenosquamous  carcinoma  5 

mucinous  carcinoma  1 

pleomorphic  carcinoma  6 

mucinous  cystic  neoplasm  2 

serous  cystadenoma*  1 

ACINAR  CELL  ORIGIN 

acinar  cell  carcinoma  1 

solid  and  cystic  tumor**  3 

MIXED  (EXOCRINE  AND  ENDOCRINE)  <1 

UNCERTAIN  ORIGIN 

pancreatoblastoma  <1 


*some  evidence  for  acinar  origin 

**some  evidence  for  ductal  origin 


malignant  areas. If  the  mass  can  be  totally 
excised,  five-year  survival  is  over  60%.'^ 

Mucinous  tumors  must  be  ciifferentiated 
from  serous  cystadenoma  (microcystic 
adenoma).  This  tumor,  most  common  in 
elderly  individuals  of  either  sex,  is  entirely 
benign.’®  Unlike  mucinous  cystic  neoplasm, 
which  tends  to  be  unilocular,  the  serous 
cystadenoma  is  composed  of  numerous 
small  cysts  lined  by  flattened  cuboidal 
epithelium.  Most  serous  cystadenomas  are 
incidental  findings  at  autopsy. 

The  pancreatic  acinus  may  also  give  rise 
to  tumors.  Acinar  cell  carcinomas  occur  in 
elderly  patients  and  are  equally  distributed 
between  head,  body,  and  tail.’*^  These 
carcinomas  are  easily  mistaken  for  en- 
docrine tumors;  however,  electron  micro- 
scopy reveals  typical  zymogen  granules 
(200  to  lOOOnm)  rather  than  dense-core 
endocrine  granules.  Biologic  behavior  is 
similar  to  that  of  duct  cell  adenocarcinoma. 

Solid  and  cystic  tumor  is  a distinctive 
pancreatic  tumor  seen  in  young  females. 
These  large  (3-1 5cm)  tumors  are  most 
commonly  found  in  the  pancreatic  tail.  They 
characteristically  have  foci  of  necrosis  and 
hemorrhage.  Solid  and  cystic  tumor  has  a 
favorable  prognosis;  most  are  cured  by 
surgical  excision.^” 

There  are  rare  reports  of  tumors  having 
both  exocrine  and  endocrine  differentia- 
tion.^’ However,  there  have  been  too  few 
cases  to  allow  comments  about  behavior. 

Finally,  pancreatoblastoma  is  the  term 
used  for  primitive  pancreatic  tumors  of 
childhood.  It  tends  to  be  locally  invasive 
and  may  metastasize. 

It  is  clear  that  those  cancers  which  are 
increasing  in  incidence  in  our  population 
should  be  given  the  highest  priority  research 
for  etiologic  clues.  Pancreatic  cancer  is  one 
such  lesion.  Such  an  effort  must  necessarily 
embrace  the  concept  that  changing  en- 
vironmental factors,  including  carcinogens, 
may  be  unmasking  a pancreatic  cancer- 
prone  genotype.  Inattention  to  the  role  of 
primary  genetic  factors  in  pancreatic  cancer, 
as  evidenced  by  our  literature  review,  has 
correspondingly  limited  our  understanding 
of  the  role  of  genetic  factors,  either  primary 
or  polygenic  in  pancreatic  cancer's  etiology. 
Central  to  a more  full  understanding  of 
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etiology  of  familial  pancreatic  cancer  is  a 
comprehension  of  pathology.  In  Part  1,  we 
have  reviewed  these  subjects  and  have  provided 
preliminary  data  on  1 2 families  which  we  have 
operationally  defined  as  familial  pancreatic 
cancer  by  virtue  of  two  or  more  first  degree 
relatives  affected  with  this  disease.  In  Part  II, 
we  will  discuss  surveillance,  diagnosis,  and 
surgical  strategies  with  particular  implications 
for  familial  pancreatic  cancer  at  risk  and/or 
affected  individuals. 
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INTRODUCTION 

After  cardiovascular  disease, 
cancer  is  the  second  leading 
i cause  of  death  in  the  United 
States.^  Because  of  an  increased  health  aware- 
ness in  general,  and  public  education  efforts 
regarding  cancer  in  particular,  more  neo- 
plasms are  being  discovered  at  an  earlier 
stage,  for  example,  those  of  the  breast  and 
cervix.  These  early  tumors  will  often  be  cured 
with  appropriate  therapy.  However,  the  major- 
ity of  patients  still  present  with  advanced 
lesions  which  will  manifest  symptoms  and 
signs  of  metastatic  disease.  Through  the  use  of 
several  methods  of  treatment  such  as  surgery, 
chemotherapy,  radiation  therapy  and  hormone 
manipulation,  some  cancer  patients  although 
not  permanently  “cured"  have  lived  for  longer 
periods  while  harboring  a malignancy  in 


various  stages  of  remission  or  exacerbation. 
Consequently,  management  of  metastatic 
disease  has  assumed  an  increasingly  important 
role  in  the  care  of  the  cancer  patient. 

Clinicians  are  familiar  with  the  spectrum  of 
problems  requiring  palliative  care,  especially 
emergent  ones  which  include  the  superior 
vena  cava  syndrome,  spinal  cord  compression 
and  brain  metastases.  Rarer  in  occurrence  and 
feared,  next  to  cancer  itself,  is  blindness 
caused  by  metastatic  disease.  This  has  a 
devastating  impact  out  of  proportion  to  its 
incidence  because  of  the  marked  psycholog- 
ical loss  for  the  patient.  Of  all  our  senses, 
vision  is  the  most  precious,  for  without  it  our 
lives  are  greatly  depleted.  Blindness  in  art 

■Request  for  reprints  to  Albert  R.  Frank,  M.D.,  Methodist  Hospital, 
8303  Dodge  Street,  Omaha,  NE  68114. 


FIGURE  1 

“The  Homecoming  of  Tobias"  by  Rembrandt  van  Ryn.  Collection  of  Willeum  V.D.  Voum. 
COURTESY  OF  BOYMANS,  VAN  BEUNINGEN  MUSEUM  Rotterdam.  The  Netherlands. 
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and  literature  is  symbolic  of  ignorance,  help- 
lessness and  lack  of  spiritual  perception.^ 
In  Shakespeares'  King  Lear,  Lears'  daughter 
professes  her  love  to  the  King  saying  "Sir,  I 
love  you  more  than  word  can  wield  the 
matter;  dearer  than  eyesight,  space  and 
liberty;  beyond  what  can  be  valued,  rich  or 
rare."  One  of  Rembrandt's  favorite  literary 
topics  was  the  Apochypral  Book  of  Tobit  in 
which  Tobias  cures  his  father's  blindness.^ 
(Figure  1).  His  painting  brings  out  the  pathos 
of  blindness,  showing  the  helpless  Tobit  being 
unable  to  find  the  open  door  which  will  lead 
him  to  Tobias.  Historically,  metastatic  cancer 
to  the  eye  has  been  considered  a rare  disease 
and  few  ophthalmologists  ever  saw  more  than 
one  case.  Later  reports'*  and  a review  of  cases 
at  the  Armed  Forces  Institute  of  Pathology'’ 
indicated  that  eye  metastases  occur  more 
frequently  than  previous  studies  indicated.  At 
the  present  time  metastatic  carcinoma  is 
considered  the  most  common  malignant 
tumor  of  the  eye.  The  resulting  loss  of  vision 
may  occur  quickly  and  unless  therapy  is 
immediately  instituted,  result  in  irreversable 
blindness  which  must  be  the  final  disaster  for 
these  unfortunate  people.  The  purpose  of  this 
presentation  is  to  discuss  etiology,  diagnosis 
and  treatment  of  eye  metastases  and  the 
importance  of  recognizing  eye  symptoms  in 
the  cancer  patient  as  requiring  prompt  diagnosis 
and  treatment. 

ETIOLOGY 

Eye  neoplasms  may  result  from  many  primary 
types  of  neoplasm,  but  the  incidence  mirrors 
the  frequency  of  certain  primary  tumors.*’ 
Breast  cancer  is  the  most  frequent  primary 
neoplasm  in  60-70%  of  cases  and  spread  to 
the  eye  may  occur  late  in  the  course  of  the 
disease.  Lung  cancer  is  the  second  most 
frequent  primary  tumor  occurring  in  10-1  57o  of 
cases  and  spread  to  the  eye  may  occur  early  in 
its  natural  history.^  Lung  cancer  is  becoming 
more  frequent  as  is  the  frequency  of  secondary 
eye  involvement.  Other  tumor  types^^**  are 
prostate,  renal  and  Cl  tract  neoplasms  account- 
ing for  20-2 57o  of  cases.  Visual  loss  may  also 
be  caused  by  orbital  metastasis*®  which 
occurs  much  less  often  in  a ratio  of  7:1  than, 
and  which  shares  the  same  basic  etiology  as 
eye  lesions,  with  which  this  presentation  is 
primarily  concerned.  There  is  no  preference 
for  either  left  or  right  eye  involvement. 
Formerly  it  was  believed  that  the  left  eye  was 
the  site  of  most  metastatic  disease  since 
blood  flow  to  the  left  eye  has  a less  circuitous 


route  than  to  the  right  eye.  However,  later 
studies  have  shown  equal  frequency  to  either 
eye.**  The  choroid  is  a very  vascular  structure 
receiving  blood  from  the  ciliary  branches  of 
the  ophthalmic  artery.*^  There  are  approxi- 
mately 20  short  posterior  ciliary  arteries 
supplying  the  posterior  choroid  and  two  long 
posterior  ciliary  arteries  supplying  the  anterior 
choroid.  Most  of  the  tumor  emboli  are  carried 
in  the  more  numerous  short  posterior  vessels 
and  arrive  at  the  posterior  pole  on  the 
temporal  side  of  the  disc,  the  point  of  entry  of 
most  of  these  arteries.  When  tumor  cells  are 
injected  into  the  left  ventricle  of  an  experi- 
mental rabbit,  they  will  land  in  the  entire 
choroid.*^  However,  tumor  growth  occurs  only 
in  the  anterior  choroid  of  that  animal.  In 
humans,  the  location  of  most  metastatic 
growth  is  the  posterior  choroid,  even  though 
tumor  cells  land  throughout  that  structure. 
Therefore,  "soil  factors"  may  also  be  important 
in  determining  where  an  arrested  tumor  cell 
embolus  will  develop  into  a metastasis. 
Apparently  in  children,  the  eye  is  not  a 
suitable  location  for  metastatic  disease  as 
solid  tumors  do  not  metastasize  to  the 
choroid,  though  orbital  metastasis  may  occur.*'* 
Infectious  emboli  implant  in  the  retina  in 
more  than  907u  of  cases;  however,  involve- 
ment on  the  retina  with  metastatic  disease  is 
exceedingly  rare.*^ 

CLINICAL  ASPECTS 

During  clinic  visits  for  treatment  of  a known 
primary  with  or  without  known  metastatic 
disease,  a patient  may  complain  of  visual 
disturbance  and  may  inquire  about  whether  a 
change  in  eyeglasses  is  necessary.  Symptoms, 
when  they  occur,  may  be  vague  including 
flashes  of  light,  shadows,  mistiness  or  blurring. 
The  most  frequent  symptoms  are  decreased 
vision  and  pain.*®  Some  patients  may  experi- 
ence no  visual  symptoms  due  to  a small 
choroidal  metastasis  and  some  may  have 
visual  disturbance  for  long  periods  of  time 
without  change.  In  addition  those  with  car- 
cinoma metastatic  to  the  orbit  may  exhibit 
exophthalmos,  diplopia,  periorbital  swelling, 
visible  mass  and  ophthalmoplegia*'*  (Figures 
2-3).  An  incidence  of  197o  bilateral  involve- 
ment has  been  reported  in  series  consisting  of 
varied  types  of  primary  tumors.*’’  Breast 
carcinoma  metastases  seem  to  have  a particular 
propensity  for  the  eye  and  the  incidence  of 
simultaneous  or  subsequent  bilateral  involve- 
ment is  approximately  twice  that  of  other 
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FIGURE  2 

87  Year  old  white  male  presenting  with  diplopia,  decreasing  left  eye  vision  and  orbital  pain. 

No  history  of  malignancy. 


primary  neoplasms. The  second  affected  eye 
is  usually  diagnosed  within  one  month  after 
the  first  one.  In  Thatcher's  series,''*  choroidal 
involvement  was  the  first  site  of  metastatic 
disease  in  20-307o  of  breast  cancer  patients.  If 
patients  have  choroicial  metastases  from  breast 
carcinoma,  there  is  usually  a past  history  of  a 
known  primary  breast  tumor.  Some  neoplasms, 
such  as  lung  cancer  may  initially  present  with 
an  eye  metastasis,  without  a history  of  a 
known  malignancy.  This  situation  may  result  in 
clinical  confusion  as  the  lesion  may  be 
thought  of  as  a melanoma  and  treated 
accordingly.^"  The  differentiation  of  a known 
melanoma  vs  a metastatic  lesion  is  sornetimes 
difficult  to  make  even  with  our  modern 
diagnostic  techniques  such  as  fluoroscein 
angiography.  Though  some  patients  may  have  an 
indolent  course,  the  natural  history  of  the 
metastatic  lesion  is  such  that  unless  treatment 
is  started  immediately,  useful  vision  is  lost  in  a 
[•natter  of  days  or  weeks.*"  The  metastatic 
implants  grow  rapidly  in  the  highly  vascular 
choroid  and  cause  secondary  elevation  of  the 
retina.  The  retinal  elevation  occurs  about  907o 
of  the  time  with  choroidal  metastases  and  is 
the  actual  cause  of  visual  disturbance.  This 
elevation  leads  to  a rapidly  progressive  retinal 
detachment  which  destroys  useful  vision  in  a 
short  period  of  time.  Without  prompt  treat- 
ment, 20-25%  with  bilateral  disease  become 
functionally  blind  until  the  time  of  their  death 
which  may  occur  in  a few  months  to  a few 
years,  depending  upon  the  malignant  biolog- 
ical behavior  of  the  primary  tumor.  Glaucoma 
may  eventually  occur  and  require  enucleation 
for  pain  relief. 


DIAGNOSIS 

The  diagnosis  of  choroidal  metastases  is 
made  by  means  of  careful  ophthalmologic 
examination  and  additional  tests  such  as 
ultrasound,  fluoroscein  angiography,  CT  scan 
and  MRI  scanning.  On  opthalmoscopy,  the 
metastatic  lesions  appear  as  discrete  pale 
yellow  or  gray  slightly  raised  areas  with 
mottled  pigment  on  the  surface.*"  The  lesions 
are  usually  located  along  the  posterior  globe 
temporal  to  the  optic  disc.  Retinal  detachment 
of  varying  degrees  is  often  associated  with 
these  lesions.  The  metastatic  lesions  may  have 
a subtle  appearance  and  additional  studies 
are  useful  for  diagnosis  and  documentation. 
Fluoroscein  angiography^^  is  useful  in  detecting 
neovascularization  or  abnormal  capillary  per- 
meability such  as  seen  with  metastatic  lesions. 
Fluoroscein  is  injected  intravenously  and  the 
choroid  is  visualized  with  a blue  light  which 
excites  fluorescence  in  the  blood  vessels  of 
the  eye.  The  sequence  of  vascular  changes  is 
recorded  with  a sensitive  black  and  white  film. 
Abnormal  areas  may  fluoresce  for  several 
hours  after  injection.  The  majority  of  eye 
metastases  are  too  small  to  be  seeri  on  a CT 
scan.^*  In  some  cases  only  the  associated 
retinal  detachment  will  be  noted.  The  lesions 
usually  appear  as  relatively  flat  areas  of 
thickening  of  the  posterior  globe  margin.  A CT 
scan  cannot  distinguish  between  simple  retinal 
detachment  vs  that  due  to  metastatic  lesion. 
Ultrasonography**^  is  particularly  useful  when 
evaluating  the  density  of  intraocular  tumors  to 
suggest  the  histologic  type.  This  study  most 
clearly  shows  the  degree  of  retinal  detachment 
and  underlying  choroidal  mass.  Even  though 
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FIGURE  3 

CT  scan  demonstrating  mass  in  the  apex  of  the  left  orbit.  Biopsy  showed 
adenocarcinoma,  possible  renal  origin.  Primary  lesion  undiscovered. 


CT  scanning  can  occasionally  detect  choroidal 
metastases  as  a focal  area  of  enhancement, 
ultrasound  is  superior  to  CT  scanning  for 
diagnosis  of  these  lesions.  When  a significant 
retinal  detachment  accompanies  a metastatic 
ocular  lesion,  MRI  scanning  has  also  been 
found  to  be  superior  to  CT  scanning  as  it  is 
able  to  discriminate  from  the  detachment.^'^ 
Therefore  in  addition  to  ophthalmoscopic 
examination  the  armamentarium  of  radio- 
logical studies  have  found  a useful  place  in  the 
diagnosis  of  metastatic  lesions. 

TREATMENT 

The  modalities  used  to  treat  choroidal 
metastasis  include  chemotherapy,  hormone 
therapy,  radio-therapy  and  cryo-surgery.  Cryo- 
surgery has  been  tried  and  may  occasionally  be 
of  some  benefit,  but  it  is  not  widely  used  as  it 
has  been  reported  in  some  cases  to  accelerate 
progression  of  these  tumors  and  vision  has 
been  reported  to  worsen  following  this  therapy^. 
Radiation  therapy  is  considered  the  most 
effective  way  of  treating  choroidal  metastases.’"^ 
The  radiation  technique  most  commonly  used 
is  a direct  lateral  field  on  the  involved  side 
measuring  4 by  4 cm.  in  size.  The  anterior 
border  is  at  the  lateral  bony  canthus  to  spare 
the  ipsilateral  lens  (Figure  10).  The  beam  of 
irradiation  is  angled  5 degrees  posteriorly  to 
avoid  the  opposite  lens.  Bilateral  disease 
requires  opposing  lateral  fields  of  irradiation. 


The  usual  dose  of  irradiation  for  control  of 
choroidal  metastases  is  3,000  - 4,000  rads. 
Approximately  80-90%’^^^  of  patients  will 
respond  to  external  irradiation  with  improved 
vision.  25%  will  return  to  the  pre-symptomatic 
state.  Choroidal  metastases  are  some  of  the 
smallest  lesions  to  be  clinically  diagnosed. 
Their  small  size  may  account  for  the  high 
response  to  radio-therapy.  Visual  improve- 
ment and  ophthalmoscopic  evidence  is  best 
evaluated  one  month  after  completing  external 
irradiation.  The  lesions  flatten,  sub-retinal 
fluid  is  absorbed,  and  clumping  of  dark  retinal 
pigment  is  noted  on  the  surface.^^  Larger 
lesions  with  severe  symptoms  respond  less 
well  to  irradiation.  About  2/3  of  those  with 
moderate  to  marked  retinal  detachment  will 
have  no  response.  The  presence  of  such  a 
retinal  detachment  implies  a poor  prognosis. 
Complications  secondary  to  irradiation  therapy 
such  as  cataract  formation  occur  infrequently. 
This  may  be  due  to  a short  survival  of  many  of 
these  patients  and  the  lens  sparing  technique 
of  irradiation.  Chemotherapy  is  less  frequently 
used  for  treatment  of  choroidal  metastases, 
but  responses  have  been  reported  using 
single  and  multiple  drug  regimens.^’’-^'’  Breast 
cancer  has  the  best  response  to  chemotherapy 
and  excellent  disease  regression  with  visual 
improvement  may  occur;  results  which  are 
comparable  to  those  obtained  with  external 
irradiation.  Chemotherapy  may  be  a suitable 
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treatment  for  small  asymptomatic  lesions  and 
in  those  cases  of  breast  cancer  metastatic  to 
the  choroid  in  which  combined  chemotherapy 
is  being  utilized  to  treat  metastatic  disease 
elsewhere  in  the  body.  Because  radio-therapy 
has  a reliable  response,  it  seems  to  be 
preferable  to  chemotherapy,  especially  for 
patients  with  significant  progressive  symptoms 
and  those  with  poorly  responsive  tumors  such 
as  metastatic  lung  carcinoma.  Metastatic  breast 
carcinoma  may  respond  to  hormonal  therapy, 
but  these  responses  may  require  several 
weeks  to  become  apparent.  Because  of  the 
emergent  nature  of  visual  symptoms,  treat- 
ment with  external  irradiation  would  be 
preferable  since  the  slow  response  to  hor- 
monal therapy  may  not  prevent  further  visual 
loss  which,  may  be  rapidly  progressive.'® 

CASE  HISTORY  1 

The  patient  was  a 34-year-oId  white  female 
who  presented  with  advanced  inflammatory 
carcinoma  of  the  right  breast  with  negative 
estrogen  and  progesterone  receptors.  She  was 
treated  with  external  irradiation  to  the  breast 
and  lymph  node  drainage  areas  in  addition  to 
combination  chemotherapy.  Six  months  after 
diagnosis,  she  developed  severe  back  pain 
due  to  metastatic  disease.  She  was  also  noted 


to  have  liver  and  lung  metastases  with  a 
pleural  effusion.  Her  back  pain  was  treated 
with  palliative  irradiation  and  her  chemo- 
therapy was  changed.  A short  time  later  the 
patient  developed  visual  symptoms  and  an 
ophthalmologic  consultation  was  obtained. 
Examination  of  the  fundi  revealed  bilateral 
metastatic  lesions  whic  h were  well  visualized 
with  fluorosein  angiography  (Figures  4-6).  She 
was  started  on  a course  of  external  irradiation 
to  both  orbits  whic  h received  a tumor  dose  of 
3,800  rads  in  19  treatment  fractions.  The 
patient  noted  little  if  any  improvement  in  her 
vision  following  her  course  of  irradiation.  The 
patient  had  a rapid  downhill  clinical  course 
and  expired  three  weeks  following  her  course 
of  orbital  irradiation.  Her  choroidal  metastases 
were  part  of  a generalized  carcinomatosis  and 
her  short  survival  mirrored  the  malignant 
biologic  potential  of  her  neoplasm.  Not 
enough  time  had  elapsed  following  her  course 
of  radiation  to  appreciate  visual  improvement 
which  may  only  occur  2-3  months  following  a 
course  of  irradiation. 

Her  case  illustrates  the  propensity  of  breast 
metastases  to  occur  bilaterally  in  approxi- 
mately 40%  of  cases  and  the  short  survival 
associated  with  progressive  disseminated 
disease  unresponsive  to  systemic  therapy. 


FIGURE  4 

Photograph  of  choroid  metastasis  of  right  fundus. 
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FIGURE  6 

Fluoroscein  angiogram  of  metastasis  at  4:30  location  of  left  eye. 
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CASE  HISTORY  2 

The  patient  is  a 74-year-old  white  male  who 
presented  with  swelling  of  the  left  temporal 
area  in  August,  1984.  A CT  scan  showed 
thickening  of  the  cranium  in  that  area  with  a 
possible  underlying  mass.  A craniotomy  was 
performed  and  revealed  the  presence  of  a 
large  nodule  consisting  of  metastatic  adeno- 
carcinoma of  the  prostate  on  the  inner  surface 
of  a bone  flap  removed  from  the  left  temporal 
region.  A TUR  was  subsequently  performed 
and  showed  two  foci  of  Grade  II  adenocarci- 
noma. A bilateral  orchiectomy  was  then 
performed.  One  year  later,  the  patient  de- 
veloped pain  in  the  region  of  the  left  eye.  His 
bone  scan  was  positive  in  the  cervical  spine 


and  posterior  to  the  left  orbit  (Figure  7).  His 
pain  spontaneously  subsided  and  no  treat- 
ment was  recommended.  In  June,  1988  he 
developed  marked  swelling  and  pain  in  the 
left  orbit  region.  Examination  showed  signi- 
ficant swelling  of  the  left  orbital  tissues  and 
proptosis  of  the  left  eye  (Figure  8).  The  CT 
scan  showed  a neoplastic  process  expanding 
the  greater  wing  of  the  left  sphenoid  with 
extensive  involvement  (Figure  9).  In  addition 
disease  was  noted  in  the  left  frontal  sinus  and 
ethmoidal  bullae.  The  patient  then  underwent 
a course  of  megavoltage  irradiation  to  the  left 
orbit.  Complete  resolution  of  his  signs  and 
symptoms  subsequently  occurred. 


FIGURE  7 


Bone  scan  demonstrating  metastatic  area  behind  left  eye. 


FIGURE  8 


74  Year  old  white  male  with  history  of  metastatic  prostate  cancer. 
Developed  left  eye  pain,  proptosis,  diplopia,  and  swelling  of  orbital  tissues. 
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FIGURE  9 

CT  scan  showing  metastatic  involvement  of  greater  wing  of  sphenoid  (dark  arrow) 
involving  posterior  orbit,  proptosis  and  edema  (white  arrow). 


CASE  HISTORY  3 

The  patient  was  a 40-year-old  white  female 
who  presented  with  a 2cm  cancer  in  the  upper 
outer  quadrant  of  the  right  breast  in  1977. 
One  of  twelve  axillary  nodes  was  involved 
with  metastatic  disease.  She  underwent  a 
course  of  postoperative  irradiation  to  the  right 
supraclavicular  and  internal  mammary  areas 
and  received  two  years  of  adjuvant  chemo- 
therapy. Visual  disturbance  occurred  six  years 
later.  Examination  revealed  the  presence  of  a 
large  temporal  choroidal  mass  in  the  right  eye 
(Figure  10).  The  retina  was  moderately  elevated. 
The  vision  in  the  right  eye  was  20/200  and  the 
left  eye  20/20.  Work-up  showed  no  other 
evidence  of  metastatic  disease.  The  patient 
underwent  a course  of  megavoltage  irradiation 
to  the  right  orbit  receiving  a tumor  dose  of 
3,800  rads  in  four  weeks  (Figure  11).  She  was 
also  started  on  Tamoxifen.  Examination  three 
months  later  showed  significant,  if  not  com- 
plete, regression  of  the  choroidal  lesion 
(Figure  12).  No  retinal  elevation  was  noted. 
The  vision  in  the  right  eye  had  improved  to 
20/40.  Examination  three  months  later  showed 
that  the  lesion  had  significantly  resolved  and 
no  fluid  accumulation  was  noted  (Figure  7). 
The  patient  did  have  some  decreased  vision  in 
the  right  eye  vvF  .-h  was  corrected  with  use  of 
spectacles.  Examination  the  following  year 


showed  no  evidence  of  recurrent  disease  in 
the  right  eye.  Examination  showed  significant 
choroidal  pigmentation  with  disruption  of  the 
retinal  pigment  epithelium.  Slight  decrease  in 
her  visual  acuity  was  felt  to  be  due  to  pigment 
disruption  in  the  region  from  macular  degen- 
erative changes.  During  that  same  year,  the 
patient  developed  painful  bony  metastatic 
disease  of  the  right  hip  and  also  multiple  brain 
rnetastases.  Both  of  these  metastatic  mani- 
festations were  treated  with  external  irradiation 
with  symptomatic  relief.  Six  months  later,  the 
patient  was  found  to  have  a new  metastatic 
lesion  in  the  right  parietal  area  and  received 
an  additional  short  course  of  irradiation.  The 
patient  expired  in  June  of  1988.  This  case 
history  is  significant  because  it  shows  how  the 
first  manifestation  of  metastatic  disease  may 
be  choroidal  rnetastases.  The  patient  had  an 
excellent  response  to  orbital  irradiation  and 
experienced  a prolonged  survival  of  2 V2  years 
following  the  discovery  of  the  choroidal 
lesion.  Such  prolonged  survival  is  possible 
with  responsive  tumors  such  as  breast  car- 
cinoma when  timely  local  irradiation  is  com- 
bined with  effective  systemic  chemotherapy. 
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FIGURE  11 

Photograph  of  choroidal  metastasis  with  subretinal  fluid  accumulation.  Note  slight 
wrinkling  effect  at  edge  of  lesion.  Vision  20/200. 


DISCUSSION 

Loss  of  vision  secondary  to  eye  metastases 
was  once  considered  a rare  manifestation  of 
malignant  disease.  However,  choroidal 
metastases  are  now  considered  to  be  the  most 
frequent  intraocular  tumor.  Eye  symptoms 
may  be  vague  such  as  blurring  and  slight  visual 
loss  which  could  often  be  attributed  to 
medications.  These  lesions  may  be  difficult  to 


differentiate  from  other  primary  tumors  such 
as  melanoma,  but  the  diagnosis  is  usually 
correctly  made  with  expert  ophthalmologic 
evaluation.  When  a definite  decline  of  vision 
is  noted  in  a patient  with  a known  history  of 
malignancy,  this  situation  should  be  considered 
an  oncologic  emergency  since  the  visual  loss 
may  be  rapidly  progressive  and  irreversable. 
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FIGURE  12 

Lesion  following  course  of  irradiation.  Lesion  has  flattened. 
Fluid  has  resorbed.  Vision  20/40. 


Some  cases  have  been  reported  to  have  stable 
disease  without  treatment,  but  this  cannot  be 
considered  the  general  experience,  and  treat- 
ment should  be  quickly  started  to  prevent 
further  progression  of  disease.  External  irradia- 
tion is  the  primary  treatment  modality  for 
symptomatic  choroidal  metastases.  Those  with 
small  asymptomatic  lesions  may  have  a favor- 
able response  to  chemotherapy.  When  therapy 
is  promptly  started,  the  majority  will  have 
improvement  or  stabilization  of  their  vision. 
Their  ultimate  prognosis  remains  very  poor 
with  the  reported  survival  varying  from  7-12 
months.  However,  many  of  these  patients  may 
have  their  metastatic  disease  kept  under 
control  with  systemic  therapy  and  feel  gener- 
ally well,  with  come  surviving  for  years. 
Treatment  of  eye  metastases  is  recommended 
as  soon  as  visual  symptoms  occur  to  maintain 
a quality  of  survival  as  high  a level  as  possible. 
The  therapeutic  approach  requires  the  care  of 
the  medical  oncologist,  ophthalmologist,  and 
radiation  oncologist  to  avoid  visual  loss, 
unquestionably  a tragic  situation,  but  one 
which  is  currently  preventable  with  prompt 
and  appropriate  treatment  measures. 

/ would  like  to  express  my  appreciation  to  Annette 
Reitan  lor  typing  this  manuscript 
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PRESIDENT’S  PAGE 


Inaugural  Address 

RICHARD  RAYMOND,  M.D. 
PrestdenL  Nebraska  Medical  Association 


I feel  very  privileged  to  join  the  ranks  of  1 1 9 
predecessors  who  had  the  opportunity  to 
serve  as  President  of  the  Nebraska  Medical 
Association.  In  reading  the  inaugural  speeches 
of  Presidents  past,  a singular  theme  of  impend- 
ing doom  to  the  medical  profession  seems  to 
appear.  From  speeches  in  the  mid-60s,  cau- 
tioning what  Medicare  will  do  to  the  profession, 
to  Herb  Reese's  excellent  address  on  "Med- 
icine in  Transition",  to  Dr.  McWhorter's  "The 
Perilous  Road  Ahead".  Well,  as  President 
Eisenhower  said,"  Things  were  different  before 
they  changed".  And  change  they  have,  perhaps 
the  biggest  recent  change  being  the  threat  to 
physicians'  autonomy,  but  many  things  have 
changed  for  the  better,  and  many  things 
remain  unchanged. 

It  used  to  be  that  the  practice  of  medicine 
was  an  exchange  between  the  doctor  and  the 
patient,  and  it  still  is,  except  it  has  changed. 
Now  there  are  insurance  company  rules, 
hospital  administrators,  legislators,  lawyers, 
PROS  and  federal  regulations  that  are  involved 
in  nearly  every  physician  - patient  contact. 

If  we  want  to  dwell  on  the  past,  the  way  it 
used  to  be,  we  also  have  to  consider  giving  up 
the  many  advances  we  have  made  in  medical 
care.  The  advances  that  have  pushed  the  cost  of 
medicine  up  to  12%  of  the  gross  national 
product,  that  cost  being  the  major  reason  for 
these  outside  influences.  While  we  may  only 
wish  for  a simpler  world  in  the  practice  of 
medicine,  we  must  preserve  the  special  bond 
between  patient  and  doctor  - that  special  faith 
and  trust. 

The  reasons  I chose  medicine  as  a profession 
have  not  changed  - just  the  rules  we  play  by. 
And  I want  to  influence  these  rules  changes  as 
they  occur.  We  need  to  remember  that  we  still 
serve,  and  we're  still  rewarded  - both  emo- 
tionally and  financially.  I'm  embarrassed  by 
some  physicians  who  seem  to  have  financial 
gain  as  their  number  one  concern,  but  the 
majority  of  physicians  earn  what  they  make 
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through  long  years  of  training,  their  compro- 
mise of  an  uninterrupted  family  life  and  the 
responsibility  assumed  when  a patient's  needs 
are  tended  to.  We  can  hold  our  heads  high, 
but  not  arrogantly,  we  can  seek  reasonable 
reward,  but  not  unbridled  greed. 

We  need  to  take  the  time  to  let  the  public 
know  we  still  care.  Remember  Norman  Rock- 
well's painting  of  a doctor  listening  to  a little 
girl's  doll  with  his  stethoscope?  We  need  to  be 
listeners  of  dolls,  of  family  members,  of  other 
physicians. 

And  while  independent  views  must  always 
be  respected,  if  a group  of  physicians  seeks  to 
carve  out  a position  at  the  expense  of  others, 
we  must  have  the  courage  to  stand  up  and 
challenge  them.  I clearly  stand  for  a united 
Nebraska  Medical  Association  that  will  stand 
up  for  physicians'  and  patients'  rights.  To 
influence  these  rule  changes,  the  NMA  needs 
unity  and  broad-based  support. 

And  to  be  a strong  Association,  one  of  my 
major  goals  will  be  to  increase  the  member- 


124  Nebraska  Medical  Journal  May  1989 


ship  numbers.  If  72%  of  Nebraska  physicians 
belong  to  the  NMA,  then  28%  are  free- 
loaders. We  need  to  reach  these  individuals 
through  personal  contacts  and  impress  upon 
them  their  moral  obligation  to  be  contributors 
to  this  Association.  Dr.  Muriel  Frank,  President 
of  the  Metropolitan  Omaha  Medical  Society, 
has  also  listed  this  as  one  of  her  priorities,  and 
we  will  work  together  to  produce  the  largest 
influx  of  new  members  we  have  seen  for  many 
years.  We  need,  especially,  to  be  sensitive  to 
the  needs  of,  and  the  recruitment  of,  the 
younger  physicians  and  the  female  physicians. 
Hopefully,  our  examples,  as  elected  leaders  of 
organized  medicine,  will  make  that  task 
easier. 

Winston  Churchill,  during  World  War  II, 
made  the  famous  observation,  "These  are  the 
worst  of  times,  and  these  are  the  best  of 
times".  The  same  can  be  said  for  medicine; 
and  you  can  be  a doomsayer,  or  you  can  be  a 
positive  influence. 

These  are  the  worst  of  times  when: 

— Insurance  company  clerks  have  to  okay 
an  admission  or  certify  an  extension  of 
hospital  days. 

— HMOs  reward  physicians  for  saving  costs, 
but  not  for  providing  quality  care. 

— When  generic  drugs  are  randomly  sub- 
stituted with  cost-savings,  not  quality 
medicine,  as  the  motivating  factors. 

— When  young,  economically-strapped 
families  have  to  subsidize  health  care  for 
wealthier  retirees. 

— When  hospital  administrators  and  utili- 
zation review  committees  encourage 
doctors  to  discharge  patients  quicker 
and  sicker. 

— When  a physician's  medical  decisions  are 
influenced  by  greed,  by  fear  of  mal- 
practice or  economic  forces. 

But  these  are  the  best  of  times  when: 

— The  Hippocratic  Oath  prevails. 

— Physicians  give  of  their  time  in  their 
communities  as  respected  individuals. 

— Physicians'  number  one  priority  remains 
the  health  of  their  patient,  and  it  must 
always  remain  that  way. 

— When  scientific  advances  have  brought 
us  transplants,  cancer  cures,  fiber-optic 
equipment,  lithotripters,  MRIs  and  CAT 
scans  and  pharmaceuticals  like  T. P.A. 

— When  joint  replacements  and  improved 
medical  care  keep  the  elderly  active  and 
healthy. 


— When  neonatal  intensive  care  units  give 
a hopeful  start  to  a premie's  life. 

These  scientific  advancements  are  not 
without  a high  price  tag,  and  they  may  signal 
the  end  of  "The  Great  Illusion."  In  1965,  The 
Great  Illusion  was  born  with  the  advent  of  the 
Medicare/Medicaid  programs.  Promises  were 
made  by  the  federal  government  that  unlimited, 
high  quality  care  would  be  provided  to  all 
residents  of  these  United  States.  As  medical 
costs  have  risen  to  1 2%  of  the  Gross  National 
Product,  legislators,  insurance  companies, 
HMOs  and  taxpayers  are  searching  for  ways  to 
hold  costs  down.  We  are  constantly  being 
compared  to  England,  Canada  and  other 
socialized  medicine  countries.  The  only  way 
these  governments  have  held  costs  down  is  by 
rationing  of  care.  The  government  made  the 
promise  in  1965,  and  now  medicine  is  being 
given  the  role  of  the  heavy.  We  need  to 
oppose  rationing  of  care  by  any  name  and 
reaffirm  that  the  real  "business  of  medicine"  is 
providing  complete,  competent  care  to  the 
sick.  We  must  oppose  any  law,  regulation  or 
scheme  that  does  not  serve  that  purpose. 

Lastly,  so  there  are  no  misconceptions,  I did 
not  run  for  the  Presidency  of  the  Nebraska 
Medical  Association  to  do  battle  in  the 
political  arena  to  help  physicians  amass 
wealth  and  power,  but  to  try  and  assure  that 
the  people  of  Nebraska  have  access  to  health 
care  that  is  of  high  quality  and  is  delivered 
economically.  While  these  goals  are  often  the 
same  for  our  elected  officials,  the  methods  of 
obtaining  them  are  often  quite  different. 

Access:  This  state  is  already  beginning  to 
experience  access  problems  for  Medicare  and 
Medicaid  patients.  Medicaid  appropriations 
are  woefully  low  in  this  state,  with  reimburse- 
ment often  times  less  than  cost.  If  not 
corrected,  more  physicians  will  refuse  to  see 
Medicaid  patients,  ultimately  driving  the  cost 
of  health  care  higher  by  lack  of  primary  care. 
We  need  to  address  the  question  of  priorities 
in  this  program,  such  as  one  heart  transplant 
being  paid  for,  when  20,000  immunizations 
could  have  been  given. 

Medicare  reimbursement  levels  are  archaic 
and  discriminate  against  senior  citizens  in 
rural  states;  and  within  Nebraska,  they  dis- 
criminate against  those  living  in  rural  areas. 
This  is  already  producing  access  problems 
through  physician  mal-distribution,  and  will 
increase  as  older  rural  physicians  retire.  Equity 


May  1989  Nebraska  Medical  Journal  125 


in  Medicare  reimbursement  levels  is  a neces- 
sity that  must  be  achieved  soon  to  guarantee 
continued  access  to  health  care  for  rural 
Medicare  patients.  Mandatory  assignment 
would  produce  a critical  shortage  of  rural 
physicians  willing  to  accept  Medicare  patients. 
The  Nebraska  Medical  Association  will  be  a 
leader  in  assuring  that  all  senior  citizens  in 
Nebraska  will  have  access  to  care,  regardless 
of  ability  to  pay. 

We  will  continue  to  lead  the  fight  for 
economical,  quality  care  through  legislation, 
such  as  the  Medical  Liability  Act,  the  Rural 
Health  Act,  The  Board  of  Examiners,  the 
Quality  Assurance  Act  for  Physicians'  Lab- 
oratories, and  the  endless  attempts  of  the 
limited  practitioners  to  expand  their  scope  of 
practice. 

I ask  you  to  help  us  in  improving  our  image 
to  the  public  bv  taking  leadership  positions  in 


public  issues,  such  as  sex  education,  drug 
abuse,  seat  belt  and  helmet  laws,  to  name  a 
few;  help  us  by  donating  your  time  to  altruistic 
ventures;  help  us  by  presenting  a positive 
image  to  high  school  and  undergraduate 
students  who  are  interested  in  pursuing  a 
career  in  medicine,  and  help  us  by  taking  the 
time  to  listen  to  dolls. 

Remember,  the  good  life  is  not  one  in  which 
you  live  and  let  live,  the  good  life  is  one  in 
which  you  live  and  help  others  live.  This  is 
what  the  practice  of  medicine  was  all  about  in 
1950  when  Norman  Rockwell  painted  phy- 
sicians in  a complimentary  light;  that  was  the 
practice  of  medicine  in  1965  when  Medicare 
came  into  our  lives;  and  that  remains  the 
essence  of  the  practice  of  medicine  in  1989 
when  cost  containment  is  changing  the  rules 
we  play  by. 
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NEW  MEMBERS 


George  E.  Cullan,  M. D. 

2430  South  73rd  Street 
Omaha,  Nebraska  68124 

Stanley  H.  Schack,  M. D. 

625  Doctors  Bldg.,  N.  Tower 
Omaha,  Nebraska  681  31 

John  A.  Woodruff,  M. D. 

7710  Mercy  Road,  #601 
Omaha,  Nebraska  68124 

Eelco  Gerlings,  M.D.  (reinstated) 
234  Doctors  Bldg.,  S.  Tower 
Omaha,  Nebraska  681  31 

Patricia  Eastman,  M.D.  (reinstated) 
P.  O.  Box  95 
Lexington,  NE  68850 

Thomas  F.  Eastman,  M.D. 

P.  O.  Box  95 
Lexington,  NE  68850 

Mark  Pilley,  M.D.  (reinstated) 

901  5 Arbor  St.,  #146 
Omaha,  N E 68124 

Terry  W.  Bejot,  M.D. 

5440  South  St,  #700 
Lincoln,  NE  68506 

Richard  E.  Petersen,  Jr.,  M.D. 

5440  South  St,  #700 
Lincoln,  NE  68506 

Steven  J.  Diamantis,  M.D. 

6801  N.  72nd  St 
Omaha,  NE  68122 

Anne  L Jones,  M.D. 

825  S.  Tower,  Doctors  Bldg. 
Omaha,  NE  681  31 

Robert  L Muelleman,  M.D. 

Dept,  of  Emergency  Medicine 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 
Doublas  A.  Robey,  M.D. 

901  5 Arbor  St 
Omaha,  NE  68124 


Robert  B.  Thompson,  M.D. 

622  Doctors  Bldg. 

Omaha,  N E 68131 

Kent  Johnson,  M. D.,  (reinstated) 

2020  N.  72nd  St 
Omaha,  NE  681  34 

David  Sambol,  M.D. 

7710  Mercy  Rd. 

Omaha,  N E 68124 

Steven  Shefte,  M.D.  (reinstated) 

301 1 Avenue  A 
Kearney,  NE  68847 

Lynne  A.  Holz,  M.D. 

908  N.  Howard 
Grand  Island,  NE  68802 

Lee  Gartner,  M.D.  (reinstated) 

4740  A St 
Lincoln,  NE  68510 

George  Gooper,  M.D.  (reinstated) 

810  Reid  Ave. 

North  Platte,  NE  69101 

Murray  Markley,  M.D.  (reinstated) 
North  Loup,  NE  68859 

Mario  Baccari,  M.D.  (reinstated) 

8300  Dodge  St 
Omaha,  N E 68114 

John  E.  Keilly,  M.D.  (reinstated) 

9315  Western  Ave.,  # 56 
Omaha,  NE  681 1 4 

Louis  Martin,  M.D.  (reinstated) 

607  Meadow  Rd. 

Omaha,  NE  681  54 

Donald  Prescher,  M.D.  (reinstated) 
5404  Ames  Ave. 

Omaha,  NE  68104 

William  Weingarten,  M.D.  (reinstated) 
8303  Dodge  St 
Omaha,  N E 68114 


May  1989  Nebraska  Medical  Journal 


127 


Robert  C.  Billerbeck,  M.D.  (reinstated) 
401  E.  Gold  Coast  Rd. 

Papillion,  NE  68128 

Dale  W.  Orton,  M.D. 

R.  R.  1,  Box  21 
Elkhorn,  NE  68022 


Kay  Ticen,  M.D.  (reinstated) 

908  Martin  Dr.  West 
Bellevue,  NE  68005 

Glen  A.  Forney,  M.D.  (reinstated) 
Scottsbiuff,  NE  69361 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


E.  STEWART  MAN  ESS,  M.D.  — (Born  August 
24,  1924  - died  February  20,  1989)  Medical 
Specialty  - otolaryngology.  Doctor  Maness 
was  a graduate  of  Vanderbilt  University 
School  of  Medicine  in  Nashville,  Tennessee 
in  1947  and  practiced  in  Lincoln.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 

THOMAS  T.  SMITH,  M.D.  — (Born  August  12, 
1919  - died  February  16,  1989),  Medical 
Specialty  - otolaryngology.  Doctor  Smith 
was  a graduate  of  Creighton  University 
School  of  Medicine  in  1933  and  practiced 
in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor  Smith 
is  survived  by  his  wife,  Cecelia;  two  daughters, 
Mary  Hiebner  of  Middletown,  R.I.,  and 
Beverly  Atchison  of  Sunnyvale,  CA;  nine 
grandchildren;  and  two  great-grandchildren. 

ROBERT  D.  GEER,  M.D.  — (Born  October  5, 
1911  - died  March  7,  1989)  Medical 

Specialty  - General  Practice.  Doctor  Geer 
was  a graduate  of  the  University  of  Pittsburg 
School  of  Medicine  in  1939  and  practiced 
in  Alda.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  Survivors  include  his 
wife.  Hazel  of  Alda;  three  daughters,  Mrs. 
Tom  (Judith)  Ewing  of  Georgetown,  Maine, 
Shirley  Geer  of  Wakefiled,  Mass.,  and 


Marilynn  Kobza  of  Grand  Island;  one  son, 
Robert  Geer,  Jr.  of  Phoenix,  AZ;  eight 
grandchildren;  and  one  sister,  Mrs.  M.  L 
Herman  of  East  Petersburg,  PA. 

JOHN  A.  URSICK,  M.D.  — (Born  August  1, 
1939  - died  March  1,  1989)  Medical 
Specialty-  Internal  Medicine.  Doctor  Ursick 
was  a graduate  of  Creighton  University 
School  of  Medicine  in  1975  and  practiced 
in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Survivors 
include  his  wife,  Sharon;  sons,  John  and 
Joseph,  and  daughters  Suzanne,  Maureen 
and  Kathleen,  of  Omaha;  and  a brother.  Dr. 
William  E.  Ursick  of  Las  Vegas,  Nev. 

RUDOLPH  SILVERS,  M.D.  — (Born  January  4, 
1909  - died  March  3,  1989)  Medical 
Specialty  - Family  Practice.  Doctor  Sievers 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1939  and  practiced 
in  Blair.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  Doctor  Sievers  also 
served  as  President  of  the  NMA  from  1 963- 
64.  He  is  survived  by  one  daughter,  Mrs. 
Rex  (Stephanie)  Engebretson,  Englewood, 
CO;  two  sons,  LeRoy  of  Lincoln  and  Doctor 
H.  Neal  of  Blair;  three  grandchildren,  1 great 
granddaughter  and  two  sisters. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL 
EDUCATION  COURSES 

MAY  1-12,  1989  — Family  Practice  Review. 

MAY  4-5,  1989  — Protection  of  Human 
Subjects.  Red  Lion  Inn. 

MAY  6,  1989  — Ciba  Geigy  Cardiology 
Program. 

MAY  19,  1989  — OB  Residents  Seminar. 

JULY  30  - AUGUST  2,  1989  — Cardiovascular 
Disease  Prevention.  Snowmass,  Colorado. 

SEPTEMBER  2-9,  1989  — Med-Start  '89. 
Aspen,  Colorado. 

SEPTEMBER  8-9,  1989  — Current  Controver- 
sies and  Techniques  in  Congenital  Heart 
Surgery.  Baltimore,  Maryland. 

SEPTEMBER  25  - OCTOBER  1,  1989  — 
Emergency  Medicine  Review. 

OCTOBER  1-7,  1989—  Emergency  Medicine 
Review. 


CREIGHTON  UNIVERSITY 

MAY  8,  1989  — The  Costs  Of  Caring:  Ethics 
And  Prospective  Payments  - Red  Lion  Inn, 
Omaha,  Nebraska. 

MAY  26-28,  1989  — Family  Medicine  Update 
- Village  East  Resort,  Okoboji,  Iowa. 

AUGUST  25  & 26,  1989  — Pediatric  Infectious 
Disease  Conference  - Westin  Crown  Center, 
Kansas  City,  Missouri. 

OCTOBER  1 3-22,  1989  (starting  dates)  — 
Creighton  Model  Natural  Family  Planning 
Practitioner  Education  Program  - Pope  Paul 
VI  Institute,  Omaha,  Nebraska.  A one  year 
training  program. 


ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Inforrnation  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Continuing 
Medical  Education  Division,  Omaha,  Nebraska  68178, 
Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280-1830. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

2ND  ANNUAL  CONTACT  LENS  COURSE  — 
May  12-1  3,1  989.  To  be  held  at  Washington 
University  Medical  Center.  Program  Chair- 
man; Jack  Hartstein,  M. D.  Credit  Hours: 
7.2  5 hours  Category  1 AMA  (3.75  hours  for 
optional  workshop)  Fee:  SI 00  (S50  for 
optional  workshop). 

THE  AGING  EAR  — May  31  - June  3,  1989.  To 
be  held  at  the  Omni  International  Hotel,  St. 
Louis,  Missouri.  Program  Chairman:  George 
A.  Cates,  M. D.  Credit  Hours:  18.5  hours 
Category  1 AMA  Fee  S2  50. 

ALLERGY  ABROAD  - ITALY  — October  18-27, 
1989.  To  be  held  in  Padua,  Florence,  Rome 
Italy.  Program  Chairman:  Phillip  E.  Korenblat, 
M.D.  Credit  Hours:  20  hours  Category  1 
AMA  Fee:  S495. 

For  further  information,  contact  Loretta  Giacoletto, 
Washington  University  School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  South  Euclid,  Box 
8063,  Si  Louis,  Missouri  63110.  (800)  325-9862  Interstate. 
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AMERICAN  COLLEGE  OF 
ADVANCEMENT  IN  MEDICINE 

16TH  ANNUAL  ACAM  SPRING  CONFERENCE. 
HELPING  PATIENTS  FEEL  BETTER,  LIVE 
LONGER  - EMERGING  STANDARDS  OF 
CARE  FOR  THE  1990's  — May  11-14  1989, 


To  be  held  at  Hyatt  Regency  at  Reunion, 
Dallas.  Fee:  TBA  Category  1,  AMA  Physician's 
Recognition  Award:  15  hours.  i,‘ontact  the 
American  College  of  Advancement  in 
Medicine,  2 3121  Verdugo  Drive,  Suite  204, 
Laguna  Hills,  Ca  92653.  (800)  532-3688. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division.  Inc. 

Don  \V.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255.  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  AfTiUate.  Inc. 

Ron  Van  Rys\wk.  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
American  Heart  .Association.  Nebraska  Xffiliate 
Douglas  P Halleen.  Executive  Director 
3624  Kamam  St..  Omaha  6si;U 
.American  Lung  .Association  of  .Nebraska 

8901  Indian  Hills  Dr.  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68.508 
.American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St..  Lincoln  68501 
.Arthritis  Foundation.  Nebraska  Chapter.  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91si  Court.  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County.  Inc. 

Jane  Hoffart,  Client  Ser\ices  Rep. 

2700  N.  27  th  St.,  Lincoln  68521 

Creighton  University  School  of  Medicine 
Richard  O’Brien.  M.D..  Dean 
California  at  24th  St.  Omaha  68178 
Dair>’  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston,  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K,  Simmons.  Executive  Director 
3015  North  90lh  St.,  #6.  Omaha  68134 
Lincoln  Council  on  .Alcoholism  and  Drugs 
914  "L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St..  Omaha  68114 
<402)  390-5400  or  800-642-9999  itoll  free  Nebraska) 

Midlands  Chapter.  National  .Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretan.* 

360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  .Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsmaa  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  ■ NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness.  Nebraska  .Affiliate 
120  North  69th  St..  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Oththalmology 

Gerald  Chrisiensea  M.D.,  President  Dept  of  Ophthalmology 
UNMC  - 42nd  & Dewey.  Omaha  68105 
Nebraska  .Academy  of  Otolarvmgology 
Michael  Crawford,  M.D..  President 
201  Ridge  St..  #311.  Council  Bluffs.  l.A  51501 
Nebraska  Xllergy  Society 

Russell  J Hopp.  D O..  President 

Dept.  Pediatrics.  Creighton  Univ..  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians,  Inc, 

Paul  J Bender.  M D . President 

Suite  1.  Professional  Plaza.  68til  .V  72nd  St..  Omaha  6si22 
Nebraska  Association  of  Pathologists 
Jamcf*  Linder.  .M.D..  President 

Dept,  of  Pathology  • U.NMC.  42nd  A:  Dewey.  Omaha  68I0.5 
Nebraska  Chapter  - .American  Academy  of  Family  Physicians 
Paul  .\I  Paulman.  .M  l)..  Secretary-Treasurer 
Phylli?'  (J.  Han>en.  Executive  Director 

River  f'itv  Office  Park.  #2t)2.  401  .No.  Il7th.  Omaha  681.54 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter.  P.A-C.  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges.  .M  L)..  President 
Charlotte  Hawthorne.  .Administrator 
2115  N Kan-'a^.  Hasting'^  68!M)1 

Nebraska  Chapter  - .American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D..  Secretary-Treasurer 
820  Branding  Iron  Drive,  Elkhom.  NE  68022 

Nebraska  Chapter  - American  College  of  Physicians 
Robert  R Recker.  M.D..  F.A.C.P..  Governor 

Creighton  University  School  of  Medicine.  601  N.  30th  St..  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 
Paul  Collicott,  M.D..  President 
4740  .A  Street,  Lincoln  68510 


.Nebraska  C'hapler  of  .Myasthenia  Gravis  Foundation 
John  F.  .Alta.  .M  D Medical  .Advisor 
105  So.  19th  St..  Omaha  68132 
Nebraska  (’ystic  Fibrosis  .Association 
Charles  K Bercaw.  Executive  Director 
14  4 Regencv  Parkway  Di  . #302.  Omaha  68114  3720 
Nebraska  Dental  Association 

I’om  Bassett.  Executive  Director 
3120  O St  . Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M,.S  K D . President 
3347  S.  I26ih  .Ave  . Omaha  681  44 
Nebraska  Health  Care  Association 
Patricia  Snvder.  F2xecutive  Director 
3100  O St  . Ste.  7.  Uncoln  68510 
Nebraska  Hospital  .Association 
Harlan  Heald.  Pre.sident 
1640  L Street,  Suite  D.  Lincoln  68508-2509 

Nebraska  League  for  Nursing 
Barbara,  McCabe,  President 
510  Redwood  Dr..  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper.  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 

Nebraska  .Medical  Foundation 

William  L.  .Schellpeper.  .Secieiarv 
1512  Fisr  Pier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  .Association 

Donna  R Baker,  Executive  Director 
Suite  711.  Perminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D..  Secretaiy 
6920  Van  Dorn.  Lincoln.  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N.C 

St.  Elizabeth  Community  Health  Center.  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P.,  Executive  Director 
600  So.  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society.  District  Branch  of  the 
.American  Psychiatric  .Association 
Jehangir  B.  Bastani.  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  .Association 
President,  N.P.H..A. 

P.O.  Box  94813.  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call  M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D..  President 
2121  South  56th  St..  Lincoln  68506 

Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D 
P.O.  Box  5363.  Lincoln  68505 

Nebraska  Society  of  .Anesthesiologists 
Charles  D (riegorius.  M.D  . President 
1.512  FirsTier  Rank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
•Anthony  J.  Ross,  M.D..  President 
3145  O St..  Lincoln  68510 

Nebraska  Society  of  Medical  Assistants,  Inc., 

an  .Affiliate  of  the  .American  Association  of  .Medical  .Assistants 
Delores  Yosten,  President 
4010  Kay  .Ave.,  Grand  Island  68803 

Nebraska  Society  of  Medical  Technologv- 
Dave  Glenn.  President 
4010  Kay  .Ave..  Grand  Island  68803 

Nebraska  Society  of  Respiratoiy  Therapy 
Marcy  PearsolL  RRT.  President 
Lincoln  General  Hospital  68502 

Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D..  M.  Ed..  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95(H)7.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology'  Society 
Dennis  D.  Beavers.  M D..  Secretary-Treasurer 
7*20  No.  87th  St..  Omaha  68114 
Nebraska  Stroke  Foundation 
Karvl  Newman,  President 
P.O’  Box  67004.  Lincoln  68506 
Nebraska  L’rological  .Association 
Alan  H.  Domina.  M.D..  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee.  Executive  Director 
209  VV'est  9th  St..  Hastings  68901 
Omaha  .Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #205-8.  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building.  301  Centennial  Mall  So..  Lincoln  68509 
University  of  .Nebraska  .Medical  Center 
Charles  E.  Andrews.  .M.D..  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


COl  NCILOR  DISTRICTS 
ASD  COUNTIES 

First  District;  Councilor  Richard  B 
Svehla.  Omaha.  Counties:  Douglas. 

Sarpy 

Second  District;  Councilor  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs. 
Beatrice.  Counties:  Ga^e.  Johnson 

Nemaha.  Pawnee.  Richard.son. 

Fourth  District:  Councilor:  Roger  .\Iassie. 
Plainview.  Counties;  .Antelope.  Cedar. 
Cuming.  Dakota.  Dixon.  Knox.  .Madison. 
I’ierce.  Stanton.  Thurston.  Wayne. 
Filth  District;  Councilor  Kenneth  C. 
Bagby.  .M.D..  Blair.  Countie.s:  Boone. 
Burt.  Colfax.  Dodge.  .Merrick.  Nance. 
Platte.  Washington. 

Sixth  Di-'-trict:  Councilor:  Richard  .M. 
Pitsch.  M.D..  Seward.  Counties;  Butler. 
Hamilton,  I'olk.  .Saundei*s.  Seward.  York. 
Seventh  District:  Councilor:  R.  .A.  Blatny. 
M.D..  Fairl)ur>\  Counties:  Clay.  Fillmore. 
Jefferson.  Nuckolls.  .Saline.  Thayer. 
Eighth  District;  Councilor  Richard  D. 
Fitsch.  M.D..  O'Neill.  Counties:  Boyd. 
Brown,  Cherry.  Holt.  Keya  Paha.  Rock. 
.Sheridan. 

Ninth  District;  ('ouncilor:  Stanley  Nabity. 
Grand  Island.  Counties:  Blaine.  Buffalo, 
('ustei.  Daw.son.  Gaifield.  Grant.  Greeley. 
Hall.  Hooker.  Howard.  Loup.  Sherman. 
Thomas.  Valley.  Wheeler. 

Penth  Distnct:  C ouncilor  Charles  F.  Damico. 
M.D..  Hastings.  Counties:  Adam.s.  Chase. 
Dundv.  Franklin.  Frontier.  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock. 
Kearnev.  Phelps.  Red  Willow.  Web.ster. 
Eleventh  District:  Councilor  Ronald  L. 
Asher.  M.D..  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden.  Keith.  Lincoln. 
Logan.  .McPherson,  Perkins. 

Twelfth  District;  Councilor:  Donald  E. 
Wilkinson.  .Alliance.  Counties:  Banner. 
Box.  Butte.  Cheyenne.  Dawes.  Kimball. 
Morrill.  Scott>  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
CO.MPONENT  COUNTY  MEDIC.AL  SOCIETIES 


roi  NTV 


PRESIDENT 


SECRETARY  TREASL  RER 


.Antelope  Pierce 

Box  Butte 
B illai- 

Butler 

Cass 

Cheyenne- Kim  ball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  

Four 

(iage 

Hall 

Hamilton 

Holt  A:  Northwest 

Jefferson 

Keith-Perkins-Ca.se 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

.Northwest 

Otoe 

Platte- Loup  Valley 

Saline 

Sarpy  . . 

Saunders  

Scotts  Bluff 

Sew.ud 

South  Central 

Southeast  Nebr 

.Southwest  Nebr. 

Washington- Bun 

York 


Hu  h.it  (I  I'leiuh.  H.i-tMig-  Robert  Ander>*on.  Ha-'tings 

. . Kenneth  Peters.  Plainview David  Johnson.  Osmond 

. . . . Wendell  Fairbanks.  .Alliance Chris  Wilkin.son.  .Alliance 

(li-r.ild  J**n-'fti.  Ke.irnev  Ge'*rg«-  Ba>fotn.  Kearnev 

. . . Mark  Carlson.  David  Cits  Jack  Kaufmann,  David  City 

- R-  R .Andersen.  Nehawka Glen  K.  Knosp,  Elmwood 

. . - James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibble.s.  West  Point Gordon  Moshman.  W'est  Point 

. . . Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Silorius.  Cozad 

. . , Dean  Bloch.  .Arlington W.  B.  Eaton.  Fremont 

. . Willis  L.  W’iseman.  Wayne Robert  Benthack,  Wayne 

. . . . Tom  Martin.  Ord Otis  Miller,  Ord 

. . . . Donald  Weldon.  Beatrice Louis  J.  Gogela.  Jr..  Beatrice 

. , . . John  Wagoner.  Grand  Island Gordon  Francis.  Grand  Island 

. . . . Mike  .Sullivan.  .Aurora John  Wilcox.  Aurora 

...  .Melvin  Campbell.  .Ainsworth 

. - . Gordon  O.  Johnsoa  Fairbury R .A.  Blatny.  Fairbur>* 

, . Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

. . . . D.  .M  Laflan.  Creighton D.  J.  Nagengasl.  Bloomfield 

. . Robert  G.  Osborne.  Lincoln Prentiss  Deltman.  Lincoln 

- . . . Timothy  O'Holleran.  .North  Platte Jeff  Brittan,  .North  Platte 

. . . . Otto  Wullschleger.  Norfolk Michael  Murphy.  Norfolk 

. . . . .Muriel  Frank.  Omaha F.  F.  Pausiian.  Omaha 

. . . . Sieffan  Lacy.  Norfolk Michael  Murphy.  Norfolk 

. . . . Edward  Metz.  Crawford R.  H.  Rasmussen.  Chadron 

. . , . Dean  R Thomson.  Nebraska  City Paul  R.  Madi.son.  Nebraska  City 

. . .Arthur  Liebenlriit,  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma.  Crete 

. . . . Fred  Gawecki.  Omaha Barbara  Heywood.  PapilUon 

1 M French.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

. . . . Vonn  Roberts.  Scotts  Bluff David  Holdt.  Scotts  Bluff 

\'.tn  H Si-ward  K H Mever.  I ‘lira 

. . Jeff  Hollis.  Geneva Chas.  F.  .Ashby.  Geneva 

....  Gary  Ensz.  .Auburn George  Voigtlander.  Pawnee  City 

....  David  -A.  Allerheiligen.  McCook E.  C.  Beser.  McCook 

. . . . Priscilla  Ruhe.  Blair Hans  Rath.  Omaha 

. . . . Darroll  Loschen.  York  Harold  Nordlund.  York 


AMA  NEWS  NOTES 


A proposal  for  repealing  the  new  supple- 
mental premium  that  helps  finance  Medicare 
catastrophic  coverage  failed  14-9  in  a vote  by 
members  of  the  Subcommittee  on  Health  and 
the  Environment  of  the  House  Energy  and 
Commerce  Committee.  The  amendment  for 
repeal,  sought  by  the  well-to-do  elderly  who 
are  now  required  to  pay  a 15%  surcharge  on 
their  income  taxes  to  help  pay  for  the 
catastrophic  coverage  of  financially  less  for- 
tunate beneficiaries,  was  offered  by  Michael 
Bilirakis  (R-FL). 

♦ * * 

The  AMA  opposes  enactment  of  federal 
legislation  to  schedule  steroids  under  the 
Controlled  Substances  Act  (CSA).  In  a state- 
ment in  early  April  to  the  Senate  Judiciary 
Committee,  the  AMA  noted  that  anabolic 
steroids  have  an  accepted  medical  use  and 
can  be  safely  used  under  medical  supervision. 
"Abuse  of  steroids  does  not  lead  to  physical  or 
psychological  dependence  as  also  is  required 


for  scheduling  under  the  other  schedules  of 
the  CSA,"  said  the  AMA. 

The  preferred  and  appropriate  method  for 
scheduling  or  rescheduling  a drug  is  through 
the  regulatory  process  already  established  by 
existing  law,  the  AMA  said.  "Using  the  legisla- 
tive process  to  schedule  drugs  would  in- 
appropriately pre-empt  a well-developed 
regulatory  program  designed  specifically  to 
deal  with  scientific  and  medical  issues. 

"More  appropriate  and  effective  approaches 
to  combat  steroid  abuse  are  available.  These 
approaches  include  enforcement  of  the  recently 
increased  criminal  penalty  for  selling  steroids 
without  a prescription  and  educating  the 
public  concerning  the  harmful  health  effects 
of  steroid  abuse." 

* 

In  a recent  letter  to  Robert  I.  Brauer, 
assistant  IRS  commissioner  for  employee  plans 
and  exempt  organizations,  the  AMA  expressed 
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* * * 


The  AMA  and  14  national  medical  specialty 
societies  met  at  AMA's  Washington  Office 
to  exchange  views  regarding  the  positions 
some  will  express  at  the  Subcommittee  on 
Health  of  the  House  Ways  and  Means  Com- 
mittee hearings  on  Physician  Payment  Review 
Commission  (PPRC)  recommendations  for 
implementing  the  RBRVS  and  other  changes 
under  the  Medicare  program.  Participating  at 
the  meeting  were  the  American  Academy  of 
Family  Physicians,  American  Society  of  Anes- 
thesiology, American  Society  of  Internal  Med- 
icine, American  Psychiatric  Assn.,  American 
Academy  of  Ophthalmology,  American  Academy 
of  Otolaryngology- Head  and  Neck  Surgery, 
American  Thoracic  Society,  American  Society 
of  Plastic  and  Reconstructive  Surgeons, 
American  Academy  of  Physical  Medicine  and 
Rehabilitation,  American  Academy  of  Derma- 
tology, American  College  of  Obstetrics  and 
Gynecology,  the  American  College  of  Chest 
Physicians,  the  American  Academy  of  Ortho- 
paedic Surgeons  and  the  College  of  American 
Pathologists.  Emphasis  was  on  areas  of  common 
agreement.  AMA  presented  its  views  to  the 
subcommittee  at  earlier  hearings  in  March. 

Subsequently,  several  of  the  organizations 
held  a second  meeting  to  forge  a coalition  that 
will  work  to  formulate  strategies  for  articulating 
the  profession's  case  against  imposing  Med- 
icare expenditure  targets  that  have  been 
proposed  by  the  PPRC  as  an  arbitrary  mechanism 
for  containing  Medicare  expenditures.  Mem- 
bers of  that  group  agreed  to  meet  again  to 
map  out  a plan  of  action. 

* * * 


Most 
patients 
need 
only  one. 


K-9UR20 


Microburst 

Release 

System” 
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A daily  prophylactic  dose 
in  a single  tablet. 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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(potassum  chlonde)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  ot  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3,  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIDNS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g. , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  ot  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  fablet,  which  injures  fhe  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g. . incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  Is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIDNS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  caidiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  impairment  oi  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  ot  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely. 

DVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  tor  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchang , resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  loo  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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AMA  NEWS  NOTES 

All  Americans  would  have  basic  health 
insurance  coverage  by  the  turn  of  the  century 
under  identical  legislative  proposals  that  were 
introduced  recently  by  Sen.  Edward  M. 
Kennedy  (D-MA)  and  Rep.  Henry  Waxman 
(D-CA).  Their  new  bills,  S.768  and  H.R.  1845, 
significantly  expand  upon  those  they  intro- 
duced in  the  last  congress.  Their  two-part  plan 
would  mandate  employers  to  provide  coverage 
to  employees  and  also  establish  a program 
under  which  the  presently  uninsured  poor, 
near  poor  and  other  uninsured  individuals 
would  have  phased-in  coverage  by  the  year 
2000.  The  Kennedy- Waxman  bill, " Basic  Health 
Benefits  for  All  Americans,”  was  unveiled 
at  a press  conference  where  the  American 
Society  of  Internal  Medicine  and  a coalition  of 
labor,  religious,  social  welfare  and  other 
groups  announced  their  endorsement.  Five 
national  medical  specialty  societies  announced 
their  support  of  the  concept  of  mandated 
employer  coverage,  but  not  the  bill  itself. 
AMA  earlier  this  year  endorsed  the  concept  of 
phased-in,  mandated  employer  coverage  and 
incentives  to  ease  the  employer  transition  to 
such  a program.  The  American  Hospital  Assn, 
and  the  Federation  of  American  Hospital 
Systems  stated  there  is  substantial  support  for 
the  bill  among  hospitals.  The  National  Federa- 
tion of  Independent  Business  voiced  its 
opposition. 

Sen.  Kennedy  and  Rep.  Waxman  said  their 
proposal  was  motivated  by  the  fact  that  37 
million  Americans  have  no  health  insurance 
coverage  and  that  60  million  others  have 
inadequate  coverage.  As  the  first  step  to 
correct  this  shortcoming,  their  proposal  would 
extend  protection  to  23  million  individuals  by 
mandating  employer  coverage.  Secondly,  they 
seek  expansion  of  Medicaid  coverage  through 
a new,  phased-in  program  starting  in  1991 
when  6 million  uninsured  poor  not  eligible  for 
job-based  insurance  would  be  provided  with 
publicly  financed  coverage.  Under  the  second 
phase  of  that  program,  commencing  in  1996, 
coverage  would  be  extended  to  all  individuals 
within  195%  of  the  federal  poverty  line. 
Finally,  coverage  would  be  extended  in  1999 
to  all  other  individuals  who  are  uninsured.  The 
public  portion  of  the  program  would  be 
financed  by  a system  of  federal-state  funding 
and  income-related  premiums.  There  would, 
however,  be  no  cost-sharing  or  premiums  for 
Hhe  poor  and  reduced  cost-sharing  and  pre- 
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miums  for  the  near-poor.  The  sponsors  said 
that  the  Congressional  Budget  Office  estimates 
that  the  cost  of  tending  employer-based 
insurance  would  be  $33  billion,  but  that  the 
real  net  cost  would  be  only  $18  billion  due  to 
a variety  of  savings  which  would  accrue. 
Average  per-employee  premiums  would  be 
$1,619  ($2,241  for  a family;  $883  for  an 
individual)  with  employers  paying  80%  of  the 
total. 

* * * 

Legislation  to  repeal  the  “Participating 
Physician"  program  and  eliminate  two  partic- 
ularly burdensome  medicare  provisions  has 
been  reintroduced  by  Rep.  Butler  Derrick  (D- 
SC).  His  proposal,  H.R.  1811,  would  do  away 
with  Maximum  Allowable  Charge  (MAAC) 
restrictions  and  prohibit  carriers  from  collect- 
ing for  services  deemed  to  have  been  "med- 
ically unnecessary".  Rep.  Sherwood  Boehlert 
(R-NY)  signed  on  as  an  original  cosponsor. 
Congressman  Derrick  worked  with  the  AMA  in 
developing  his  bill. 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 
PHONE 

(402)  474-4472 


Drug/ Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  w'ord  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othei*wise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOl’RNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FOR  SALE:  Pediatric  practice  inventory  for 
sale.  Contact  Cedric  W.  Prange,  402-493-1888. 


SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Cordon,  Nebraska  69343. 

IOWA  - PEDIATRICIAN  — To  join  busy 
Pediatric  Department  in  young  progressive 
multispecialty  group.  Enjoy  outstanding  pro- 
gressive medium-sized  community  quality  of  life 
within  minutes  of  downtown  Omaha.  Competi- 
tive guaranteed  salary  and  fringe  benefits,  plus 
incentives  with  full  corporate  membership  after 
one  year.  Contact  Richard  Lehigh,  Administrator, 

ogley  Medical  Associates,  P.C.,  Council  Bluffs, 
iowa,  51503  712-328-1801. 

FAMILY  PRACTITIONER:  Busy,  3-physician 
office  in  Western  NebraNka  seeking  4th  physician. 
Must  be  Board  Certified  or  Board  eligible. 
Excellent  starting  salary  and  fringe  benefits  with 
bonus  opportunities.  Modern  5 5-bed  hospital 
across  the  street  from  clinic.  Good  schools  and 
housing  facilities  available.  Excellent  hunting 
and  fishing  area.  Call  308-762-3741  or  write. 
The  Alliance  Medical  Center,  P.C.,  2307  Box 
Butte  Avenue,  Alliance,  NE  69101. 

FAMILY  PRACTICE:  Immediate  opening  for 
BE/BC  Family  Practitioner  to  join  6 physicians  FP 
Department  in  a long  established  progressive 
mutispecialty  group  practice  in  Southwestern 
Iowa  Support  of  1 0 associated  or  affiliated  surgical 
and  medical  specialties,  yet  free  to  practice  full 
range  of  family  medicine.  Enjoy  an  outstanding 
mecfium  sized  community  quality  of  life  within 
minutes  of  Omaha.  Guaranteed  first  year  salary, 
plus  incentive  with  full  range  of  benefits.  Please 
setid  CLirriculuin  vitae  to  Richard  Lehigh,  Admin- 
istrator, Cogley  Medical  Associates,  P.C.,  715 
Harmony,  Council  Bluffs,  Iowa  51501  or  call 
collect  at  71  2-328-1801. 


FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  5 5435,  61  2-835-51  23. 


BC/BE  FAMILY  PRACTITIONER:  Needed  to 
join  busy  11- doctor  multispecialty  group  in 
clean  North  Dakota  Lake  Country.  Salary  and 
fringe  benefits  very  liberal.  Send  curriculum 
vitae  or  inquiries  to:  Lake  Region  Clinic,  P.C., 
P.O.  Box  1100,  Devils  Lake,  ND  58301  , Attn: 
Joel  Rotvold  or  call  collect  at  701-662-21  57  for 
further  information. 

FAMILY  PRACTICE:  Immediate  opening  for 
family  practitioner  in  busy  established  family 
practice  clinic  in  Hastings,  Nebraska  Well- 
equipped  hospital  with  excellent  medical  specialty 
support  Weekend  E.  R.  Coverage.  Outstanding 
midsized-college  town  with  excellent  schools 
and  recreation.  Contact  Dr.  Phyllis  Salyards 
collect  (402)  463-6781  or  write  606  N.  Minnesota 
Hastings,  NE  68901 . 

PHYSICIAN  MEDICAL  DIRECTOR:  America's 
most  professional  and  fastest  growing  plasma 
corporation  has  an  immediate  part-time  position 
available  at  our  Lincoln  establishment  for  a 
qualified  physician  licensed  in  the  state  of 
Nebraska.  Excellent  fringes,  ideal  for  semi- 
retired  or  retired  doctor.  Send  curriculum  vitae 
immediately  to:  Patti  Johnson,  Associated  Bio- 
science, Inc,  1442  "O"  Street,  Lincoln,  NE 
68508. 


FAMILY  PRACTICE/INTERNAL  MEDICINE  — 
Attractive  opportunities  for  BC/BE  Familv  Practice 
and  Internal  Medicine  physicians  in  the  Midwest 
Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions.  Strelcheck  & 
Associates,  Inc;  12  724  N.  Maplecrest  Lane; 
Mequon,  Wl  53092;  1-800-243-4353. 
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n moderate  depression  and  anxie^ 


I ^ 74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

: 1^  First-week  improvement  in  somatic  symptoms  ‘ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  Hoffinann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
etal:  Psychopharmacolosy  61:2\l-22'i,  Mar  22, 1979. 


Limbitrol*  S 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivit>’  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  histor>’  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  inaeased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  t>'pe  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  In  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blocxl  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antih>pertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  Cfagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be 
additive.  Discontinue  severi  ^ys  before  surger>'.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abmptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reaaions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinarj'  retention,  dilatation  of  urinar>’  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombotytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abmpt  amitriptyline  di^on- 
tinuation.  Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  produa  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Ttiblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Ttiblets.  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500:  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effeaive  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 
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Relieve  it.  With  our 
comprehensive  computer 
system  designed  specifically 
for  medical  offices. 

• Accounts  receivable  with 
revenue  reporting 


Insurance  processing  with 
electronic  claims 
Specialized  HMO  reports 
Comprehensive  general 
accounting 

Collections  with  letter  writing 
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It’s  easy  because  we  provide 
it  all.  IBM  hardware.  : 
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support.  PDS.  In  business  since 
1973 . . . with  more  than  100  satisfied 
customers.  PDS.  To  help  you  manage 
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PROFESSIONAL  DATA  SERVICES 
3 Compound  Drive  • Hutchinson,  KS  • 316/663-5282 
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Lincoln,  NE  • 402/476-9322 
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First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas. 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy. 
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Otoe. 
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Twelfth  District:  Councilor:  Donald  E. 
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Rodney  Sitorius,  Cozad 
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Berl  W.  Spencer,  Ogallala Clifford  Colglazier,  Grant 
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Robert  G.  Osborne.  Lincoln Prentiss  Deltman,  Lincoln 
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Steffan  Lacy,  Norfolk Michael  Murphy.  Norfolk 
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David  .A-  Allerheiligen,  .McCook E.  C.  Beyer.  McCook 

Priscilla  Kuhe.  Blair Hans  Rath,  Omaha 

Darroll  Loschen.  York Harold  Nordlund,  York 
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American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 
James  E,  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

•American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 
Mel  Rubin,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  .Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409-12th  St..  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R,  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 

4200  Pine  St,  Philadelphia,  PA  19104 

American  College  of  Radiology 
-John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

•James  H.  Sammons,  M.D.,  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  Johnson,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

•Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 

1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Calvin  M.  Oba,  M.D.,  President 
Scottsbluff,  NE  69361 
National  Rehabilitation  Association 
633  S.  Washington  St,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 
Malcolm  D.  Jones,  M.D.,  President 
1415  W.  22nd  St,  Oak  Brook,  IL  60521 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R Gelber.  M.D..  Neurological  Surger>-  2221  So.  ITth  St., 
Suite  .110,  Lincoln,  NE  6.S.502.  The  manuscript  should  be  typewritten, 
double  spaced,  on  ■l  ; x II  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

.Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

.Always  send  a covering  letter  or  letter  of  tran.smittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  aut  hor.  .A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

-Summarv  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summaiy  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  li.sted  in  the  order  in  which  they  appear  in  the  article 
and  should  he  typed  double-spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors'  names  and  initials,  title  of  article,  abbreviated  name  of 
•Journal  (as  listed  in  Index  Medicos),  volume  number,  inclusive  pages,  and 
year  ol  publication.  References  to  books  should  include  authors,  title, 
location  and  name  ol  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  ol  8 j x 1 1 in  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  profe.ssionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  .5x7  in.  Do  not  send 
original  artwoik  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  lor  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the  Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  di.scretion  of  the  Editor.  .All  letters 
should  be  accompanied  by  the  n.ttation:  For  publication.  Gallev  proofs 
generally  wilt  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  -Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  -Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Companv. 
Inc..  P O.  Box  278.  .Norfolk.  .Nebraska  68702-0278. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  MoClnre,  Exec.  V'ice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 

American  Heart  Association.  Nebraska  Affiliate 
Douglas  P.  Halleen.  Executive  Director 
3624  Famam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South,  Room  521.  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E"  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  W’right,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
W'illiam  H.  Heavey,  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart  Client  Services  Rep. 

2700  N.  27th  St.  Lincoln  68521 

Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.  Omaha  68178 
Dairy  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralstoa  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St.,  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L"  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLALNS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg..  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Societv  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St..  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Oththalmology 

Gerald  Christensen,  M.D.,  President  Dept  of  Ophthalmology 
UNMC  - 42nd  & Dewey.  Omaha  68105 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D..  President 
201  Ridge  St.,  #311,  Council  Bluffs,  lA  51501 
Nebraska  .Allergy  Society 

Russell  J.  Hopp.  D O.,  President  , 

Dept.  Pediatrics.  Creighton  Univ..  Omaha  68178 

Nebraska  .Association  of  Nuclear  Physicians.  Inc. 

Paul  J.  Bender.  M.D..  President 

Suite  1,  Professional  Plaza.  6801  N.  72nd  St..  Omaha  68122 
.Nebraska  .Association  of  Pathologists 
James  Linder.  M.D..  President 

Dept,  of  Pathology  - L’N.MC.  42nd  & Dewey.  Omaha  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Paul  .M-  Paulman,  M D.,  Secretary-Treasurer 
Phyllis  G.  Hansen.  Executive  Director 

River  City  Office  Park.  #202,  401  No.  117th,  Omaha  68154 
.Nebraska  Chapter  - American  .Academy  of  Physician  .Assistants 
Joe  E,  Jeter,  PA-C.  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D..  President 
Charlotte  Hawthorne,  .Administrator 
2115  N.  Kansas.  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary- Treasurer 
820  Branding  Iron  Drive,  Elkhom,  NE  68022 

Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker.  M.D..  F.A.C.P..  Governor 

Creighton  University  School  of  Medicine,  601  N.  30th  St„  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 
Paul  Collicott,  M.D.,  President 
4740  A Street,  Lincoln  68510 


.Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aila.  M.D..  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr..  #302.  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett.  Executive  Director 
3120  0 St..  I„incoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M S..  R D..  President 
3347  S.  126th  Ave..  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  O St.'.  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald.  President 
1640  L Street  Suite  D,  Lincoln  68508-2509 

Nebraska  League  for  Nursing 
Barbara,  McCabe,  President 
510  Redwood  Dr.,  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 

Nebraska  Medical  Foundation 

William  L.  Schellpeper.  Secretary 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711.  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D.,  Secretary 
6920  Van  Dom.  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th.  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P..  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D..  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call  M.D..  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St..  Lincoln  68506 

Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D. 

P.O.  Box  5363.  Lincoln  68505 

Nebraska  Society  of  Anesthesiologists 
Charles  D.  Gregorius,  M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.,  President 
3145  0 St..  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Sue  Engstrom,  CMA  President 
810  Willard  Ct,  Hickman  68372 

Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 
4010  Kav  Ave.,  Grand  Island  68803 

Nebraska  Society  of  Respiratory  Therapy 

Marcy  Pearsoll  RRT,  President 
Lincoln  General  Hospital  68502 

Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D.,  M.  Ed,  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina.  M.D.,  President 
4740  A Street.  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee.  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St.  #205-B.  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building.  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


ARMY  RESERVE  MEDICAL  PROFILE  N0.9 


JANN  L.HOLWICK,M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
hSOO'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


AXID® 

noaMine  capsules 
Brief  Summary 

CoASuH  the  pKka^e  Ittenture  for  complett  InformittoA. 

IndlcfOom  and  Uaaga:  Ax>d  ts  indtcated  tor  up  to  eight  weeks  tor  the  treatment  of 
active  duodenal  ulcer  In  most  pabents.  the  ulcer  will  heal  widen  four  weeks 

Ajod  IS  indicated  for  maintenance  therapy  tor  duodenal  ulcer  p^ents  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healvig  of  an  active  duodenal  ulcer  The  consequences 
of  conhnuous  therapy  with  And  tor  ky>ger  than  one  year  are  not  known 
Contralndlcstlon;  And  is  comratndicaied  n pabents  with  knovm  hypersensitivity  to 
the  drug  and  should  be  used  with  caubon  ai  pabents  with  hypersensitivity  to  other 
Hrieceptor  antagonists 

Precautione:  Genera/ -1  Symptomabc  response  to  ruabdine  therapy  does  not 
preclude  the  presence  of  gas^  malignancy 

2 Because  razaodme  is  excreted  pnmahty  by  the  kidney,  dosage  should  be 
reduced  n pabents  with  moderate  to  severe  renal  msuftioency 

3 Pharrnacokinebc  studies  ri  parents  with  hepatorenal  syndrorne  have  not  been 
done  Partotthedoseofnaa0dineismetabol2eomthe&ver  Inpabentswithnormal 
renal  tuncbon  and  uncomplicated  hepabc  dysfincbon.  the  disposition  of  noabchne 
ts  similar  to  that  n normal  subiects 

LaborBlory  Tests  - False-positrve  tests  lor  uroMmogen  with  Mutbstn*  may 
occur  dunng  therapy  with  noabdine 

Drug  intefectnns  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chiordiazepoxide.  lorazepam.  Iidocaine.  ph^iytom.  and  vrarfarm  Aiod 
does  not  inhibit  the  cytochrome  P-450*linked  drug-metaboliong  enzyme  syst^. 
therefore,  drug  mteracbons  mediated  by  infabition  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabeits  given  very  rngh  doses  (3.900  mgi  of  aspinn  daily, 
increases  ei  serum  sabcvtate  levels  were  se^  when  ncabdtie.  1m  mg  b i d . was 
administered  concurrendy 

Cironogenesis.  Mutagenesis.  Imparment  of  ferVlitf  - A two-year  oral  car- 
cinogenicity study  n rats  with  doses  as  high  as  500  m^i^day  (about  80  times  the 
recommended  daily  therapeubc  dose)  showed  no  evidme  of  a carcmogenK 
effect  There  was  a dose-relaled  increase  n the  density  of  enletochrornaf^like 
(^CL)  cells  m the  gastTK  oxynbc  mucosa.  In  a two-year  study  n nece.  there  was  no 
evidence  of  a carcinogenic  effectnmale  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  h^jh-dose  males  as  cornpared  with  pbcebo  Female 
mKie  given  the  high  dose  of  Axid  (2.000  nWkfyday.  about  330  bmes  the  human 
dose)  showed  margnalty  stabsbcalfy  signrncanl  ncreases  n hepabc  carcvioma 
and  hepabc  nodular  hypoplasia  with  no  numerical  increase  seen  n any  of  the  other 
dosegroups  The  rate  of  hepabc  carctnorrian  the  high-doseanirnals  was  wibwi  the 
histoncal  control  limits  seen  for  the  strain  of  mce  used  The  female  mce  were  given 
a dose  larger  than  the  manmum  toierated  dose,  as  vidicated  by  excessive  (30%) 
weight  decrement  as  compared  with  cono^rent  contmls  and  evidence  of  mM  liver 
»iury  (transamnase  elevations)  The  occurrence  of  a margnal  findrig  a!  high  dose 
only  n anmals  given  an  excessive  and  somewhat  hepatoumc  dose,  with  no 
evidence  of  a carcmogentc  effect  fi  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/Vg/day.  about  60  times  the  human  dose),  and  a negative  mutagenicity 
baQery  are  not  considered  evidence  of  a caronogeiK  potential  tor  Axid 

Ajod  was  not  mutagenic  in  a banery  of  tests  p^ormed  to  evaluate  its  potential 
genebc  toracity.  mctuding  bacterial  mutation  tests,  unscheduled  DNA  s ' 
sister  chromabd  excharige.  mouse  lymphoma  assay,  chromosome  i 
tests,  and  a micronucleus  test 

In  a twoijenerabon.  pcHinatal  and  postnatal  fertility  study  n rats,  doses  of 
nzabdme  up  to  650  mglig'day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  an^nals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pi^nancy  Category  C - Oral  reproduction 
studies  m rats  at  doses  up  to  300  bmes  the  humw  dose  ml  n Duteh  Belted  rabbrts 
a!  doses  up  te  55  bmes  the  hurrtan  dose  revealed  no  evidence  of  mpaired  ferbbty  or 
teratogenic  effect  but  af  a dose  equivalent  to  300  bmes  the  hunan  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depn^sed  fetal 
weights  On  trtravenous  admmistrabon  to  pregnant  New  Zealand  White  rabbits, 
razabdme  at  20  m^g  produced  cardiac  enta/gement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  n one  fetus  and  at  M mg^  rt  produced  ventncutar 
anom^.  distended  abdomen,  spina  bifida,  hydrocephafy.  and  enlai^  heart  n one 
fetus  iWe  are.  however,  no  adequate  and  well-controlled  studies  ei  pregnant 
women  Itisalsonotknownwhelherruzabdnecancausefetalharmwtienadmirvs- 
tered  to  a pregnant  woman  or  can  affect  reproduction  capacite  Noabdfie  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  fusb^  the  potenbal  nsk  to  the 
fetus 


proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  admmis- 
tenng  mzabdme  to  a nursing  mother 

Perkatnc  Use  - Safety  and  effectiveness  tn  children  have  not  been  established 
Use  in  EkJerfy  Patients  - Ulcer  healing  rates  n elderly  pabents  are  similar  to 
those  VI  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  VI  other  aK  groups  Ageakmemay 
notbeanirnportantfactorvithedispositiooofncabdvie  tl<^  patients  may  have 
reduced  renal  function 

Adverse  Reactions;  Clmical  tnals  of  ncatidvie  included  almost  5.000  patients 
given  nizabdine  m studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1.900  pabents  given  razabdme  and  over  1.300  given  placebo  Among 
reported  adverse  events  m the  domestic  ptacebo-conbolled  tnals.  sweabng  (1  % vs 
0 2%).urticana(0S%vs<  001%).andsorTvx>lence(2  4%vs1  3%) were signfi- 
cantfy  more  common  vi  the  mzabdme  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determme  whether  these  were  caused  by 
razabdme 

HepatK  - Hepatocellular  miury.  evidenced  by  elevated  liver  enzyme  tests  (S(K)T 
[AST].  S(3PT  [/^T],  or  alkaline  phosphat^),  occurred  m some  pabents  and  was 
possibly  or  probably  related  to  nizatidine  tn  some  cases,  there  was  marked 
elevation  of  SGOT  S()PT  enzymes  (neater  than  5(X)  lU/L)  and.  m a smgle  instance. 
SGPT  was  greater  than  2,000  lU/L  ihe  overall  rale  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
signrficantty  differ  from  the  rate  of  liver  enzyme  abnormalibes  m placebo-treated 
pabents  All  abnormalities  were  reversible  after  disconttrkiabon  of  Axid 
Carrtiova$culaf-k)  clmical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  m two  individuals  administered  Axid  and  m 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocrm  - Clinical  pharmacology  studies  and  controlled  chnical  tnals  showed 
no  evidence  of  anbandrogerac  activity  due  to  Axid  Impotence  and  decreased  hbido 
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grvenpikebo  Rare  reports  of  gynecomastia  Kcurred 
HematologK  -Fatal  thrombocytopena  was  reported  m a pabem  who  was 
treated  with  ^d  and  anolher  Hr-receptor  antagonist.  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytoperac  purpura  have  been  reported 
Integumental  - Sweabng  and  urbcana  were  reported  signrficantfy  more  fre- 
guenoy  m mzabdme-  than  m placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bs  were  also  reported 

Hypersensitfvity  - As  with  other  Hr-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  admmistrabon  of  razabdme  have  been  reported  Because  cross-sen- 
srb^  m this  class  of  compounds  has  been  observed.  KHeceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hyperseiteibvity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosmophikal  have  been  reported 
0^  - Hyperuncena  unassooateo  with  gout  or  nephrontfkasis  was  reported 
Eosmophiiia.  fever  and  nausea  related  to  ncabdme  admmtstrabon  have  been 
reported 

OvtrOoMge;  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encoutfered 
Signs  and  Sy^toms  -There  is  little  clmical  experience  with  overdosage  of  Axid 
m humans  Test  animals  that  received  large  doses  of  mzabdme  have  exhibited 
chotmergic-type  effects,  including  lacnmabon.  salivation,  emesis,  miosrs.  and 
diarrhea  Smgle  oral  doses  of  800  mg  ' - . 

were  not  lethal  intravenous  medran  m 
nwkg  and  232  mg/Vg  respectively 

Treatment  -To  obtam  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  cerbhed  regional  Poison  Control  Center  Telephone  numpers 
of  certitied  poison  control  centers  are  listed  m the  Physicians'  Desk  Reference 
(PDR)  In  managmg  ovenlosage.  consider  the  possibUrty  of  mutbpie  drug  over- 
doses. mteracbon  among  drugs,  and  unusual  drug  kmebcs  m your  patient 
If  overdo^  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  alo^  with  clmtcal  moortonng  and  supportive  therapy  Renal  diafysis  for 
four  to  SR  hours  increased  plasma  clearance 
PV  2096  AMP 
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EDITORIAL 


LAW  AND  MEDICINE 


BENIAMIN  R.  GELBER,  M.D. 
Editor 


I have  chosen  a limited  number  of 
medical-legal  issues  for  discussion  in  this 
issue  of  the  Nebraska  Medical  Journal.  I 
asked  the  authors  to  write  about  topics  which 
they  felt  would  be  interesting  or  useful. 

Ms.  Kerr's  article,  "The  Physician  As  An 
Expert  Witness,"  should  be  helpful  for  those 
of  us  who  are  asked  to  participate  in  medical 
malpractice  cases,  and  even  in  other  cases 
such  as  personal  injury,  etc.  Mr.  Zink  has 
reviewed  Nebraska  Workers'  Compensation 
law.  I always  find  this  a difficult  area  to  deal 
with,  and  found  this  article  most  interesting. 
Judge  Novicoff  had  written  a similar  article 


nearly  20  years  ago,  and  Mr.  Zink's  article 
brings  us  up  to  date. 

Three  articles  review  the  topic  of  patient/ 
physician  confidentiality.  This  is  especially 
timely  because  there  are  so  many  third  par- 
ties who  want  information  concerning  physi- 
cians and  their  patients. 

If  this  special  issue  is  well  received,  we 
can  devote  another  issue  next  year  to  medi- 
cal-legal topics  and  explore  other  areas  of 
mutual  interest  to  the  legal  and  the  medical 
professions. 
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ORIGINAL  ARTICLE 


The  Physician  As  An  Expert  Witness 


jONI  R.  KERR,  J.D. 

•Joni  R.  Kerr  is  an  associate  of  McGill. 
Parsonage  & Lanphier  in  Omaha.  Nebraska 
J D.  Ohio  State  University.  1981. 


PHYSICIANS  are  being  called 
upon  to  assist  in  a variety 
of  legal  proceedings  with 
increasing  frequency.  Medical  school  and 
residency  do  little  to  prepare  a physician  for 
this  aspect  of  practice.  Lessons  learned  in  the 
context  of  litigation  may  come  the  hard  way: 
at  the  expense  of  the  patient  or  the  physi- 
cian, and  frequently  both. 

An  article  in  the  December  5,  1988  issue 
of  Medical  Economics  entitled,  "1  Came  to 
Defend  My  Patient.  Instead  I Helped  Hang 
Him"  highlighted  the  perils  which  may  await 
the  unprepared  physician  in  the  courtroom. 
It  was  a "simple  case"  involving  a complaint 
of  back  pain  resulting  from  a rear-end  colli- 
sion. The  only  thing  discussed  between  the 
plaintiff's  lawyer  and  the  treating  physician 
prior  to  trial  was  his  fee  for  testifying.  By  the 
time  it  was  over,  the  physician  felt  as  though 
every  word  of  his  testimony  had  been  twisted 
on  cross-examination  and  the  patient  re- 
ceived only  a small  damages  award. 

This  article  attempts  to  offer  some  practi- 
cal suggestions  to  the  physician  testifying'  as 
an  expert  witness.  While  there  are  no  guar- 
antees that  your  side  will  prevail,  being  fully 
prepared  can  make  the  experience  more  sat- 
isfying for  you  as  a witness  and  increase  the 
likelihood  of  a successful  result. 

At  this  point,  some  of  you  may  be  saying 
to  yourselves,  "Well,  I just  won't  ever  agree 
to  testify."  Unless  your  patients  are  unem- 
ployed and  accident-free,  it  is  unrealistic  to 
believe  you  can  avoid  serving  as  an  expert 
witness.  As  a treating  physician,  you  can  be 
compelled  to  testify  as  to  the  circumstances 
and  costs  of  treatment.  Although  somewhat 
unusual,  you  may  also  be  required  to  testify 
if  you  are  appointed  by  the  Court  to  perform 
an  examination  of  a party  to  a lawsuit. 


There  may  be  instances  in  which  you  are 
requested  to  review  a case,  perhaps  even 
examine  the  patient,  and  testify  in  a capac- 
ity other  than  as  a treating  physician.  For 
example,  in  a case  arising  out  of  a job-related 
injury  or  a motor  vehicle  accident,  the  pa- 
tient's attorney  may  wish  to  have  a second 
physician  take  the  stand  to  bolster  the  testi- 
mony of  the  treating  physician  as  to  issues  of 
diagnosis,  causation,  treatment,  and  progno- 
sis. With  few  exceptions,  this  type  of  "second 
opinion"  testimony  is  discretionary,  i.e.,  a 
physician  is  not  required  to  get  involved  in 
this  capacity  unless  he  or  she  chooses  to. 

Another  form  of  expert  testimony  is  that  in 
medical  malpractice  cases  on  the  issue  of  a 
treating  physician's  alleged  negligence.  Gen- 
erally speaking,  in  order  to  prove  such  a case, 
the  patient  is  required  to  offer  the  opinion 
testimony  of  a competent  physician-expert 
that  the  defendant-physician  did  not  adhere 
to  the  applicable  standard  of  practice  in  his 
or  her  treatment.  There  are  few  exceptions  to 
this  requirement  of  expert  testimony  in  mal- 
practice cases.  Only  in  cases  where  the 
negligence  is  of  a type  such  that  jurors,  as  lay 
persons,  do  not  need  expert  assistance  is  the 
requirement  of  expert  testimony  eliminated. 
An  example  of  such  a case  would  be  operat- 
ing on  the  wrong  leg.  In  malpractice  cases, 
defendant-physicians  typically  testify  as  wit- 
nesses on  their  own  behalf.  In  addition,  other 
physicians  are  usually  asked  to  testify  as  to 
the  absence  of  negligence. 

Serving  as  an  expert  witness  in  a medical 
malpractice  case,  whether  for  the  plaintiff  or 
for  the  defendant-physician  (or  hospital)  is 
another  type  of  discretionary  testimony.  A 
physician  is  generally  not  required  to  be  an 
expert  in  this  type  of  case  if  he  or  she  prefers 
not  to.  This  is  true  even  if  the  physician  has 
been  involved  in  some  aspect  of  the  patient's 
diagnosis  or  treatment. 
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An  exception  to  this  arises  in  Nebraska 
under  the  Hospital-Medical  Liability  Act 
(Sections  44-2801,  et  seq.,  Reissue  Revised 
Statutes  of  Nebraska.)  The  Act  makes  provision 
for  the  establishment  of  medical  review  panels 
to  review  all  malpractice  claims  against  health 
care  providers  covered  by  the  Act  in  advance 
of  filing  such  actions  in  court.  If  physicians 
are  selected  to  serve  as  members  of  a medi- 
cal review  panel,  and  the  case  eventually 
goes  to  trial,  the  physician  panel  members 
can  be  required  to  appear  and  testify  upon 
the  request  of  either  party.  All  licensed  phy- 
sicians engaged  in  the  active  practice  of  medi- 
cine in  Nebraska,  whether  in  the  teaching 
profession  or  otherwise,  may  be  selected  as 
medical  review  panel  members.  A panelist  so 
selected  is  required  to  serve,  unless  excused 
by  the  court  for  good  cause  shown.  Only  the 
patient  (or  his  or  her  representative)  can 
initiate  proceedings  for  action  by  a medical 
review  panel,  and  the  right  to  a panel  review 
may  be  affirmatively  waived.  In  most  cases, 
medical  malpractice  plaintiffs  in  Nebraska 
waive  their  right  to  a panel  review  and  pro- 
ceed to  file  their  actions  directly  in  court. 

If  you  are  going  to  testify  as  an  expert 
witness  in  some  capacity,  be  sure  that  you 
understand  your  role  in  the  case  and  that  you 
are  comfortable  in  that  role.  Be  well  ac- 
quainted with  the  facts,  whether  that  means 
reviewing  your  own  chart  or  someone  else's 
records.  If  you  need  additional  information 
in  order  to  prepare  yourself  for  testifying, 
don't  hesitate  to  ask  for  it.  You  might  still  get 
sandbagged,  but  at  least  it  won't  be  due  to 
lack  of  diligence  on  your  part! 

In  addition  to  familiarizing  yourself  with 
the  facts,  be  prepared  to  defend  your  cre- 
dentials as  a witness.  A physician  with  little 
experience  in  treating  the  condition  at  issue 
may  be  vulnerable  to  attack.  A specialist  in 
internal  medicine  who  agrees  to  testify  as  an 
expert  witness  for  the  plaintiff  in  a medical 
malpractice  case  arising  out  of  gynecological 
surgery  can  expect  to  be  vigorously  cross- 
examined  as  to  his  or  her  qualifications  to  so 
testify.  If  a physician's  credentials  to  testify  as 
to  certain  matters  are  not  properly  demon- 
strated (the  legal  term  is  "laying  founda- 
tion"), the  Judge  may  not  allow  the  testimony 
at  all.  PLiysicians  are  particularly  vulnerable 
as  witnesses  when  they  don't  limit  them- 
selves to  their  own  areas  of  expertise. 


Be  sure  you  understand  the  legal  issues  at 
stake  in  a particular  matter.  Is  there  an  issue 
as  to  diagnosis:  Did  the  plaintiff  really  suffer 
whiplash  or  is  he  faking  it?  Is  the  discomfort 
in  plaintiff's  eyes  the  result  of  exposure  to 
toxic  chemicals  or  is  he  suffering  from  Grave's 
disease?  Is  there  an  issue  as  to  causation;  Is 
the  plaintiff's  condition  the  result  of  a job- 
related  injury  or  an  old  ski  injury?  Is  the  child 
mentally  handicapped  due  to  perinatal  as- 
phyxia or  as  a result  of  a condition  in  utero^ 
Is  there  an  issue  as  to  the  nature  and  extent 
of  injury;  Has  the  patient  reached  maximum 
medical  improvement?  Does  the  patient  have 
permanent  disability? 

In  addition  to  understanding  the  issues 
and  your  role  with  respect  thereto,  it  also 
helps  to  understand  something  about  the 
legal  process.  Modern  discovery  rules  enable 
each  party  to  a lawsuit  to  find  out  before  trial 
who  the  other  side's  expert  witnesses  are, 
what  their  testimony  will  be,  and  the  bases 
for  that  testimony.  Serving  as  an  expert  wit- 
ness, therefore,  means  not  only  testifying  in 
court  but  usually  also  giving  a pre-trial  depo- 
sition. Often,  parties  will  be  given  deadlines 
by  the  court  to  identify  their  expert  witnesses 
and  make  them  available  for  depositions. 
Subject  to  these  deadlines,  your  deposition 
can  be  scheduled  at  a time  which  is  mutually 
convenient  for  you  and  the  attorneys. 

Be  sure  to  set  aside  time  prior  to  your 
deposition  to  meet  with  the  lawyer  who's 
retained  you  in  order  to  prepare.  Review  the 
facts  and  discuss  your  testimony  in  the  con- 
text of  the  issues.  The  attorney  may  be  able 
to  alert  you  to  the  way  in  which  opposing 
counsel  conducts  a deposition,  or  as  to  an- 
ticipated questions.  The  attorney  may  also 
advise  you  as  to  what  materials  to  bring  to  the 
deposition.  Don't  assume  that,  because 
you've  given  depositions  before,  such  a pre- 
paratory meeting  is  not  necessary.  It's  impor- 
tant that  you  be  adequately  prepared,  if  for 
no  other  reason,  because  your  deposition 
testimony  may  be  used  against  you  at  trial. 
More  on  that  later. 

The  most  common  mistake  witnesses  make 
in  giving  their  depositions  is  not  listening  to, 
and  only  answering,  the  question  asked.  If 
you  don't  understand  the  question,  say  so 
and  it  will  be  clarified.  A court  reporter  will 
be  recording  the  questions  and  answers, 
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stenographically  or  otherwise,  for  later  tran- 
scription, so  remember  that  your  responses 
should  be  verbal  and  clear:  no  nods  of  the 
head  or  "uh  hubs"  please.  You  do  have  the 
right  to  read  and  sign  your  deposition  after  it 
has  been  transcribed,  for  purposes  of  accu- 
racy. This  is  a right  personal  to  you  and  you 
may  waive  it  if  you  choose.  The  attorney  who 
retained  you  may  advise  you  on  that  point  at 
the  conclusion  of  the  deposition. 

After  giving  your  deposition,  you  may  have 
no  further  involvement  with  the  case  until  it's 
called  for  trial.  Sometimes,  such  as  for  work- 
ers' compensation  cases,  there  is  a date  certain 
for  trial.  For  many  civil  cases,  however,  there 
is  no  special  setting  and  the  lawyers  may  have 
only  a general  idea  as  to  when  the  case  may 
be  called.  Depending  on  the  Judge's  docket 
and  other  factors,  a case  may  be  called  to 
trial  on  rather  short  notice.  Be  sure  to  discuss 
the  trial  date  with  the  attorney  as  best  you 
can.  If  you  have  conflicts  (vacations,  confer- 
ences, whatever),  let  the  attorney  know  so  he 
or  she  can  accommodate  you.  From  an  attor- 
ney's standpoint,  being  called  for  trial  on 
short  notice  is  nerve-wracking  in  and  of  itself. 
Witnesses  who  can't  or  won't  cooperate  in 
scheduling  their  testimony  make  it  more  so. 
I recall  a physician  who  had  agreed  to  testify 
for  my  client  and  then  threw  an  absolute  fit 
when  he  learned  that  the  most  I could  tell 
him  about  the  trial  date  was  that  the  case 
would  be  tried  during  the  jury  term  begin- 
ning on  such-and-such  date.  It's  an  imperfect 
system  but  we  all  have  to  deal  with  it! 

Once  a case  is  called  for  trial,  judges  are 
usually  able  and  willing  to  accommodate  a 
physician's  schedule.  This  may  mean  putting 
on  witnesses  out  of  order,  or  adjourning  early 
on  a particular  afternoon  if  the  physician 
can't  appear  to  testify  until  the  following 
morning.  Although  a live  witness  is  almost 
always  preferable,  if  you  cannot  be  there  in 
person  the  attorney  may  have  your  testimony 
videotaped  for  use  at  trial. 

Preparation  for  your  testimony  at  trial  is 
essential.  If  the  attorney  does  not  request  a 
meeting  for  this  purpose  you  should  insist  on 
one!  While  you  should  be  prepared  to  an- 
swer a question  as  to  your  fee  for  testifying, 
this  is  neither  the  only,  nor  the  most  impor- 
tant, matter  on  which  to  be  prepared.  You 
will  want  to  review  the  strengths  and  weak- 


nesses of  the  case  and  your  own  testimony 
with  regard  thereto.  If  other  experts  will  be 
testifying,  it  may  be  important  to  understand 
their  testimony.  Experts,  even  those  testify- 
ing for  the  same  side,  don't  always  agree  on 
every  point.  From  the  attorney's  standpoint, 
however,  knowing  what  each  witness  will 
say,  and  avoiding  surprises,  is  helpful. 

In  addition  to  reviewing  what  you're  going 
to  say,  think  about  how  you're  going  to  say 
it.  Having  the  proper  credentials  and  know- 
ing all  the  facts  isn't  enough.  How  can  you 
translate  your  expertise  so  that  lay  persons 
will  understand  your  testimony?  Are  there 
models  or  other  visual  aids  which  would 
enhance  your  testimony  or  make  it  easier  for 
the  jury  to  understand? 

On  direct  examination,  you  will  presuma- 
bly be  allowed,  through  questions  and  an- 
swers, to  testify  in  a chronological  (or  some 
other  logical)  fashion.  Cross-examination, 
however,  is  another  matter  entirely!  It  would 
be  beyond  the  scope  of  this  article  to  prepare 
you,  in  any  detail,  for  the  experience  of 
being  cross-examined.  Suffice  it  to  say  that 
this  will  be  a matter  you  will  want  to  address 
in  great  detail  in  preparing  for  your  trial 
testimony.  Again,  understanding  the  process 
is  helpful:  Generally,  you  should  know  that 
the  purpose  of  cross-examination  is  either  to 
discredit  your  credentials  or  testimony,  or  to 
get  you  to  admit  things  which  are  helpful  to 
the  other  side.  If,  at  trial,  you  testify  differ- 
ently than  at  your  deposition,  your  deposi- 
tion testimony  may  be  used  to  impeach  you. 
Don't  assume  that  the  lawyer  who  was  nice 
when  he  or  she  took  your  deposition  will 
bring  the  same  gentle  demeanor  to  cross- 
examination! 

Attorneys  are  generally  allowed  a fair 
amount  of  leeway  in  cross-examining  a wit- 
ness, and  "your"  lawyer  may  be  either  un- 
able, or  unwilling,  to  help  you  out  if  you  get 
into  a bind.  At  a recent  seminar,  I witnessed 
a trial  demonstration  in  which  an  experi- 
enced attorney  cross-examined  the  plain- 
tiff's expert  psychiatrist  (played  by  an  actual 
psychiatrist  with  many  years  of  experience). 
The  psychiatrist  began  arguing  with  the  cross- 
examining  attorney  (usually  not  a good  idea) 
and  generally  came  off  as  a rather  petulant 
witness.  Plaintiff's  counsel,  a well-known 
lawyer  from  Chicago,  did  not  attempt  to 
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intercede.  When  questioned  later  as  to  this 
trial  tactic,  he  indicated  that  he  didn't  repre- 
sent the  psychiatrist  and  thought  he  did  his 
client  more  harm  than  good  to  try  to  save  the 
psychiatrist  from  himself  on  cross-examina- 
tion. 

Not  all  lawyers  favor  this  type  of  trial 
strategy.  However,  it  is  important  for  you  to 
have  an  idea  going  in  what  to  expect  in  terms 
of  the  cross-examiner,  the  cross-examination 
questions,  and  the  role  "your"  attorney  will 
or  won't  play. 

The  physician  often  plays  an  indispen- 
sable role  in  modern  civil  litigation.  The 
agony  (or  ecstasy)  of  cross-examination  not- 


withstanding, a cooperative  effort  is  required 
among  the  attorney,  client  and  the  physician 
serving  as  an  expert  witness.  It's  a pleasure 
and  a privilege  to  work  with  physicians  whose 
knowledge  and  experience  enable  me  to 
better  represent  my  clients.  The  joy  of  testi- 
fying will  never,  and  probably  should  never, 
replace  the  satisfaction  of  treating  patients. 
Understanding  the  facts  of  a case,  your  role 
as  an  expert  witness  in  that  case,  and  the 
process  by  which  the  case  is  prepared  and  ul- 
timately tried  will,  hopefully,  enable  you  to 
regard  the  experience  as  something  other 
than  a necessary  evil  of  modern  practice.  I've 
met  and  worked  with  a number  of  physicians 
who  actually  seem  to  enjoy  it! 
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ORIGINAL  ARTICLE 


The  Physician  and  Workers'  Compensation 

A Primer 

WALTER  E.  ZINK  II* 


"Probably  no  other  part  of  modern  jurisprudence, 
gives  both  bench  and  bar  more  perplexing  problems 
than  are  found  in  the  construction  and  application  of 
the  statute  known  as  the  Workmen's  Compensation 
Act. . . . The  basic  philosophy  of  all  workmen's  com- 
pensation laws  is  entirely  paternalistic.  The  basic 
concept  upon  which  the  statute  is  founded  is  that 
human  depreciation  is  a rightful  cost  of  production, 
and  that  the  cost  of  industrial  accidents  to  workmen 
should  be  borne  by  the  industry."' 

VERY  few  physicians, 
whatever  their  specialty, 
will  be  spared  the  opportu- 
nity to  be  involved  with  treating  or  evaluating 
patients  who  have  sustained  an  industrial  in- 
jury. When  such  a situation  arises  it  is  impor- 
tant that  the  practitioner  have  a working 
knowledge  of  the  workers'  compensation 
system  and  of  his  or  her  role  in  that  system. 
While  some  may  find  the  workers'  compen- 
sation system  perplexing  or  ill-suited  to  a pa- 
tient's care  and  treatment,  some  familiarity 
will  not  only  make  the  physician's  life  less 
complicated,  but  will  serve  the  patient. 

Each  day  industrial  accidents  result  in  ap- 
proximately 10,000  injuries  which  lead  to 
lost  work  time.^  The  most  recently  available 
statistics  suggest  that  between  5.6  and  11.3 
million  workers  were  involved  in  work  place 
accidents  in  1983,  which  resulted  in  $17.5 
billion  in  benefits  being  paid.^ 

In  Nebraska,  as  in  all  50  states,'’  the  work- 
ers' compensation  system  is  the  vehicle  which 
endeavors  to  compensate  injured  workers  for 
their  medical  expenses  and  disabilities.  Since 
it  is  essentially  recovery  without  fault^  it  dif- 
fers from  the  more  familiar  tort  law.  The 
underlying  principle  in  workers'  compensa- 
tion law  is  that  the  employee's  injury  be 
caused  by  an  accident  or  occupational  dis- 
ease arising  out  of  and  in  the  course  of  his  or 
her  employment.^  Workers'  compensation 
cases  often  hinge  on  medical  testimony,  so 


the  importance  of  physicians  presenting  com- 
petent, probative  evidence  cannot  be  over- 
emphasized.^ 

I. 

MEDICAL  RECORDS 

No  sooner  has  the  physician  treated  the 
industrially  injured  patient  than  a multitude 
of  requests  for  medical  information  and  rec- 
ords is  forthcoming.  These  may  originate  from 
insurers,  employer's,  lawyers,  or  government 
agencies.  Usually,  communications  between 
a patient  and  physician  are  privileged  and  this 
privilege  can  be  asserted  by  the  physician.® 
However,  §48-120,  R.R.S.  1943  specifically 
provides: 

Generally,  all  medical  and  hospital  informa- 
tion relevant  to  the  particular  injury  shall,  on 
demand  be  made  available  to  the  employer, 
employee,  carrier,  and  the  Compensation  Court. 

The  party  requesting  such  medical  and  hospital 
information  shall  pay  the  cost  thereof.  No  such 
relevant  information  developed  in  connection 
with  treatment  or  examination  for  which  com- 
pensation is  sought  shall  be  considered  a privi- 
leged communication  for  purposes  of  a workers' 
compensation  claim,  (emphasis  added) 

While  a signed  medical  authorization  from 
the  patient  is  no  longer  necessary  to  release 
medical  records  in  connection  with  a work- 
ers' compensation  claim,  it  is  probably  advis- 
able for  the  physician  to  have  some  written 
confirmation^  in  his  or  her  file  to  document 
that  the  records  were  released  for  purposes  of 
a workers'  compensation  claim.  Certainly  the 
physician  is  entitled  to  recoup  his  costs  in  sub- 
mitting the  information  requested.  Failure  by 
the  physician  to  supply  the  requested  infor- 
mation could  result  in  the  Compensation  Court 
ordering  the  forfeiture  of  his  or  her  right  to  all 
or  part  payment  due  for  services  rendered  in 
treating  the  injured  employee.’® 

Section  48-120,  R.R.S.  1943,  also  imposes 
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upon  the  physician  an  obligation  to  furnish  to 
the  employer  and  the  Nebraska  Workers' 
Compensation  Court  a report  of  the  industrial 
injury  and  its  treatment  on  a form  prescribed 
by  the  court.  The  form  which  has  been  devel- 
oped for  that  purpose  is  a FIRST  TREATMENT 
MEDICAL  REPORT  (NWCC  Form  45).  See 
Appendix  "A"  for  an  example.  Failure  to 
furnish  such  a report  within  the  prescribed 
time  may  render  invalid  and  unenforceable 
the  physician's  claim  for  the  cost  of  medical 
treatment  provided.” 

II. 

MEDICAL  TREATMENT 

The  employer  (insurer)  is  liable  for  all 
reasonable  medical,  surgical  and  hospital 
services  including  appliances,  supplies,  pros- 
thetic devices,  and  medicines  which  are 
required  by  the  nature  of  the  injury  and 
which  will  relieve  pain  or  promote  and  hasten 
the  employee's  restoration  to  health  and  em- 
ployment.” Where  the  injury  has  caused 
disfigurement,  such  as  a burn  injury,  plastic  or 
reconstructive  surgery  is  compensable,  but 
not  cosmetic  surgery.”  The  compensation 
court  can  and  has  established  a maximum  fee 
which  may  be  charged  for  most  medical 
services  and  the  medical  supplier  (physician) 
is  prohibited  from  trying  to  collect  more  than 
the  maximum  fee  established.”  Because  of 
the  court's  adoption  of  the  so-called  relative 
value  study  it  is  incumbent  upon  medical 
suppliers  to  familiarize  themselves  with  it  if 
they  expect  their  bills  to  be  paid  without 
dispute. 

The  injured  employee  has  the  right  to  make 
the  initial  selection  of  his  or  her  physician 
from  among  all  licensed  physicians  in  the 
state  and  shall  have  the  right  to  make  an 
alternate  choice  of  physician  if  dissatisfied 
with  the  original  physician.  Furthermore,  in 
cases  of  injury  involving  dismemberment  or 
major  surgery,  the  employee  may  designate 
the  physician  or  surgeon  to  perform  the  op- 
eration.” While  the  employer  can,  at  its  ex- 
pense, require  the  employee  from  time  to 
time  to  submit  to  an  examination  by  a physi- 
cian or  surgeon  of  its  choice,  the  employee 
cannot  be  compelled  to  undergo  treatment 
by  the  employer's  examining  physician.”  For 
purposes  of  the  Nebraska  Workers'  Compen- 
sation Laws  physician  includes  any  person 
licensed  to  practice  medicine  and  surgery,  os- 
teopathic medicine,  chiropractic,  podiatry, 
or  dentistry.” 


III. 

PROVIDING  EVIDENCE 

Although  the  majority  of  industrial  acci- 
dent cases  are  resolved  outside  the  legal 
system,  when  an  injured  patient  becomes  in- 
volved in  litigation  the  physician  will  often  be 
asked  to  provide  evidence.  This  can  occur  in 
several  forms  including  written  evidence 
(reports),  deposition  testimony,  or  live  testi- 
mony at  a hearing.  An  understanding  of  what 
is  required  will  help  the  physician  provide 
evidence  in  a manner  that  will  be  most  help- 
ful to  the  parties  and  to  the  court.  Whether 
the  evidence  is  provided  by  written  report  or 
by  testimony,  here  are  some  suggestions  for 
the  physician  to  consider. 

HISTORY  - The  initial  information  should 
include  a narrative  history  of  the  employee's 
medical  condition  with  specific  reference  to 
onset  and  cause  of  the  condition.”  The  his- 
tory should  include  a discussion  of  previously 
existing  injuries,  disabilities,  or  systemic  dis- 
eases.” 

EXAMINATIONS/EVALUATIONS  - The 

result  of  the  physician's  physical  examina- 
tions, laboratory  and  radiographic  test  results 
(if  significant)  and  any  other  diagnostic  proce- 
dures should  be  discussed. 

DIAGNOSES  - The  physician's  diagnosis 
and  the  reasons  for  it  should  be  presented. 

CAUSATIVE  FACTORS  - Once  the  diagno- 
sis is  identified,  an  opinion  about  the  cause 
for  the  condition(s)  diagnosed  should  be  pro- 
vided. In  a workers'  compensation  context 
"cause"  can  include  not  only  a direct  cause, 
but  the  aggravation  of  a pre-existing  condi- 
tion. There  seems  to  be  a great  deal  of  con- 
fusion among  both  the  medical  and  legal 
profession  about  the  specifics  of  opinion 
evidence  about  causation.  It  should  be  ex- 
pressed with  reasonable  certainty  or  reason- 
able probability,  since  this  is  the  standard 
imposed  by  the  Nebraska  Supreme  Court  in 
workers'  compensation  cases. It  is  not  suffi- 
cient if  the  opinion  concerning  causation  is 
expressed  as  "could  have  been  caused"^'  or 
"medically  possible. This  is  because  the 
question  of  causation  cannot  be  left  to  sur- 
mise or  conjecture,  or  based  upon  possibil- 
ties,  but  must  be  established  in  a legal  way 
and  not  by  guess  or  speculation.^^  Reasonable 
certainty  or  probability  does  not  require  proof 
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beyond  a reasonable  doubt;  only  that  the 
cause  is  "more  likely  than  not"^"’  the  one.  If 
the  physician  is  discussing  the  injury  with  the 
employee  or  his  attorney  and  cannot  say  with 
reasonable  certainty  or  probability  that  the 
injury  was  caused  or  aggravated  by  a work- 
related  accident  or  occupational  disease  it  is 
important  to  promptly  make  that  known.  The 
case  can  then  be  evaluated  and  resolved. 

MAXIMUM  MEDICAL  IMPROVEMENT  - 

The  date  when  the  employee  has  reached 
maximum  medical  improvement,  been  re- 
leased from  medical  care,  or  been  released  to 
return  to  work  should  be  identified. Once 
an  employee  has  reached  his  maximum  re- 
covery the  remaining  disability  is  permanent 
and  he  is  no  longer  entitled  to  compensation 
for  temporary  disability.^^  Maximum  medical 
improvement  occurs  when  the  employee's 
condition  becomes  fixed  and  he  is  restored  so 
far  as  the  permanent  character  of  his  injuries 
will  permit. If  the  employee  has  been  re- 
leased to  work  with  limitations  that  should  be 
pointed  out  also.^®  If  maximum  medical 
improvement  has  not  been  reached,  an  as- 
sessment of  current  clinical  status  along  with 
a statement  of  plans  for  future  treatment,  re- 
habilitation and  re-evaluation  should  be  pro- 
vided. 

IMPAIRMENT  - If  the  employee  has  reached 
maximum  medical  improvement,  an  impair- 
ment rating  should  be  given  if  the  employee's 
condition  permits.  Often  the  physician  is  asked 
to  provide  a "disability  rating,"  but  this  is  in- 
correct. Impairment  means  an  alteration  of 
an  individual's  health  status  that  is  assessed 
by  medical  means,  while  disability,  which  is 
assesssed  by  nonmedical  means,  is  an  alterna- 
tion of  an  individual's  capacity  to  meet  per- 
sonal, social,  or  occupational  demands.^®  In 
the  workers'  compensation  setting  the  court 
must  determine  the  degree  of  disability. In 
assessing  impairment  the  physician  should 
note  whether  or  not  it  is  permanent,  since 
that  is  a factor  in  computing  the  employee's 
entitlement  to  benefits.  One  note  of  caution, 
the  impairment  guides  usually  have  tables 
which  permit  impairment  to  be  translated  to 
another  body  part.  For  example,  if  an  em- 
ployee has  a permanent  impairment  to  the 
hand,  use  of  the  tables  in  the  AMA  Guide 
permits  that  impairment  to  be  transformed 
into  an  impairment  to  the  arm  and  the  impair- 
ment to  the  arm  into  one  for  the  whole  body. 


To  do  this  is  incorrect  under  the  Nebraska 
Workers'  Compensation  Laws.  Absent  some 
unusual  or  extraordinary  conditions,  an 
impairment  rating  should  be  given  to  the 
specific  body  part  that  was  injured. In 
addition  to  providing  an  impairment  rating, 
an  opinion  about  any  permanent  physical 
limitations  or  restrictions  which  the  employee 
experiences  should  be  supplied.  This  may  be 
useful  in  deciding  whether  vocational  reha- 
bilitation may  be  necessary. 

CONCLUSION 

These  comments  will  assist  physicians  in 
understanding  some  of  the  legal  intricacies  of 
workers'  compensation  claims.  In  this  way 
the  physician  can  provide  the  type  of  infor- 
mation which  will  allow  an  industrial  injury  to 
be  evaluated  and  resolved  as  expeditiously  as 
possible. 
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ORIGINAL  ARTICLE 


Physician's  Duty  To 
Breach  A Patient's  Confidentiality 

PAMELA  HASTINGS  CARRIER,  Esq. 

Cline.  Williams.  Wnght.  Johnson  & Oldfather 


I.  INTRODUCTION 

OFTEN  difficult  legal  and  ethical 
questions  are  accentuated 
when  a crisis  occurs.  The  "AIDS 
epidemic"  is  such  a crisis  and  is  affecting  the 
definitions  of  the  legal  and  ethical  responsi- 
bilities of  physicians.  The  American  Medical 
Association,  federal  and  state  law-making  bod- 
ies, and  the  courts  are  ail  forced  to  consider 
these  issues  and  define  the  standards  of 
conduct  for  physicians.  Deviations  from  these 
standards  expose  physicians  to  potential  lia- 
bility to  their  patients  or  to  others. 

This  article  will  discuss  a particularly  diffi- 
cult dilemma  for  the  physician — balancing 
the  physician's  ethical  and  legal  duty  to 
maintain  a patient's  right  of  confidentiality 
against  the  physician's  legal  duty  to  breach 
that  right  and  notify  third  parties  about  a 
patient's  condition.  While  societal  prejudices 
and  resulting  irrational  responses  to  acquired 
immunodeficiency  syndrome  (AIDS)  may 
increase  the  sensitivity  of  the  confidentiality 
issue,  the  physician's  duty  to  notify  third 
parties  is  not  limited  to  AIDS.  Such  a duty  may 
be  invoked  in  cases  of  patients  with  psychiat- 
ric conditions  which  make  them  potentially 
dangerous  to  themselves  and  to  others,’  in 
cases  of  other  contagious  diseases,^  and  in 
situations  when  the  side  effects  of  treatment 
are  not  adequately  explained  to  the  patient  or 
others  and  the  reasonably  foreseeable  result- 
ing conduct  occurs  and  causes  damage  to 
parties  other  than  the  patient.^ 


II.  DUTY  TO  MAINTAIN 
CONFIDENTIALITY 

Patients  have  a right  to  privacy  and  physi- 
cians have  a legal  and  ethical  duty  to  keep  the 
patient's  medical  information  confidential. 
Privacy  rights  of  patients  are  protected  by  the 
Constitution,  as  well  as  established  case  law.’’ 


Nebraska  statutes  prohibit  a physician  from 
disclosing  confidential  medical  information 
about  any  patient.^  A physician  may  find  his 
or  her  license  to  practice  medicine  in  jeop- 
ardy if  he  or  she  discloses  such  confidential 
information^  since  Nebraska  statutes  include 
within  the  definition  of  "unprofessional  con- 
duct" the  "willful  betrayal  of  a professional 
secret  except  as  otherwise  provided  by  law  . 
. . ."^Some  jurisdictions  do  not  recognize  that 
disclosures  of  confidential  information  are  a 
violation  of  an  ethical  or  legal  duty  held  by 
the  physician,  but  those  jurisdictions  do  not 
have  the  statutory  structure  present  in  Ne- 
braska, both  in  the  licensing  statutes  and  in 
the  statutes  establishing  the  physician-patient 
privilege.® 

Unlawful  breaches  of  confidentiality  can 
result  in  state-imposed  statutory  sanctions 
and,  more  importantly,  civil  liability  for  the 
physician  for  any  injury  caused.^  Improper 
disclosure  of  accurate  but  confidential  infor- 
mation regarding  an  AIDS  diagnosis  can  result 
in  civil  action  for  invasion  of  privacy.  The 
damages  that  may  be  alleged  include  loss  of 
employment,  loss  of  housing,  the  loss  or  ina- 
bility to  obtain  insurance,  school  expulsion, 
social  stigma  and  harassment,  and  mental  an- 
guish. Physicians  must  also  guard  against  the 
disclosure  of  inaccurate  information  implying 
that  a person  is  infected  with  the  human  im- 
munodeficiency virus  (HIV),  since  such  dis- 
closure may  be  found  to  be  slander  and  "ac- 
tionable per  se"  without  specific  proof  of 
damages.’® 

The  public  policy  behind  the  physician-pa- 
tient privilege  and  the  need  for  confidential- 
ity is  to  encourage  patients  to  obtain  medical 
treatment  and  to  be  fully  honest  in  disclosing 
all  information  a physician  would  need  for 
the  diagnosis  and  treatment  of  the  patient's 
physical,  mental,  or  emotional  conditions. 
One  of  the  keys  to  conquering  the  "AIDS  epi- 
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demic"  is  for  the  person  who  is  HIV  positive 
or  has  AIDS  to  be  immediately  diagnosed  and 
be  given  all  available  treatment,  but  also  they 
must  be  counseled  and  educated  as  to  the 
nature  of  their  disease  and  how  they  can 
protect  themselves  from  others  and  avoid 
further  transmission  of  the  disease. 

III.  STATUTORY  DUTY  TO  BREACH 
CONFIDENTIALITY 

In  spite  of  the  statutory  structure  and  strong 
public  policies  favoring  confidentiality,  under 
some  circumstances  disclosures  of  medical 
information  may  be  reasonably  necessary  for 
the  treatment  of  a patient,  for  the  protection 
of  medical  personnel,  or  to  meet  a clear 
public  need."  Most  states  have  statutes  which 
require  the  reporting  of  certain  diseases  to 
public  health  authorities.  Every  state  by  stat- 
ute, regulation  or  policy  ruling  now  requires 
the  reporting  of  new  AIDS  cases. Reporting 
statutes  result  from  the  decision  of  legislatures 
that  the  interest  of  the  public  health  of  soci- 
ety takes  precedence  over  a patient's  right  to 
maintain  the  confidentiality  with  respect  to 
his  medical  condition. 

Nebraska  assigns  the  responsibility  for  the 
supervision  and  control  of  all  matters  relating 
to  communicable  diseases  to  the  Department 
of  Health.  Statutes  require  the  Department  of 
Health  to  promulgate  reasonable  rules  and 
regulations  to  promote  control  of  communi- 
cable diseases,"  and  other  statutes  specifi- 
cally require  the  adoption  and  promulgation 
of  rules  and  regulations  necessary  to  control 
and  suppress  sexually  transmitted  diseases." 
Regulations  have  been  adopted  declaring  AIDS 
to  be  a reportable  disease."  The  duty  to 
report  communicable  diseases  lies  with  the 
physician  unless  no  physician  is  in  atten- 
dance, at  which  time  it  is  the  responsibility  of 
the  head  of  the  household  or  institution  to 
make  the  report." 

Other  statutory  exceptions  to  the  confi- 
dentiality rule  include  the  requirement  to  re- 
port suspected  child  abuse,"  abuse  of  a vul- 
nerable adult"  and  knowledge  of  violence  or 
injuries  which  appear  to  have  been  received 
in  connection  with  the  commission  of  a crimi- 
nal offense." 

If  a physician  fails  to  report  evidence  of 
child  abuse,  abuse  of  a vulnerable  adult,  or 
violent  injuries,  the  physician  is  guilty  of  a 


Class  III  misdemeanor.^”  Physicians  failing  to 
report  promptly  a case  of  AIDS,  or  any  other 
reportable  disease,  maybe  guilty  of  a Class  V 
misdemeanor.^^ 

IV.  DUTY  TO  WARN  THIRD  PARTIES 

Not  as  easily  defined  as  the  physician's 
statutory  duty  to  breach  a patient's  confiden- 
tiality IS  a physician's  duty  to  warn  third 
parties  about  a patient's  condition  which  may 
subject  the  third  party  to  harm.  This  common 
law  duty  causes  a dilemma  for  the  physician 
who  has  a duty  to  respect  a patient's  confi- 
dentiality and  who  may  also  have  a duty  to 
third  parties,  the  breach  of  which  could  result 
in  liability  for  the  physician.  The  courts  have 
found  that  as  a general  rule  a physician  has  no 
duty  to  prevent  a third  party  from  causing 
physical  injury  to  another. However,  the 
courts,  as  well  as  the  American  Medical  Asso- 
ciation, have  also  realized  that  under  certain 
situations  medical  confidences  must  be  re- 
vealed "to  protect  the  welfare  of  the  individ- 
ual or  of  the  community. The  challenge  for 
the  physician  is  to  determine  when  the  cir- 
cumstances dictate  that  such  information  be 
revealed,  how  it  will  be  revealed  and  to 
whom. 

Because  of  the  contagious  disease  report- 
ing laws,  a physician  has  a duty  to  report  in- 
formation concerning  an  AIDS  patient;  how- 
ever, satisfying  this  statutory  duty  does  not 
relieve  the  physician  of  his  or  her  duty  to  warn 
others.  If  Nebraska  had  a partner  notification 
procedure  generally  accepted  as  effective, 
that  might  partially  relieve  the  physician  in 
the  case  of  an  AIDS  diagnosis.  However,  such 
programs  do  not  exist  in  Nebraska.  Nebraska 
is  one  of  only  two  states  in  the  country  with- 
out a provider-referral  notification  program 
for  AIDS. With  provider-referral  notifica- 
tion, infected  patients  could  request  assis- 
tance in  notifying  some  or  all  of  their  partners 
by  providing  relevant  information  so  that 
trained  health  department  staff  could  carry 
out  the  notification  process. 

In  order  to  find  negligence  on  the  part  of 
a physician,  it  must  be  shown  the  physician 
had  a duty  to  the  injured  party,  the  duty  was 
breached,  the  breach  was  a proximate  cause 
of  the  injury,  and  there  was  actual  loss  or 
damage  resulting  to  the  interests  of  another. 

It  is  generally  accepted  that  the  Nebraska 
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courts,  in  determining  whether  a duty  exists, 
would  adopt  the  "special  relationship"  prin- 
ciple found  in  the  Restatement  (Second)  of 
Torts. That  principle  holds  that  a physician 
has  no  duty  to  control  the  conduct  of  a patient 
unless  a special  relationship  exists,  either  be- 
tween the  physician  and  the  patient  or  be- 
tween the  physician  and  the  person  threat- 
ened by  the  patient's  conduct.  Based  upon 
this  principle,  courts  find  that  the  physician- 
patient  relationship  imposes  duties  on  the 
physician  for  the  benefit  of  persons  other  than 
the  patient. 

Accepting  that  the  physician  has  a duty  to 
third  persons  other  than  the  patient,  the 
physician  needs  to  determine  what  he  or  she 
has  a duty  to  do.  Before  a physician's  legal 
duty  to  breach  a patient's  confidentiality  can 
arise,  the  physician  or  other  practitioner  must 
decide  if  the  patient's  diagnose  presents  a 
threat  to  third  parties.  Courts  have  held 
physicians  liable  to  third  parties  for  negli- 
gently failing  to  diagnose  a contagious  disease 
and,  further,  having  diagnosed  the  disease, 
for  negligently  failing  to  notify  the  family 
members  or  others  who  may  be  exposed.^® 
While  a physician  or  practitioner  will  not  be 
held  responsible  to  guarantee  the  safety  of 
third  parties,  he  or  she  must  exercise  "that 
reasonable  degree  of  skill,  knowledge  and 
care  ordinarily  possessed  and  exercised  by 
members  of  (that  professional  specialty)  under 
similar  circumstances."^^  In  the  case  of  AIDS 
or  HIV,  the  physician  must  exercise  such 
reasonable  skill,  knowledge,  and  care  in 
making  the  diagnosis,  as  well  as  determining 
the  risk  that  the  patient  will  take  actions 
which  risk  exposing  others.  The  physician  has 
a duty  to  adequately  inform  the  patient  of  the 
nature  of  his  or  her  condition,  how  the  HIV  is 
transmitted,  the  risks  of  exposing  others,  and 
how  they  can  avoid  exposing  others.  Making 
the  diagnosis  is  relatively  easy,  but  predicting 
the  patient's  behavior  is  more  difficult. 

In  the  case  of  a psychiatric  patient  who 
poses  potential  harm  to  third  parties,  the 
therapist  may  have  a duty  to  warn  the  third 
parties  or,  if  warnings  are  not  sufficient,  he  or 
she  may  have  a duty  to  control  his  or  her 
patient  through  commitment  or  restraint.^®  A 
Nebraska  federal  district  court,  in  the  case  of 
Lipari  v.  Sears,  Roebuck  Co.,  found  that  a 
therapist  had  a duty  to  initiate  whatever 
precautions  were  reasonably  necessary  to 
protect  potential  victims.  In  this  case  the  vic- 


tims were  patrons  of  a nightclub  the  night  the 
patient  came  in  and  fired  random  shots.  The 
court  found  that  the  patrons  were  reasonably 
foreseeable  victims  to  which  the  therapist  had 
a duty.  With  respect  to  contagious  diseases, 
the  physician  would  have  few  legal  means  of 
physically  controlling  an  individual  to  pre- 
vent exposure,  so  courts  would  most  likely 
find  that  a physician  can  only  satisfy  his  or  her 
duty  to  protect  third  parties  by  breaching  a 
patient's  confidentiality  and  warning  third 
parties.  In  Schuster  v.  Altenberg,  a Wiscon- 
sin case  where  the  drugs  a patient  was  taking 
interfered  with  her  ability  to  drive  a car,  thus 
causing  an  accident  and  injury  to  her  daugh- 
ter, the  court  held  the  physician  had  a duty 
both  to  the  patient  and  her  family  to  warn 
them  of  the  potential  effects  of  the  patient's 
medication. 

The  physician  should  attempt  to  have  the 
patient  make  the  necessary  disclosures  to 
avoid  the  need  to  breach  the  patient's  right  to 
confidentiality.  The  physician  may  want  to 
attempt  to  obtain  written  consent  from  the 
patient  to  permit  the  physician  to  tell  others 
of  the  patient's  condition,  although  such  con- 
sent is  not  needed  if  the  physician's  duty 
exists.  If  the  physician  relies  on  the  patient  to 
notify  third  parties,  the  physician  may  also 
have  a duty  to  third  parties  to  follow  up  and 
make  sure  the  disclosures  were  made  and  that 
the  risks  are  fully  understood.  A physician's 
conduct  will  be  evaluated  to  determine  if  he 
or  she  meets  the  prevailing  standards  of  prac- 
tice with  respect  to  warning  third  parties. 

The  final  issue  for  the  physician  in  deter- 
mining his  or  her  duty  to  breach  a patient's 
confidentiality  is  the  determination  as  to  whom 
the  duty  is  owed.  In  Tarasoff  v.  Regents  of 
the  University  of  California,^^  the  case  gen- 
erally cited  to  support  a physician's  duty  to 
warn,  the  therapist  was  held  to  have  a duty  to 
a woman  killed  by  the  therapist's  patient.  The 
patient  had  made  specific  threats  against  the 
woman  during  the  counseling  sessions.  While 
no  name  was  given,  the  identity  of  the  woman 
would  have  been  easy  for  tne  therapist  to 
determine.  While  Tarasoff  and  other  courts 
have  limited  the  duty  to  cases  of  clear  threats 
of  harm  to  specifically  identified  persons,^® 
some  courts  have  adopted  a broader  duty  to 
act  prudently  to  prevent  reasonably  foresee- 
able harm  to  third  parties  in  general.^® 

Because  of  the  limited  medically  accepted 
means  for  transmission  of  HIV,  arguably  only 
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those  who  may  be  in  direct  contact  with  the 
blood,  semen  and  other  body  fluids  of  the 
patient  should  be  informed.  Given  the  poten- 
tial broad  range  of  persons  this  duty  might 
encompass,  it  is  reasonable  to  expect  that  a 
physician  would  only  have  liability  to  persons 
readily  identifiable  to  the  physician.  It  is 
expected  that  courts  will  find  no  violation  of 
a patient's  right  to  confidentiality  has  oc- 
curred when  a physician  warns  or  counsels  a 
patient's  spouse  or  sexual/IV-needle  partner 
with  regard  to  the  patient's  AIDS  diagnosis  or 
HIV  status. This  probably  would  require  the 
physician  to  make  reasonable  attempts  to 
gather  information  as  to  the  patient's  sexual 
and  needle-sharing  partners  and,  in  the  case 
of  a patient  who  may  exhibit  aggressive 
behavior  that  could  endanger  persons  through 
biting  or  other  conduct  causing  potential  ex- 
posure, the  names  of  such  potentially  endan- 
gered individuals. 

In  balancing  a patient's  interest  in  main- 
taining their  medical  information  confidential 
against  the  societal  interest  in  protecting  against 
the  spread  of  AIDS  and  HIV,  the  persons  with 
whom  the  physician  has  a duty  to  share  infor- 
mation about  a patient's  HIV  status  is  narrow. 
Disclosures  to  other  health  care  providers  if 
they  aid  in  diagnosis  or  treatment  of  the  pa- 
tient are  permitted.  However  it  is  doubtful, 
given  the  position  of  the  American  Hospital 
Association,  OSHA  and  the  Centers  for  Dis- 
ease Control  with  respect  to  the  use  of  univer- 
sal precautions,^®  that  physicians  or  other  pro- 
viders would  be  justified  in  releasing  HIV  anti- 
body testing  information  to  protect  health 
care  providers  or  workers  in  a health  care 
institution.  Workers  in  health  care  institutions 
are  expected  to  assume  that  all  patients  are 
HIV  positive  and  to  at  all  times  take  the 
accepted  universal  precautions  to  protect 
themselves.  It  is  felt  that,  given  the  fact  that 
not  everyone  is  tested  and  the  delay  in  pos- 
sible seroconversion,  these  workers  are  more 
effectively  protected  from  exposure  if  univer- 
sal precautions  are  taken  with  all  patients. 
This  would  also  prohibit  physicians  or  others 
with  a duty  to  maintain  the  confidentiality  of 
a patient's  medical  information  from  notify- 
ing emergency  workers  and  morticians,  un- 
less statutorily  required.®^ 

V.  CONCLUSION. 

While  many  physicians  consider  their  duty 
to  maintain  the  confidentiality  of  their  pa- 


tients' medical  information  inviolate,  the 
American  Medical  Association,  legislatures  and 
courts  have  all  realized  that  in  certain  situ- 
ations the  health  and  welfare  of  society  is 
more  important  than  maintaining  a patient's 
confidentiality.  In  limited  situations,  courts  or 
legislatures  have  balanced  the  interests  of  the 
patients  and  society  and  have  determined  the 
physician  has  a duty  to  third  parties  to  dis- 
close information  concerning  a patient. 
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Introduction 

PHYSICIANS  and  attorneys  must 
maintain  the  highest  standard 
of  ethical  conduct.  For  both 
professions,  this  includes  a strict  obligation  to 
maintain  the  confidential  communications  of 
clients.^  However,  ethical  rules  allow  both 
physicians  and  attorneys  to  breach  the  re- 
quirement of  confidentiality  under  certain 
circumstances.^ 

Physicians  should  be  aware  of  an  additional 
area  in  which  patient  confidentiality  has 
become  an  issue.  The  concern  arises  primarily 
in  the  context  of  medical  malpractice  and 
personal  injury  lawsuits. 

In  a medical  malpractice  lawsuit,  the  patient 
(plaintiff)  claims  that  he  or  she  was  injured  by 
the  negligent  actions  of  a physician.  The 
physician  being  sued  is  the ''defendant.''  After 
the  patient  sues  the  defendant,  the  patient 
often  seeks  treatment  from  a second  physician 
to  remedy  the  injury  allegedly  caused  or 
worsened  by  the  physician  being  sued.  The 
second  physician  is  the  "treating  physician. " 
He  or  she  treats  the  patient  after  the  patient 
stops  receiving  treatment  from  the  physician 
who  is  being  sued  for  malpractice. 

In  a personal  injury  lawsuit,  a patient  sues  a 
third  party  for  any  sort  of  physical  injury  which 
the  patient  claims  was  caused  by  the  third 
parties'  negligent  actions.  The  patient  then 
consults  a physician  for  treatment  of  the 
injuries  allegedly  caused  by  the  third  party. 
The  physician  treating  the  injuries  in  a personal 
injury  suit  is  termed  a "treating  physician"  for 
purposes  of  this  article. 

The  concern  for  confidentiality  in  these  two 
types  of  cases  arises  when  the  attorney  who 
represents  the  physician  or  third-party  being 
sued  — "the  defense  attorney"  — talks  with  a 
treating  physician  privately  and  without  per- 
mission from  the  patient.  Whether  or  not  the 
treating  physician  and  the  attorney  representing 
the  physician  or  third  party  being  sued  are 


allowed  to  have  private  conversations  outside 
the  presence  of  the  patient  and  his  or  her 
attorney  is  an  unanswered  question  in  Nebraska 
However,  the  question  has  been  answered  in 
other  states.  Both  physicians  and  attorneys 
need  to  review  these  out-of-state  cases,  and 
the  medical  and  legal  ethics,  to  determine 
whether  private  discussions  between  sub- 
sequent treating  physicians  and  defense 
counsel  should  properly  take  place. 

The  law  in  Nebraska  is  clear  that  when  a 
person  brings  a medical  malpractice  or  per- 
sonal injury  lawsuit,  he  or  she  waives  the 
physician-patient  confidentiality  privilege  with 
respect  to  medical  conditions  which  directly 
relate  to  the  injury  which  is  the  basis  of  the 
lawsuit^  Thus,  treating  physicians  are  free  to:  1) 
discuss  the  patient's  injury;  2)  discuss  whether  that 
injury  was  caused  by  the  physician  or  third 
party  being  sued;  and  3)  discuss  any  subsequent 
treatment  by  the  treating  physician.  However, 
many  courts  have  determined  that  the  treating 
physician  may  only  talk  about  this  confidential 
information  during  court  proceedings  and 
during  pretrial  proceedings.'^  Private  ("ex  parte")^ 
conversations  between  treating  physicians 
and  the  defendant's  attorney  do  not  occur  in 
court  or  in  pretrial  proceedings.  These  private 
conversations  are  casual  conversations,  often 
over  the  phone,  of  which  the  patient  and  his 
or  her  attorney  are  not  informed.  Thus,  several 
courts  have  decided  that  the  patient's  waiver 
of  confidentiality  does  not  include  private 
conversations  and,  therefore,  treating  physicians 
must  get  special  permission  from  the  patient 
to  talk  privately  with  the  defense  attorney. 

Not  all  courts  have  found  such  private 
conversations  to  be  improper.^  The  courts 
have  generally  been  split  into  two  categories: 
(1)  courts  which  do  not  allow  any  ex  parte 
discussions,  and  will  exclude  from  court  any 
evidence  obtained  during  an  ex  parte  discus- 
sion; and  (2)  courts  which  allow  ex  parte 
discussions,  and  will  force  patients  to  consent 
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to  ex  parte  discussions,  but  which  allow 
physicians  to  take  part  in  the  conversations  at 
their  discretion.  (Note  that  no  court  would 
have  jurisdiction  to  force  the  physician  to  take 
part  involuntarily). 

Some  attorneys  who  frequently  defend 
physicians  or  third  parties  in  personal  injury 
suits  are  in  favor  of  allowing  ex  parte  discussions. 
These  attorneys  claim  that  treating  physicians 
are  more  candid  about  their  opinion  of  the 
legitimacy  of  a patient s malpractice  or  personal 
injury  claim  when  they  are  questioned  privately. 
The  attorneys  believe  that  treating  physicians 
are  more  likely  to  admit  that  the  patient  is  a 
"malingerer"  — (faking  an  injury)  — if  the 
patient  is  not  present.  Thus,  more  physicians 
who  are  being  sued  for  malpractice  and  third 
parties  being  sued  for  negligence  are  found 
liable,  where  in  fact  no  injury  occurred,  or 
where  the  injury  was  not  caused  by  the 
defendant-physician  or  the  defendant-third 
party.  Apparently,  a treating  physician  is  in  a 
relatively  good  position  to  know  whether  the 
patient  is  "malingering."  Thus,  defense  attorneys 
want  to  make  it  as  simple  as  possible  for  the 
treating  physician  to  say  so.  If  the  treating 
physician's  true  opinion  is  unknown  to  the 
defense  attorney,  it  makes  it  much  more 
difficult  for  the  attorney  to  defend  the 
physician  or  third  party  being  sued. 

Defense  attorneys  also  believe  that  having 
to  do  a deposition  of  every  treating  physician 
in  every  case  is  time  consuming  and  expensive. 
These  attorneys  believe  a more  accurate  and 
more  expedient  result  is  reached  through 
private  conversations  with  treating  physicians, 
rather  than  depositions  which  are  part  of  the 
court  record  and  which  the  patient  attends. 

Although  private  conversations  may  be 
more  expedient,  and  perhaps  more  accurate, 
there  are  some  ethical  and  legal  considerations 
regarding  the  propriety  of  ex  parte  conversations 
between  treating  physicians  and  defense 
attorneys. 

Recently,  a Massachusetts  case.  In  the 
matter  of  Heilman,^  held  that  ex  parte  discus- 
sions may  not  take  pjace  unless  the  patient 
consents,  and  that  treating  physicians  will  be 
ethically  sanctioned  if  they  take  part  in  a 
conversation  with  defense  counsel  without 
the  patient's  consent 

I.  The  Heilman  Case:  Sanction  for  Participation 

In  Heilman,  the  Massachusetts  Board  of 
Registration  and  Medicine  sanctioned  a 


treating  physician  for  privately  discussing  his 
medical  treatment  of  the  patient  with  the 
attorney  who  represented  the  physician  being 
sued  for  malpractice  by  the  patient  The 
defense  attorney  had  subpoenaed  the  treating 
physician  to  testify  by  deposition  about  his 
treatment  of  the  patient,  but  prior  to  the 
deposition,  the  defense  attorney  asked  the 
physician  to  meet  privately  to  discuss  the 
deposition.  The  physician  asked  the  defense 
attorney  whether  it  was  appropriate  to  discuss 
the  patient's  treatment  prior  to  deposition, 
and  the  attorney  assured  him  that  it  was.®  The 
physician  then  disclosed  information  about 
the  patient's  medical  condition  and  treatment 
Neither  the  attorney  nor  the  physician  notified 
the  patient  or  the  patient's  attorney  of  this 
private  meeting,  nor  did  they  obtain  the 
patient's  consent  to  the  disclosure  of  any 
medical  information  at  the  meeting.'^ 

The  Board  found  that  the  physician  had 
violated  his  duty  of  confidentiality  toward  his 
patient  by  talking  with  defense  counsel  pri- 
vately without  the  patient's  consent.^”  The 
Board  determined  that  the  patient  did  not 
completely  waive  her  right  to  confidentiality 
by  bringing  the  malpractice  action,  or  by 
failing  to  challenge  the  subpoena.  Although  a 
patient  waives  his  or  her  right  to  confidentiality 
when  he  or  she  initiates  a lawsuit  which  places 
his  or  her  medical  condition  at  issue,  the 
Board  ruled  that  the  waiver  does  not  authorize 
out-of-court  disclosure  of  confidences  when 
such  disclosures  take  place  in  private  con- 
ferences that  are  outside  the  scope  of  accepted 
pretrial  procedures."  The  Board  sanctioned 
the  physician  with  an  admonishment  and  a 
requirement  that  the  physician  obtain  six 
hours  of  medical  education  in  the  area  of 
patient  confidentiality." 

In  Heilman,  the  Board  was  concerned  with 
the  potential  disclosure  of  privileged  informa- 
tion. This  concern  illustrates  one  of  the  main 
risks  of  ex  parte  discussions.  Ex  parte  conver- 
sations put  the  patient's  confidential  medical 
treatment  in  jeopardy  because  the  physicians 
involved  in  the  ex  parte  conversations  must 
know  what  issues  are  germaine  to  the  litigation 
so  that  he  or  she  can  avoid  any  discussion  of 
aspects  of  the  patient's  treatment  which  were 
not  waived  by  the  patient  bringing  suit,  and 
thus  are  still  privileged.  This  may  be  difficult 
for  most  physicians,  given  the  legal  nature  of 
the  question. 

As  Heilman  noted,  because  of  their  limited 
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legal  knowledge,  physicians  involved  in  ex 
parte  discussions  are  also  vulnerable  to  un- 
scrupulous and  unethical  attorneys  who  may 
attempt  to  obtain  privileged  information  by 
assuring  the  physician  that  the  topic  is  within 
the  scope  of  nonprivileged  information.  An 
attorney  who  advises  a physician  to  discuss 
certain  aspects  of  the  treatment  would  also  be 
open  to  ethical  sanction,  as  attorneys  are 
prohibited  from  giving  legal  advice  to  unrep- 
resented parties  whose  interests  may  be 
contrary  to  the  attorney's  own  client.^* 

Most  importantly,  neither  sanction  of  the 
attorney  nor  the  physician  can  repair  the 
breach  of  the  plaintiffs  confidences,  so  both 
attorneys  and  physicians  must  be  extremely 
careful  whenever  an  ex  parte  discussion  takes 
place,  even  where  the  plaintiff  has  consented. 
If  prejudicial  information  actually  is  communi- 
cated to  defense  counsel,  ethical  sanctions  on 
the  physician  would  probably  be  even  more 
serious. 

II.  Discretionary  Participation  and  the  Phy- 
sician's Ethical  Duty 

State  ex  rel.  Stufflebaum  v.  Appelquist’^  and 
Doe  v.  Liliy^  are  examples  of  cases  in  which 
the  court  forced  the  patient  to  allow  his 
treating  physician  to  be  interviewed  privately 
by  the  defense  counsel.  "The  trial  court,  in  a 
medical  malpractice  action,  would  have  no 
authority  to  compel  the  physician  who  treated 
the  plaintiff  for  injuries  which  plaintiff  alleged 
were  caused  by  defendant-physician  to  grant 
private  interviews  with  the  defendant-phy- 
sician's attorneys."’^  However,  if  the  physician 
agrees  to  participate,  the  patient  cannot  block 
the  physician's  participation  by  withholding 
consent. 

Recently,  a Pennsylvania  court  decided  that 
ex  parte  conversations  are  an  allowable  method 
of  discovery,  and  that  a patient  may  not  bring 
an  action  for  breach  of  confidentiality  against 
a physician  who  speaks  privately  with  the 
defense  attorney.  In  Moses  v.  McWilliams,^’ 
the  court  stated  that  when  a patient  files  his  or 
her  lawsuit,  they  have  a reduced  expectation 
of  privacy  with  respect  to  their  injury,  but  that 
their  expectation  of  privacy  is  outweighed  by 
society's  interest  in  speedy  investigation  of 
malpractice  and  personal  injury  claims. 

The  Moses  court  also  noted  several  policy 
reasons  for  conducting  informal  discovery. 
The  court  noted  that  informal  discovery  is  less 
costly,  and  less  likely  to  entail  logistical  or 


scheduling  problems;  it  is  conducive  to 
spontaneity  and  candor  in  a way  depositions 
can  never  be;  and  it  is  a cost-efficient  means 
of  eliminating  nonessential  witnesses  from  the 
list  completely.^ The  court  stated  that  although 
it  recognized  the  importance  of  the  physician- 
patient  confidentiality  privilege, 

the  privilege  was  never  intended  to  . . . 
be  used  as  a trial  tactic  by  which  a 
party  entitled  to  invoke  it  may  control 
to  his  advantage  the  timing  and  cir- 
cumstances of  the  release  of  informa- 
tion he  must  inevitably  see  revealed  at 
some  time.^*^ 

However,  Moses  did  not  foreclose  the 
possibility  that  a physician  might  be  liable  for 
breach  of  confidentiality  if  during  an  ex  parte 
conversation  the  physician  inadvertently  dis- 
cusses the  patient's  medical  information  which 
is  not  related  to  the  subject  matter  of  the 
lawsuit.^®  This  possibility  is  one  of  the  main 
dangers  for  physicians  who  choose  to  take 
part  in  ex  parte  conversations. 


III.  The  Rationale  for  Disallowing  Ex  Parte 
Discussions:  Projecting  the  Physician  From 
Unethical  Behavior 

Some  courts  have  disallowed  ex  parte 
discussions  completely.  These  courts  have  not 
generally  questioned  the  integrity  of  doctors 
and  lawyers,  or  even  suggested  that  their 
conversations  must  be  controlled  in  order  to 
insure  ethical  conduct.  The  courts  have  pri- 
marily been  concerned  with  how  difficult  it  is 
to  determine  whether  a particular  piece  of 
information  is  relevant  to  the  physical  injury 
which  forms  the  basis  for  the  lawsuit.  The 
courts  have  not  wanted  to  place  the  burden  of 
determining  what  medical  facts  are  germaine 
to  the  lawsuit  on  an  attorney  who  does  not 
know  the  precise  medical  nature  of  the 
condition.  The  courts  have  also  hesitated  to 
place  the  burden  on  a physician,  who  is 
untrained  in  the  law,  to  evaluate  which 
evidence  is  inside  or  outside  of  the  privilege. 

In  disallowing  ex  parte  discussions,  courts 
have  also  cited  the  importance  of  respecting 
the  approved  pretrial  procedures  legislatively 
set  forth  by  statute.^’  In  Roosevelt  Hotel  Ltd, 
Partnership  v.  Sweeney,  the  court  stated 
that,  "The  addition  of  a new  discovery  method 
should  be  accomplished  by  a change  in  the 
rules  of  Civil  Procedure  rather  than  by  judicial 
fiat."2^ 
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Conclusion 

There  is  no  Nebraska  law  which  addresses 
the  propriety  of  ex  parte  conversations.  Thus, 
physicians  and  attorneys  are  left  on  their  own 
to  determine  whether  they  will  participate  in 
such  conversations.  In  making  their  deter- 
mination, physicians  and  attorneys  have  a 
number  of  issues  to  consider.  Additionally,  it 
would  be  wise  to  note  how  this  issue  has  been 
decided  in  other  states. 

Ex  parte  conversations  can  be  useful.  If  used 
in  a manner  which  respects  the  patient's 
confidentiality,  ex  parte  conversations  can  be 
an  effective  and  cost-efficient  litigation  tool. 
But  physicians  and  attorneys  should  also 
consider  taking  part  in  ex  parte  discussions  only 
where  the  patient  has  consented.  Obtaining 
consent  would  eliminate  any  appearance  of 
impropriety  or  ulterior  motive  on  the  part  of 
the  defense  attorney,  and  would  enable  the 
physician  to  act  well  within  the  ethical 
guidelines  for  his  or  her  profession. 

If  a physician  chooses  to  participate  in  an  ex 
parte  conversation,  the  physician  must  be 
extremely  careful  not  to  discuss  any  medical 
condition  or  treatment  which  is  not  germaine 
to  the  lawsuit.  Becoming  knowledgeable  on 
the  proper  scope  of  the  conversation  will 
necessitate  preparation  by  the  physician.  If 
the  physician  is  unsure  of  the  proper  scope, 
the  physician  should  contact  the  patient  prior 
to  responding  to  ex  parte  inquiries  from  the 
defendant's  attorney.  This  way  the  physician 
can  minimize  his  or  her  liability  for  breach  of 
confidence  resulting  from  discussing  issues  of 
the  patient's  medical  history  which  are  not 
germaine  to  the  litigation. 
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Some  other  states  do  not  have  a statutory  physician- 
patient  privilege,  but  the  states'  courts  have  ruled  on 
public  policy  grounds  that  a physician  owes  his 
patients  a duty  not  to  disclose  medical  information 
without  their  consent.  See,  e.g..  In  the  Matter  of 
Heilman,  No.  85-24-E.G.  (Mass.  Board  of  Registration 
and  Medicine,  June  24,  1987). 

2.  Among  other  things,  attorneys  are  allowed  to 
reveal  confidences  or  secrets  of  clients  when  the 
client  intends  to  commit  a crime  and  the  information 
is  necessary  to  prevent  the  crime,  or  where  it  is 
necessary  to  defend  the  attorney  or  his  associates 
against  an  accusation  of  wrongful  conduct.  Model 
Code  of  Professional  Responsibility,  Canon  4,  DR4- 
101  (C)  (2)  and  (4)  (1987).  One  of  the  main  times 
physicians  are  allowed  to  breach  the  confidential 
nature  of  the  physician-patient  relationship  is  when  a 
patient  puts  his  physical,  mental,  or  emotional  state 
into  issue  in  litigation  in  which  he  relies  on  the 
condition  as  an  element  of  his  claim  or  defense.  See, 
e.g..  Neb.  Rev.  Stat.  § 27-504  (4)  (c)  (1987). 

3.  supra,  note  2. 

4.  In  the  Matter  of  Heilman,  No.  85-24-E.C.  (Mass. 
Board  of  Registration  and  Medicine,  June  24,  1987); 
Anker  v.  Brodnitz,  98  Misc.  148,  413  N.Y.S.2d  582 
(Sup.  Court  1979);  Wenninger  v.  Muesing,  240 
N.W.2d  333  (Minn.  1976);  Roosevelt  Hotel  Ltd. 
Partnership  v.  Sweeney,  394  N.W.2d  353  (Iowa  1986); 
Tower  v.  Hirschorn,  492  N.E.2d  728  (Mass.  1986); 
Johnson  v.  District  Court  of  Oklahoma  County,  738 
P.2d  151  (Okla.  1987);  Petrillo  v.  Syntex  Laboratories, 
499  N.E.2d  952  (III.  App.  1986);  Jaap  v.  District  Court, 
623  0.20  1389  (Mont.  1981). 

5.  Ex  parte  means  "(E)or  the  benefit  of  one  party 
only,  and  without  notice  to,  or  contestation  by,  any 
person  adversely  interested."  Black's  Law  Dictionary 
517  (5th  ed.  1979).  Generally,  in  the  context  of 
medical  malpractice  and  personal  injury  cases,  the 
definition  implies  that  plaintiffs  counsel  is  not  notified 
and  is  not  present,  that  the  discussion  takes  place 
outside  of  discovery  proceedings,  and  that  the 
discussion  is  private  as  between  the  treating  physician 
and  defense  counsel,  unless  the  physician  reports  the 
contents  of  the  meeting  back  to  the  plaintiffs 
attorney.  See  Stempler  v.  Speidell,  495  A.2d  857  (N.J. 
1985). 

6.  See  e.g.,  Moses  v.  McWilliams,  549  A.2d  950 
(Pa.  App.  1988);  Stempler  v.  Speidell,  495  A2d857  (N.j. 
1985);  Stat  ex  rel.  Stufflebaum  v.  Appelquist,  694  S.W. 
2d  882  (Mo.  App.  1985);  Doe  Lilly  & Co.,  99  F.R.D.  126 
(D.  D.C.  1983). 

7.  In  the  Matter  of  Heilman,  No.  85-24-E.G.  (Mass 
Board  of  Registration  and  Medicine,  June,  24,  1987). 

8.  Id.  at  7. 

9.  Id.  at  5. 

10.  Id.  at  20.  Although  Massachusetts  has  no 
statutory  physician-patient  privilege,  the  state's  courts 
have  ruled  on  public  policy  grounds  that  a physician 
owes  his  patients  a duty  not  to  disclose  medical 
information  without  their  consent.  Id.  (citing  Alberts  v. 
Devine,  395  Mass.  59,  60  (1985). 

11.  Id.  at  22-23. 

12.  Id.  at  30-33. 
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13.  See  Model  Code  of  Professional  Responsibility, 

Canon  7,  DR  7-104  (A)  (2)  which  states; 

During  the  course  of  his  representation  of  a 
client  a lawyer  shall  not;  Give  advice  to  a 
person  who  is  not  represented  by  a lawyer, 
other  than  the  advice  to  secure  counsel,  if  the 
interests  of  such  person  are  or  have  a 
reasonable  possibility  of  being  in  conflict  with 
the  interests  of  his  client. 

14.  694  S.W.2d  882  (Mo.  App.  1985). 

15.  99  F.R.D.  126  (D.C.C.  1983). 

16.  Id.  See  also  Stempler  v.  Speidell,  496  A2d  857 
(N.J.  1985);  Cogdell  v.  Brown,  531  A.2d  1 379  (N.J. 
Super.  L.  1987);  Langdon  v.  Champion,  745  P.2d1371 
(Alaska  1987). 

17.  549  A.2d  950  (Pa.  App.  1988). 

18.  Id.  at  952. 

19.  Id. 

20.  Id. 


21.  See,  e.g..  Neb  Rev.  Stat.  § 2 5-1240  which 
provides; 

Testimony  of  witnesses  may  be  taken  in  four 
modes;  (1)  by  affidavit;  (2)  by  deposition;  (3) 
by  oral  examination;  and  (4)  by  video  tape  of 
an  examination  conducted  prior  to  the  time  of 
trial  for  use  at  trial  in  accordance  with 
procedures  provided  by  law.  Testimony  means 
oral  evidence. 

Id.  In  addition.  Rule  26  of  the  Nebraska  Discovery 
Rules  provides  that; 

Parties  may  obtain  discoverv  bv  one  or  more 
of  the  following  methods;  depositions  upon  oral 
examination  or  written  question;  written  inter- 
rogatories; production  of  documents  or  things 
or  permission  to  enter  upon  land  or  other 
property  for  inspection  and  other  purposes; 
physical  and  mental  examinations;  and  re- 
quests for  admission. 

22.  394  N.W.2d  353  (Iowa  1986). 

23.  Id. 


June  1989  Nebraska  Medical  Journal  149 
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Tort  Claims  Against  Health  Care  Providers 
For  Breach  Of  Confidentiality 

CRAIG  M.  LAWSON 
Professor,  University  of  Nebraska  Coliege  of  Law 


Abstract:  In  1920,  in  the  case  of  Simonsen  v.  Swenson, 
the  Nebraksa  Supreme  Court  recognized  in  principle 
that  a patient  could  file  suit  for  money  damages  against 
his  physician  for  the  wrongful  disclosure  of  confidential 
information.  Since  then  a growing  number  of  American 
states  have  allowed  patients  to  bring  such  claims.  In  this 
article,  the  author  discusses  the  nature  of  these  breach- 
of-medical-confidence  claims  and  some  of  the  prob- 
lems which  attend  them. 


INTRODUCTION 

ON  E of  the  central  ethical 
obligations  which  physicians 
owe  their  patients  is  to 
protect  the  confidentiality  of  information 
learned  about  the  patient  while  the  patient  is 
in  treatment.  This  obligation  is  rooted  in  long- 
standing medical  traditions,^  and  is  firmly  en- 
trenched in  the  profession's  contemporary 
ethical  standards.^  It  also  has  deep  roots  in  the 
law  of  physician  and  patient.  One  common 
legal  protection  accorded  to  confidential 
patient  information  is  the  testimonial  privi- 
lege in  the  law  of  evidence,^  which  prohibits 
courts  from  receiving  privileged  (;.e.,  confi- 
dential) medical  information  into  evidence, 
unless  the  privilege  be  waived.  Another  is  the 
recognition  in  state  medical  licensure  laws 
that  betrayal  of  confidential  information  is  a 
form  of  unprofessional  conduct,  the  violation 
of  which  is  subject  to  formal  sanctions  by  state 
boards  of  medical  examiners. These  two 
common  protections  of  medical  confidential- 
ity, the  first  from  the  law  of  evidence,  the 
second  from  the  law  of  medical  licensure,  are 
both  found  in  the  law  of  Nebraska.^ 


In  this  article,  however,  I wish  to  focus  on 
a relatively  new  and  distinctive  form  of  legal 
protection  that  is  steadily  gaining  ground  in 
American  law:  malpractice  claims  brought  by 
patients  against  health  care  providers,  seek- 
ing money  damages  to  compensate  for  disclo- 


sure by  the  provider  of  confidential  informa- 
tion about  the  patient.  Like  other  malpractice 
claims,  breach-of-confidence  claims  come 
from  the  branch  of  American  law  called  tort 
law.  Breach-of-confidence  claims  have  these 
rather  general  features  characteristic  of  tort 
claims:  the  plaintiff  alleges  that  the  defendant 
has,  through  breach  of  a legal  duty  owed  by 
the  defendant  to  the  plaintiff,  caused  the 
plaintiff  to  suffer  some  legally  recognized 
harm  or  wrong,  for  which  the  plaintiff  re- 
quests monetary  compensation  (money  dam- 
ages, or  simply  damages,  is  the  technical  term 
for  the  compensation).  To  prevail  in  his  law- 
suit, the  plaintiff  must  prove  all  of  this:  the  de- 
fendant's breach  of  duty  (generically  called 
tortious  misconduct);  the  extent  of  the  plain- 
tiff's resulting  harm;  and  a legally  sufficient 
causal  link  between  them.  Breach-of-medi- 
cal-confidence  claims  also  have  more  specific 
features  identifying  them  as  forms  of  medical 
malpractice  claim:  the  plaintiff  is  a former 
patient  of  the  defendant,  who,  in  turn,  is  a 
health-care  provider,  and  the  plaintiff's 
damages  allegedly  have  resulted  from  the 
breach  of  a duty  growing  out  of  the  profes- 
sional relationship  between  them.  Beyond 
these  categorical  similarities  to  other  medical 
malpractice  claims,  breach-of-confidence 
claims  are  distinctive,  and  a major  part  of  this 
paper  is  devoted  to  an  examination  of  their 
features. 

Over  the  past  two  decades  breach-of-medi- 
cal-confidence  claims  have  gained  steady 
acceptance  in  American  tort  law.  The  claim  is 
now  recognized  in  the  law  of  approximately 
fifteen  states.^  In  many  states  the  question 
whether  such  claims  are  legally  enforceable 
has  not  yet  arisen;  but  where  the  issue  has 
arisen,  a strong  majority  of  the  courts  have 
recognized  these  claims  as  enforceable.  Unless 
something  should  reverse  the  trend,  breach- 
of-confidence  should  in  the  next  decade  find 


150  Nebraska  Medical  Journal  June  1989 


acceptance  in  the  medical  malpractice  law  of 
most  American  states. 

Interestingly  enough,  Nebraska  was  one  of 
the  first  states  to  recognize  such  claims;  the 
Nebraska  Supreme  Court's  1920  opinion 
deciding  the  case  of  Simonsen  v.  Swenson'^ 
remains  one  of  the  seminal  precedents  in  this 
developing  body  of  law.  Most  of  the  judicial 
decisions  in  this  area  are  fewer  than  ten  years 
old,  yet  Simonsen  v.  Swenson  remains  re- 
markably up-to-date.  Cases  continue  to  arise 
in  factually  similar  settings,  and  the  courts 
reason  their  way  through  them  in  similar 
ways.  The  Nebraska  Supreme  Court  itself  has 
not  decided  another  breach-of-medical-con- 
fidence  claim  since  Simonsen,  so  it  has  not 
had  occasion  either  to  reaffirm  or  to  repudi- 
ate the  principle  of  liability  for  breach  of 
confidence.  But  the  growing  American  accep- 
tance of  the  principle  in  other  states  suggests 
that  the  court  was  prescient,  and  that  it  will 
probably  reaffirm  the  principle,  given  a proper 
occasion  to  do  so. 

Simonsen  v.  Swenson  and  Breach-of-con- 
fidence  Claims  in  Nebraska 

The  factual  Background  of  the  case® 

Christian  Simonsen,  the  employee  of  a 
telephone  company,  was  temporarily  in 
Oakland,  Nebraska,  apparently  doing  some 
telephone  work,  when  he  noticed  some  sores 
on  his  body.  He  therefore  consulted  a local 
physician.  Dr.  Samuel  A.  Swenson, who  took 
a history,  gave  him  a physical  examination, 
and  made  a tentative  diagnosis  of  syphilis.  Dr. 
Swenson  informed  Mr.  Simonsen  that  it  was 
his  medical  opinion  that  Simonsen  had  syphi- 
lis, but  stated  that  it  was  impossible  for  him  to 
be  certain  without  conducting  a Wasserman 
test,  for  which  he  was  unequipped. 

Dr.  Swenson  knew  that  Simonsen  was 
staying  at  a small  local  hotel,  so  he  informed 
him  that  there  was  a significant  risk  that  others 
at  the  hotel  would  be  infected  if  Simonsen  re- 
mained. He  recommended  that  Simonsen 
leave  the  hotel  the  next  day,  and  Simonsen 
agreed  to  do  so.  Dr  Swenson  was  also  the 
family  physician  of  the  Bristol  family,  which 
ran  the  hotel  where  Simonsen  was  staying, 
and  visited  the  hotel  the  following  day  to 
attended  Mr.  Bristol,  who  was  ill.  During  that 
visit  he  learned  that  Simonsen  had  not  in  fact 
departed.  Dr  Swenson  then  warned  Mrs. 


Bristol,  who  apparently  was  primarily  respon- 
sible for  the  operation  of  the  hotel,  that 
Simonsen  was  in  his  opinion  infected  with  a 
contagious  disease,  and  advised  certain  pro- 
phylactic precautions,  including  disinfecting 
his  bedclothing  and  washing  in  alcohol  after 
contact  with  any  of  his  items.  Mrs.  Bristol 
thereupon  placed  Simonsen's  belongings  in 
the  hall,  fumigated  his  room,  and  evicted  him 
from  the  hotel. 

After  leaving  Oakland,  Simsonsen  did 
consult  another  physician.  The  history  which 
he  gave  this  other  physician  apparently  dis- 
closed that  Simonsen  might  have  been  ex- 
posed to  syphilis  a few  weeks  earlier.’”  This 
second  physician  also  gave  the  plaintiff  a 
physical  exam,  and  conducted  a Wasserman 
test.  The  Wasserman  test  results  were  nega- 
tive, but  in  the  opinion  of  Simonsen's  second 
physician,  this  single  negative  finding  could 
not  be  regarded  as  conclusive  without  confir- 
mation through  repeated  testing.  In  the  event, 
no  other  tests  were  done. 

The  legal  proceedings  leading  to  the  Ne- 
braska Supreme  Court's  opinion  in  Simonsen 
V.  Swenson" 

Simonsen  filed  suit  against  Dr.  Swenson, 
praying  in  his  complaint  for  damages  arising 
from  "breach  of  duty  arising  from  confidential 
relationship  between  defendant,  who  is  a 
physician,  and  plaintiff,  who  was  his  patient."’^ 
At  trial,  the  plaintiff,  Simonsen,  appears  to 
have  called  as  witnesses  only  the  defendant. 
Dr.  Swenson,  and  his  second  physician  (who 
is  never  named  in  the  Court's  opinion).  Both 
physicians  testified  that  in  its  early  stages 
syphilis  is  quite  contagious,  and  that  contact 
with  "drinking  cups,  eating  utensils,  and  other 
articles  handled  or  used  by  the  diseased 
person"  is  sufficient  to  spread  the  disease. 
Although  syphilologic  discussions  of  the  era 
were  beginning  to  emphasize  the  relatively 
low  incidence  of  non-sexual  transmission,’® 
the  physicians'  opinions  at  trial  accurately 
reflected  the  then-current  medical  under- 
standing of  the  routes  of  syphilitic  infection.’'’ 

At  the  close  of  testimony  the  trial  court  di- 
rected a verdict  for  the  defendant,  indicating 
the  court's  judgment  that  on  those  facts  no 
jury  could  reasonably  return  a verdict  for  the 
plaintiff.  From  that  adverse  verdict  the  plain- 
tiff appealed  to  the  Nebraska  Supreme  Court. 
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The  opinion  in  Simonsen  v.  Swenson: 
breach-of-medical-confidence  claims  in  the 
law  of  Nebraska 

The  Court's  opinion  begins  from  the  prem- 
ise that  the  physician's  statutory  duty  of  con- 
fidentiality, recognized  both  in  Nebraska's 
evidentiary  statute  privileging  physician-pa- 
tient confidential  communications^^  and  in  its 
medical  licensure  statute  providing  for  pro- 
fessional discipline  for  betrayal  of  a profes- 
sional secret,^*'  is  imposed  upon  the  physician 
at  least  in  part  for  the  benefit  of  the  individual 
patient.  The  patient,  the  Court  observes,  must 
sometimes  be  willing  to  divulge  intensely 
private  information.  The  physician  in  turn  is 
obligated  to  preserve  such  confidences  invio- 
late; his  obligation  rests  "both  upon  his  own 
professional  honor  and  the  ethics  of  his  high 
profession,"’^  and  also  upon  the  mandate 
found  in  the  licensure  and  evidentiary  privi- 
lege statutes.  From  these  premises  the  Court 
concludes:  "A  wrongful  breach  of  such  con- 
fidence, and  a betrayal  of  such  trust,  would 
give  rise  to  a civil  action  for  the  damages 
naturally  flowing  from  such  wrong."’® 

The  remainder  of  the  Court's  opinion 
explores  the  exceptions  and  limits  to  this  rule 
of  liability.  Some  of  these,  like  the  liability 
itself,  rest  significantly  upon  considerations  of 
statutory  policy.  First  and  foremost  is  the 
physician's  statutory  duty  to  file  infectious 
disease  reports.’^  Clearly  there  should  be  no 
breach-of-confidence  liability  for  making  a 
report  which  the  law  explicitly  requires  phy- 
sicians to  make.  Indeed,  the  failure  to  make 
such  reports  was  then  and  is  now  a misde- 
meanor.^® What  about  a disclosure  like  this 
one,  not  required  by  statute,  but  merely 
designed  to  protect  some  third  person  or 
persons?  Such  disclosures  are  not  wrongful, 
the  Court  explains,  because  they  can  violate 
no  legitimate  expectation  of  privacy  on  the 
part  of  the  patient.  The  rule,  therefore,  is  that 
"if  the  patient's  disease  is  found  to  be  of  a 
dangerous  and  so  highly  contagious  or  infec- 
tious nature  that  it  will  necessarily  be  trans- 
mitted to  others  unless  the  danger  of  conta- 
gion is  disclosed  to  them,  then  the  physician 
should,  in  that  event,  if  no  other  means  of 
proteection  is  possible,  be  privileged  to  mak 
so  much  of  a disclosure  to  such  persons  as  is 
necessary  to  prevent  the  spread  of  the  dis- 
ease."^’ 

In  describing  disclosures  under  these  cir- 
cumstances as  privileged,  the  Court  makes 


use  of  a term  of  art  from  the  law  of  defama- 
tion. Certain  otherwise  defamatory  statements 
may  for  good  reason  be  made  without  liabil- 
ity; under  such  circumstances  the  statements 
are  said  to  be  privileged.  But  there  are  limits 
to  these  privileges;  and  the  Court's  opinion 
concludes  with  a discussion  of  the  analogous 
limits  which  define  the  scope  of  a physician's 
privilege  to  disclose  confidential  patient 
information.^^  First  the  diagnosis  that  the  pa- 
tient has  a dangerous  infectious  condition 
must  be  carefully  (;.e.,  non-negligently)  made; 
the  patient  will  have  a claim  against  the 
physician  who  makes  an  erroneous  disclosure 
of  confidential  information  about  a patient 
after  negligently  concluding  that  the  patient  is 
dangerously  infectious.  Second,  the  privilege 
only  extends  to  necessary  disclosures  — dis- 
closures necessary  to  prevent  the  spread  of  in- 
fection, made  only  to  persons  whom  the  phy- 
sician reasonably  believes  to  be  at  risk  of  in- 
fection. Third,  in  making  the  disclosure,  the 
physician  must  have  acted  in  good  faith  and 
without  malice  (/.e.,  for  the  purpose  of  pre- 
venting the  spread  of  infection,  and  not  for 
some  ulterior  motive  of  the  physician's  own).^® 

Given  the  facts  developed  at  trial,  it  seems 
fairly  clear  that  Dr.  Swenson  was  privileged  to 
make  the  disclosure  which  he  did,  had  rea- 
sonable grounds  for  making  it,  made  only  so 
much  of  a disclosure  of  the  information  as  was 
necessary,  and  acted  in  good  faith  and  with- 
out malice.  He  was  therefore  entitled  to  a fa- 
vorable verdict,  and  the  trial  court's  judge- 
ment in  his  favor  was  accordingly  affirmed. 

Breach-of-confidence  claims  in  contem- 
porary American  medical  malpractice  law 

The  general  principle:  the  claim  and  its 
limits 

At  the  time  it  was  decided,  Simonsen  v. 
Swenson  was  an  almost  unprecedented  deci- 
sion. Even  so,  it  closely  anticipated  most  of 
the  recent  cases  in  which  breach-of-medical- 
confidence  claims  have  been  sustained;  these 
more  recent  cases  have  served  rather  to 
confirm  its  conclusion  than  to  cast  doubt 
upon  it.  A strong  majority  of  the  state  supreme 
courts  which  have  considered  the  issue  have 
approved  the  principle,  and  there  is  thus 
emerging  a general  rule  that  health  care 
providers  who  wrongfully  disclose  patient 
confidences  are  liable  to  the  patient  for  all 
damages  thereby  caused,  unless  the  occasion 
for  the  disclosure  made  it  privileged. 
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The  theoretical  basis  of  the  claim  for  breach- 
of-medica  I -confidence 

There  are  a number  of  possible  legal  doc- 
trines which  could  conceivably  furnish  the 
theoretical  framework  of  a tort  claim  for  breach 
of  confidence.  Two  of  the  most  likely  are  the 
doctrines  of  privacy  in  the  law  of  torts  and  the 
doctrines  of  breach  of  contract.  There  are 
four  principal  types  of  claim  for  a violation  of 
one's  privacy  rights  recognized  in  American 
tort  law.  Only  one  of  these  is  at  all  like  the 
disclosure  by  a health  care  provider  of  a pa- 
tient's confidential  information.  This  type  of 
privacy  claim  is  for  the  highly  offensive  pub- 
lication of  private  facts  about  the  plaintiff. 
Quite  a number  of  courts  have  seen  the 
breach-of-medical-confidence  claim  as  an  in- 
stance of  this  type  of  invasion-of-privacy  claim, 
involving  just  this,  the  public  disclosure  of  pri- 
vate facts. On  the  other  hand,  some  torts 
scholars  believe  that  it  is  essential  to  this  claim 
that  the  disclosure  be  in  the  form  of  publicity, 
that  is,  generally  publicizing,  not  merely  pri- 
vately disclosing,  the  confidential  informa- 
tion.^^ Unless  the  health  care  provider  has 
publicly  disseminated  the  information,  a pri- 
vacy claim  against  a health  care  provider 
would  fail  on  this  ground. 

It  is  possible  to  believe  wrongful  disclosure 
to  be  in  breach  of  contract,  if  one  believes 
that  the  provider-patient  relationship  con- 
tains an  implied  promise  of  confidentiality  on 
the  part  of  the  health  care  provider,  for  then 
the  provider  who  does  not  say  otherwise  is 
contractually  obligated  to  preserve  all  confi- 
dences. Disclosure  without  the  patient's  au- 
thorization is  a breach  of  this  implied  prom- 
ise. Unfortunately,  the  law  of  contracts  gen- 
erally provides  for  the  recovery  only  of  eco- 
nomic losses,  measured  by  the  difference  be- 
tween the  contract  price  and  the  market  price, 
as  the  primary  remedy  for  breach.  In  a breach- 
of-medical-confidence  case,  the  plaintiff's 
damages  are  most  likely  to  be  extreme  embar- 
rassment and  humiliation,  or  loss  of  reputa- 
tion, or  some  other  harm  not  normally  com- 
pensable in  a suit  for  breach  of  contract. 

Thus  it  is  not  surprising  that  a number  of 
courts,  following  the  lead  of  Simonsen  v. 
Swenson,  have  conceived  of  the  claim  in  new 
terms,  as  a claim  for  the  breach  of  confidence 
simpliciter.  Like  the  court  in  Simonsen  v. 
Swenson,  they  most  often  have  rested  this 


recognition  of  a new  cause  of  action  upon 
existing  medical  traditions  of  confidentiality, 
and  also  upon  the  statutory  protections  found 
in  evidentiary  privilege  and  licensure  statutes. 
This  seems  the  most  straightforward  concep- 
tion of  such  a claim,  and  the  most  recent  cases 
more  often  see  it  this  way. 

When  disclosure  is  legally  a wrong  to  the 
patient 

What  are  the  elements  of  such  a claim? 
That  is,  under  what  specific  circumstances  is 
the  disclosure  of  confidential  patient  informa- 
tion a wrong  to  the  patient?  The  cases  have 
not  yet  attended  closely  enough  to  the  ele- 
ments of  the  patient's  prima  facie  case,  as  it 
is  called  among  lawyers,  to  provide  any  com- 
plete answers,  but  the  outlines  are  clear 
enough.  The  emerging  principle  is  broad:  any 
unauthorized  disclosure  of  information  about 
a patient,  causing  a loss  to  the  plaintiff,  gives 
rise  to  a valid  legal  claim  for  damages. 

First,  what  information  about  the  patient 
must  be  kept  confidential?  At  a minimum,  the 
health  care  provider  should  be  obliged  to 
protect  all  information  the  disclosure  of  which 
would  create  a foreseeable  risk  of  serious 
embarassment,  mental  distress,  harm  to  the 
patient's  reputation,  or  other  significant  harm, 
since  compensation  for  these  types  of  harm  is 
the  purpose  of  the  tort.  The  decided  cases  in 
the  area  certainly  extend  this  far.  In  fact,  the 
courts'  opinions  in  these  cases  formulate  the 
principle  more  broaadly,  as  applying  withou 
qualification  to  "information  discovered  in 
attending  the  patient,"’®  or  to  "medical  infor- 
mation about  the  patient  gained  in  the  course 
of  the  professional  relationship."^^ 

Second,  what  basis  of  liability  or  standard 
of  fault  is  the  health  care  provider  held  to? 
These  terms,  basis  of  liability  and  standard  of 
fault,^^  refer  to  the  culpability  of  the  defen- 
dant's behavior.  In  the  case  of  most  tort 
claims,  the  law  requires  a showing  that  the 
defendant  was  either  an  intentional  or  negli- 
gent wrongdoer,  meaning  that  the  defendant 
either  intended  the  resulting  harm  to  the 
plaintiff,  or  negligently  created  a foreseeable 
risk  that  the  plaintiff  would  be  harmed  in  that 
way.  Must  a plaintiff  in  a breach-of-confi- 
dence  claim  show  that  the  defendant  health 
care  provider  intended  to  harm  the  patient, 
or  negligently  created  an  unreasonable  risk 
that  he  would  be  harmed?  The  existing  judi- 
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cial  opinions  are  silent  on  this  point.  All  they 
seem  to  require  is  that  the  disclosure  be  un- 
authorized, that  is,  without  a patient's  con- 
sent. 

For  example,  in  Anderson  v.  Strong  Memo- 
rial Hospitald^  according  to  the  allegations  in 
the  plaintiff's  complaint,  the  patient  was 
under  treatment  for  HIV  infection  at  the  de- 
fendant hospital's  infectious  diseases  unit, 
where  his  attending  physicians  one  day  asked 
him  if  a photographer  could  take  his  picture, 
assuring  him  that  it  would  be  taken  from  such 
an  angle  as  to  preserve  his  anonymity,  but 
failing  to  tell  him  that  the  picture  was  to  be 
used  in  a local  newspaper  story,  not  just  for 
purposes  of  medical  teaching  and  research. 
(Later  plaintiff  learned  of  its  publication  on 
the  front  page  of  the  Sunday  paper  when  a 
family  friend  asked  him  if  he  was  the  subject 
of  the  picture.)  The  disclosure  of  the  patient's 
identity  in  the  photograph  was  thus  inadver- 
tent. If  it  is  only  the  negligent  disclosure  of 
patient  confidences  that  is  actionable,  the 
defendant  physician  and  nurse  should  escape 
liability  if  they  took  reasonable  precautions  to 
assure  the  anonymity  of  the  photograph.  In 
articulating  the  basis  of  the  plaintiff's  claim, 
however,  the  court  doesn't  seem  to  see  the 
defendant's  reasonable  care  — or  lack  of  it  — 
as  even  being  an  issue. 

What  Anderson  v.  Strong  does  clearly  rec- 
ognize is  that  the  plaintiff's  lack  of  consent  to 
disclosure  is  an  important  issue,  for  only 
disclosures  to  which  the  patient  has  not  con- 
sented violate  the  patient's  rights.  In  Ander- 
son the  plaintiff  alleged  that  he  only  con- 
sented to  the  taking  of  his  picture  for  pur- 
poses of  medical  teaching  and  research,  and 
not  for  general  publication.  The  defendants 
disputed  this,  and  the  resolution  of  the  case 
therefore  turns  importantly  on  the  actual 
extent  of  the  patient's  consent.  The  cases  to 
date  seem  to  establish  that  disclosures  are  im- 
proper whenever  they  are  unauthorized,  or 
go  beyond  the  scope  of  any  actual  authoriza- 
tion. Apparently  the  disclosure  need  not  be 
intended  to  harm  the  patient,  nor  even  be 
negligent;  it  need  only  be  unauthorized. 

Third,  what  damages  are  compensable? 
The  general  theory  of  tort  damages  is  to  com- 
pensate the  plaintiff  for  all  losses  caused  by 
the  defendant's  wrong — as  the  courts  put  it, 
to  make  the  plaintiff  whole'.  There  are  some- 


times reasons  to  limit  damages  in  furtherance 
of  other  important  social  policies,  but  none 
has  yet  appeared  in  the  breach-of-medical- 
confidence  cases.  Plaintiffs  have  claimed  all 
manner  of  damages  — from  "stress  and  tur- 
moil,"^” and  the  resulting  economic  expenses 
of  psychological  counseling,  to  harm  to  repu- 
tation, to  loss  of  earnings  when  the  disclosure 
results  in  the  patient's  loss  of  his  job,^^  to 
deterioration  of  the  patient's  marriage^^  — 
and  the  courts  have  not  yet  barred  recovery 
for  any  of  them.  The  rule  of  damages  seems 
to  be  just  what  the  Nebraska  Supreme  Court 
said  it  was  in  Simonsen  v.  Swenson,  that  the 
plaintiff  may  recover  all  damages  "naturally 
flowing  from  such  wrong. 

Fourth,  against  what  types  of  health  care 
providers  may  such  a claim  be  brought?  Since 
these  claims  are  based  upon  the  breach  of  an 
obligation  of  confidentiality,  this  question 
might  be  asked  another  way:  what  health 
care  providers  owe  their  patients  this  legal 
obligation  not  to  harm  them  through  the  un- 
authorized disclosure  of  confidential  infor- 
mation? Since  the  obligation  often  rests  on 
the  traditional  medical  ethical  obligation  of 
confidentiality,  and  also  upon  the  evidentiary 
privilege  exempting  from  disclosure  in  evi- 
dence certain  medical  information,  it  would 
seem  that  the  tort  claim  should  be  enforce- 
able against  all  health  care  providers  who 
both  have  such  a traditional  ethical  obligation 
and  are  covered  by  similar  evidentiary  privi- 
leges, and  the  cases  do  extend  at  least  this  far. 
Claims  have  been  recognized  to  date  against 
physicians,^'^  hospitals, psychiatrists,^*^  and 
psychologists.^^ 

The  occasions  on  which  disclosure  is  privi- 
leged 

A few  courts  have  thus  far  recognized  only 
serious  medical  dangger  to  the  patient  or  t 
others  as  a sufficient  justification  for  disclo- 
sures that  would  otherwise  be  wrongful.^® 
Other  courts  have  found  a privilege  to  make 
disclosures  whenever  the  disclosure  furthers 
social  interests  important  enough  to  warrant 
it,  such  as  the  interest  in  assisting  a judicial 
inquiry  into  possible  parental  neglect  in  a 
child  custody  proceeding, or  the  interest  in 
assisting  law  enforcement  efforts  by  reporting 
suspicious  wounds, or  the  interest  in  avoid- 
ing the  spread  of  infection  by  disclosing  infec- 
tiousness to  the  spouse  of  the  patient  if  and 
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only  if  the  patient's  condition  endangers  the 
spouse  or  others."  This  should  be  the  result 
if  courts  were  to  follow  the  approach  sug- 
gested in  Simonsen  v.  Swenson:  there  is  a 
privilege  to  make  disclosures  that  is  parallel  to 
the  qualified  privileges  in  the  law  of  defama- 
tion. In  the  law  of  defamation  there  is  a quali- 
fied privilege  to  make  otherwise  defamatory 
utterances  when  the  making  of  the  utterance 
serves  sufficiently  important  interests  of  the 
recipient  of  the  statement,  or  of  society  as  a 
whole. 

The  respects  in  which  breach-of-medical- 
confidence  claims  differ  from  ordinary  medi- 
cal malpractice  claims 

Although  it  would  be  possible  to  conceptu- 
alize a claim  for  breach  of  confidence  as 
being  a species  of  professional  negligence 
claim, the  courts  have  not  done  so.  Instead 
they  have  created  a new  type  of  medical  mal- 
practice claim.  How  does  it  differ  from  con- 
ventional medical  malpractice?  In  at  least  two 
important  ways.  Firstly,  the  breach-of-medi- 
cal-confidence  claim  relies  not  at  all  on  show- 
ing that  the  health  care  provider's  action  fell 
below  customary  standards  of  practice  in  his 
specialty.  Even  if  all  doctors  made  similar  dis- 
closures, the  defendant  could  potentially  be 
liable.  The  wrong,  in  other  words,  is  not  a fail- 
ure of  professional  care  — professional  neg- 
ligence — but  simply  the  unauthorized  dis- 
closure of  information  about  the  patient.  Sec- 
ondly, the  breach-of-confidence  claim  gen- 
erally is  brought  to  redress  not  a personal 
injury,  but  some  other  harm  — either  harm  to 
some  relational  interest,  such  as  the  patient's 
interest  in  having  a good  reputation  in  the 
community  or  in  having  good  family  or  em- 
ployment relations,  or  harm  to  the  patient's 
interest  in  peace  of  mind. 

Conclusion:  Breach-of- medical-confi- 
dence and  its  avoidance 

There  is  thus  developing  a distinct  form  of 
medical  malpractice  liability  for  the  wrongful 
disclosure  of  confidential  information  about  a 
patient.  The  rule  gaining  acceptance  is  that  a 
health  care  provider  with  recognized  ethical 
and/or  statutory  obligations  of  confidentiality 
to  the  patient  (this  will  include  most  if  not  all 
health  care  providers,  individual  and  institu- 
tional) will  be  liable  for  all  damages  resulting 
from  the  unauthorized  disclosure  of  informa- 


tion about  the  patient  acquired  in  the  course 
of  the  provider-patient  relationship,  unless 
the  disclosure  was  legally  privileged  because 
it  furthered  some  other  important  private  or 
public  value,  such  as  the  prevention  of  a 
serious  risk  of  harm  to  the  patient  or  to  some 
third  person. 

How  can  providers  best  avoid  this  liability? 
One  obvious  answer  is  by  being  cautious  in 
the  disclosure  of  any  information  about  pa- 
tients. All  disclosures  of  patient  information 
should  be  documented.  The  best  documen- 
tation will  of  course  be  a written  authoriza- 
tion signed  by  the  patient,  specifying  the  dis- 
closure to  which  she  is  consenting.  Even  with 
a written  authorization,  physicians  (and  other 
providers)  must  be  careful  not  to  exceed  the 
scope  of  the  authorization.  When  a disclo- 
sure is  made  without  the  patient's  consent, 
the  reason  for  the  disclosure  should  only  be 
the  protection  of  some  other  very  important 
interest,  and  that  reason  should  be  carefully 
documented.  In  all  cases,  whether  making  a 
disclosure  authorized  by  the  patient,  or  making 
a privileged  disclosure  against  the  patient's 
wishes,  the  amount  of  information  disclosed 
should  be  the  minimum  necessary  to  accom- 
plish its  intended  purpose,  and  all  possible 
precautions  should  be  taken  to  avoid  the  fur- 
ther communication  of  the  information  and 
to  minimize  its  possible  adverse  effect  upon 
the  patient's  interests. 

It  will  not  do  to  refuse  to  make  disclosures: 
that  may  avoid  breach-of-medical-confidence 
liability,  but  it  courts  liability  of  another  kind. 
The  law  sometimes  obliges  health  care  pro- 
viders to  report  certain  things  about  their  pa- 
tients: signs  of  child  abuse,  diagnoses  of  infec- 
tious diseases,  evidence  of  violent  crime,  and 
occasional  other  matters.  The  physician  who 
fails  to  make  these  required  reports  is  gener- 
ally subject  to  penalties,  and  sometimes  to  a 
possible  tort  liability  to  a person  who  suffered 
a harm  which  might  have  been  avoided  by 
prompt  disclosure  of  the  danger. The  health 
care  provider  is  left  in  an  awkward  position: 
to  risk  liability  from  improperly  failing  to 
disclose  information,  or  to  risk  it  from  im- 
properly making  the  disclosure.  In  any  such 
case  of  serious  doubt,  it  would  be  prudent  to 
seek  professional  legal  advice. 
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N.Y.S.2d  735,  737  (Sup.  Ct.  1988). 

31.  Alberts  v.  Devine,  395  Mass.  59,  479  N.E.2d  113 
(1985). 

32.  McDonald  v.  Clinger,  446  N.Y.S.2d  801  (Sup.  Ct. 
1982). 
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1252. 
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1982);  Humphers  v.  First  Interstate  Bank,  298  Or.  706, 
696  P.2d  527,  48  A.L.R. 4th  651  (1985). 

35.  Anderson  v.  Strong  Memorial  Hospital,  531 
N.Y.S.2d  735  (Sup.  Ct.  1988). 

36.  Alberts  v.  Devine,  395  Mass.  59,  479  N.E.2d  1 13 
(1985). 

37.  Hope  V.  Landau,  21  Mass.  App.  240,  486  N.E.2d 
89  (1985). 

38.  Alberts  v.  Devine,  395  Mass.  59,  479  N.E.2d  113 
(1985). 
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39.  Hope  V.  Landau,  21  Mass.  App.  240,  486  N.E.2d 
89  (1985). 

40.  Bryson  v.  Tillinghast,  749  P.2d  110  (Okla.  1988). 

41.  McDonald  v.  Clinger,  446  N.Y.S.2d  801  (Sup.  Ct. 
1982) 

42.  See  generally  RESTATEMENT  (SECOND)  OF 
TORTS  secs.  593-605A  (1977). 

43.  This  is  the  approach  advocated  by  Presiding  Jus- 
tice Simons,  in  his  separate  concurring  opinion  in 
MacDonald  V.  Clinoer,  446  N.Y.S.2d  801  (Sup.  Ct.  1982). 

44.  The  most  famous  recent  case  of  this  type  is  Jara- 
sof  V.  Ihe  Regents  of  the  University  of  California,  1 7 Cal. 


3d  425,  131  Cal.  Rptr.  14,  551  P.2d  334  (1976),  in 
which  the  Supreme  Couit  of  California  upheld  the  legal- 
ity ot  a claim  against  a University  of  California  psychia- 
trist. One  of  the  psychiatrist's  patients  had  in  therapy 
disclosed  his  intention  to  murder  Ms.  Tarasoff,  and  her 
parents  brought  suit  alleging  the  psychiatrist's  breach  of 
a duty  to  warn  her  about  the  threat.  There  are  related 
cases  in  which  the  courts  have  upheld  claims  brought  by 
persons  who  catch  infectious  diseases  from  a physi- 
cian's patient,  and  sue  the  physician  for  failing  to  warn 
them  of  the  risk. 
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PRESIDENT’S  PAGE 


Doctor  Glut  or  Doctor  Shortage 

RICHARD  RAYMOND,  M.D. 

President.  Nebraska  Medical  Association 


Obviously,  the  answer  to  this  question 
depends  upon  where  you  hang  your  shingle. 
While  Douglas,  Lancaster  and  Sarpy  counties 
contain  44%  of  the  state's  population,  they 
contain  over  72%  of  the  state's  practicing 
physicians.  Since  1984,  82%  of  the  new  phy- 
sicians in  Nebraska  have  located  in  Lancaster 
and  Douglas  counties,  with  only  18%  locating 
in  Greater  Nebraska.  In  that  time  period,  19 
counties  have  decreased  in  the  number  of 
practicing  physicians,  and  19  counties  remain 
with  no  physicians  at  all. 

These  data  are  from  the  excellent  report  by 
the  Commission  on  Medical  Education, 
chaired  by  Doctor  Fred  Paustian,  on  the  "An- 
ticipated Decline  of  Medical  Manpower". 
The  entire  report  will  be  included  in  the  July 
issue  of  the  Nebraska  Medical  journal,  and  I 
ask  you  to  read  it  and  consider  its  serious  im- 
plications. 

The  decline  in  the  number  of  applicants  to 
medical  schools,  and  the  associated  decline 
in  the  applicant's  MCAT  scores  and  college 
grade  point  averages,  does  not  bode  well  for 
the  future.  The  decrease  in  applicants  to 
Nebraska  medical  schools  is  even  greater 
than  that  for  the  nation  as  a whole.  Most 
depressing  is  the  fact  that  in  a survey  of  first 
and  second  year  medical  students  in  Ne- 
braska, 68%  reported  that  somone  had  dis- 
couraged them  from  pursuing  a medical 
career.  The  overwhelming  majority  of  nay- 
sayers were  practicing  physicians,  with  67% 
of  those  polled  reporting  they  had  been 
advised  not  to  enter  medicine  by  a physician. 

While  a report  such  as  this  indicates  phy- 
sicians are  dissatisfied  with  their  own  career 
choice,  I don't  believe  that  to  be  the  case.  I 
think  it  indicates  the  extreme  frustration  we 
all  feel  when  dealing  with  outside  regulatory 
forces,  liability  issues  and  long  hours.  I ask 
you,  as  a physician  who  has  a tremendous 


Richard  Raymond,  M.D. 


potential  to  influence  a young  person's  career 
choice,  to  be  honest  with  yourself  and  our 
undergraduates.  Don't  the  rewards,  both  emo- 
tional and  financial,  of  medicine  still  make  it 
a highly  desirable  career  choice?  We  must 
take  a positive  position  to  prevent  an  eventual 
decline  in  numbers  and  quality  of  physicians 
in  the  next  century.  I believe  we  have  met  the 
enemy,  and  he  is  us,  as  demonstrated  by  this 
poll.  While  we  must  work  hard  to  reduce  the 
negative  influences  working  against  us,  only 
a dreamer  would  believe  we  can  go  back  to 
"the  good  old  days". 

As  for  an  "anticipated  decline  of  health 
manpower",  it  is  here  now.  The  report  also  in- 
dicates a very  severe  drop  in  the  number  of 
graduates  interested  in  practicing  in  rural  Ne- 
braska. Under  current  economic  and  work 
conditions,  it  is  next  to  impossible  to  recruit 
physicians  for  rural  areas,  and  as  our  older 
primary  care  physicians  retire,  where  will  we 
find  replacements  for  them?  If  you  listen  to 
the  "whispers  of  the  prairie",  you  will  hear 
that  the  "anticipated  decline"  is  already  upon 
some  of  us. 


158  Nebraska  Medical  Journal  June  1989 


Your  Nebraska  Medical  Association  has 
already  taken  steps  to  address  this  problem, 
and  will  do  all  we  can  with  our  two  medical 
schools  to  reverse  these  serious  trends.  We 
will  work  with  high  schools  and  college  career 
counselors  to  correct  the  negativism  they  have 
evidently  expressed  to  their  students.  We  will 
employ  our  active  student  chapters  to  ad- 
dress the  high  school  students,  but  we  need 
your  grass  roots  support  on  this  extremely 


important  and  timely  issue.  You  can  help  us 
in  your  daily  contact  with  students  that  have 
the  potential  to  become  the  physicians  of  our 
children  by  being  straightforward  and  honest 
with  them.  This  is  a problem  that  cannot  be 
solved  by  a committee  of  ten,  but  is  a prob- 
lem that  can  be  solved  by  the  help  of  every 
practicing  physician  in  the  state  of  Nebraska 
who  would  enter  medicine  again  if  given  a 
second  chance. 
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THE  AUXILIARY 


Nebraska  Medical  Association  Auxiliary 
Annual  Meeting  — 1989 


The  64th  Annual  Meeting  of  the  Nebraska 
Medical  Association  Auxiliary  was  held  April 
28-29,  1989,  in  Lincoln,  Nebraska  at  the 
Cornhusker  Hotel. 

NMA  Auxiliary  President,  Desta  Osborne, 
presided  at  the  Annual  Board  Meeting  on 
Friday,  April  28.  A memorial  service  was 
conducted  by  Carole  Bagby,  Chaplain.  Nancy 
Evans,  AMA  Auxiliary  Director,  Western  Region, 
brought  greetings  and  Joan  Tempero,  Presi- 
dent-Elect of  Kansas  was  a special  guest 
Thirty-two  auxilians  attended  the  annual 
meeting  with  county  presidents  reporting  on 
their  activities  for  the  year.  Reports  were  also 
given  by  state  officers  and  chairmen.  State  and 
county  posters  were  on  display. 

Free  cholesterol  screening  was  available  to 
all  who  registered  for  convention.  Following 
lunch,  a seminar  “Cholesterol  and  the  Rest  of 
the  Story"  was  presented  to  our  members  by 
Marlys  Burget,  Registered  Dietitian  at  the 
Health  Enhancement  Services,  Bryan  Mem- 
orial Hospital,  Lincoln. 

Friday  evening,  twenty-four  members  en- 
joyed a dinner  at  the  home  of  Marge  Olney. 
This  event  provides  an  opportunity  for  mem- 
bers to  visit  with  friends  in  a casual  atmosphere 
during  convention.  Raffle  tickets  were  pur- 
chased with  proceeds  to  AMA- ERF. 

Dorothy  Shaffer  presided  at  the  Gavel  Club 
meeting  prior  to  the  Awards  Brunch  on 
Saturday,  April  29,  and  Bev  Karrer  will  serve  in 
this  capacity  during  1989-90. 

The  Awards  Brunch  was  held  at  the  Nebraska 
Club  with  fifty-eight  in  attendance.  Nancy 
Evans,  AMA  Auxiliary  Director,  was  the  guest 
speaker  and  installed  the  1989-90  officers 
who  are: 

President:  Sally  Becker  (Mrs.  William)  — 
Norfolk 

President-Elect:  Jeanette  Schlichtemeier 

(Mrs.  William)  — Omaha 

1st  Vice  President:  Sharon  Holyoke  (Mrs. 
Edward)  — Omaha 


2nd  Vice  President:  Donna  Stone  (Mrs. 
Frank)  - Lincoln 

Treasurer  Barb  Gammel  (Mrs.  George)  - 
Lincoln 

Recording  Secretary.  Lynn  Cronk  (Mrs.  Daniel) 
- Grand  Island 

Corresponding  Secretary:  Sue  Surber  (Mrs. 
Tom)  - Norfolk 

Two  Year  Directors: 

Phyllis  Chapin  (Mrs.  James)  - Omaha 
Mona  Damico  (Mrs.  Chuck)  - Hastings 

AMA-ERF  Chairman,  Maria  O'Donahue, 
reported  a 1 00%  county  participation  this  year 
for  a total  of  S8472.81  which  is  a 4.7% 
increase.  The  award  for  largest  dollar  contribu- 
tion went  to  Lancaster  County.  Southeast 
Auxiliary  received  the  award  for  largest  per 
capita  donation,  with  Buffalo  having  the  next 
largest  per  capita  donation. 

Pat  Lundak,  NMF  Chairman,  presented  the 
Nebraska  Medical  Foundation  awards.  The 
greatest  total  contribution  went  to  Lancaster 
County  and  Northeast  Auxiliary  received  the 
greatest  per  capita  award.  Auxiliary  contribu- 
tions to  the  Foundation  totaled  52,998.64. 

The  Membership  Award  was  presented  by 
Jeanette  Schlichtemeier  to  Lincoln  County 
Auxiliary  for  the  greatest  percentage  increase 
in  membership. 

The  Merit  Award  was  presented  to  Rogene 
Bainbridge  of  Grand  Island,  and  the  Auxilian 
of  the  Year  Award  was  presented  to  Paige 
Wycoff  of  Hastings. 

Sally  Becker  presided  at  the  Post-Convention 
Board  Meeting  which  was  held  immediately 
after  the  Awards  Brunch. 

The  NMA  Inaugural  Banquet  was  held  Satur- 
day evening  where  Dr.  Richard  Raymond, 
O'Neill,  was  installed  as  NMA  President.  Sally 
Becker  was  recognized  as  the  new  NMA 
Auxiliary  President  and  the  auxiliary  awards 
were  mentioned. 
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On  Sunday  morning,  April  30,  Desta  Osborne 
presented  the  AMA-ERF  checks  to  the  Univer- 
sity of  Nebraska  College  of  Medicine  and 
Creighton  University  Medical  School.  Follow- 
ing this  presentation,  Desta  Osborne  gave  her 


NMAA  Presidential  Report  to  the  NMA  House 
of  Delegates. 

Desta  Osborne 

NMAA  Immediate  Past  President 


Nebraska  Medical  Association  Auxiliary 
Annual  State  Meeting,  April  28,  and  29,  1989 


WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  Convention 
and  the  accomplishments  of  the  past  year, 
THEREFORE  BE  IT 

RESOLVED  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  extend 
our  sincere  thanks  and  appreciation  to  the 
officers  and  other  members  of  the  Nebraska 
Medical  Association  Auxiliary  Board  of  Dir- 
ectors who  have  so  ably  carried  on  the 
business  necessary  for  the  proper  function  of 
our  organization;  and  especially  to  Barbara 
Bohi  for  her  exceptional  contribution  as  State 
Treasurer  and  service  on  the  Membership 
Team;  and  be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion be  directed  to  the  members  of  the 
Lancaster  County  Medical  Auxiliary,  hostess 
to  this,  the  64th  Annual  Meeting,  for  the 
gracious  hospitality  extended  to  us  all;  and  be 
it  further 

RESOLVED,  that  we  extend  our  welcome 
and  thanks  to  Nancy  Evans,  Director  of  the 
Western  Region  of  the  American  Medical 
Association  Auxiliary  for  her  attendance  at  our 
convention;  and  be  it  further 

RESOLVED,  that  we  declare  particular  grati- 
tude to  the  President  of  the  Lancaster  County 
Medical  Auxiliary,  Donna  Stone,  to  our  Con- 
vention Chairman,  Kay  Reed;  to  our  Co- 
chairman,  Karen  Domina;  to  their  gracious 
committee  and  to  all  who  have  assisted  so 
capably  in  planning  for  our  comfort  and 
pleasure;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  of  our  appreciation  of 
their  assistance  and  leadership,  in  particular 
that  of  C.  A.  McWhorter,  M.  D.  in  those  months 
he  served  as  President,  and  that  a copy  of 
these  RESOLUTIONS  be  mailed  to  his  wife 


Patricia  McWhorter  as  an  expression  of  appre- 
ciation and  condolence;  and  be  it  further 

RESOLVED,  that  thanks  be  expressed  for 
the  leadership  of  Richard  A.  Raymond,  M.D., 
President  Elect  of  the  Nebraska  Medical 
Association,  and  the  Commisssion  on  Associa- 
tion Affairs,  that  they  be  informed  of  our 
gratefulness  for  their  help  and  advice  through- 
out the  year  and  for  generously  sharing  with  us 
those  portions  of  their  program  we  are 
privileged  to  attend,  and  be  it  further 

RESOLVED,  that  we  make  known  to  Mr. 
William  Schellpeper,  Executive  Director  of  the 
Nebraska  Medical  Association,  Mr.  James  K. 
Ruigh,  Assistant  Executive  Director,  and  to 
their  office  staff,  our  deep  appreciation  of 
their  support  and  assistance  in  all  matters 
pertaining  to  the  Auxiliary,  and  be  it  further 

RESOLVED,  that  our  thanks  be  extended  to 
Dr.  Benjamin  Gelber,  Editor  of  the  N EBRASKA 
MEDICAL  JOURNAL  for  the  inclusion  of  the 
Auxiliary  News  page;  to  Elba  Lau,  Editor  of  the 
NEWSLETTER  of  the  Nebraska  Medical  Asso- 
ciation Auxiliary;  to  Nebraska  Medical  Liability 
Mutual  and  St.  Elizabeth  Community  Health 
Center  for  their  interest  and  monetary  support 
of  our  NEWSLETTER;  and  the  State  Medical 
office  personnel  for  their  help  in  preparing 
material  and  mailing  same,  and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Auxiliary,  that  we  continue  to  be  faithful  in 
supporting  its  activities,  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals, 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  NEBRASKA  MEDICAL  ASSOCIA- 
TION JOURNAL 

Respectfully  submitted, 

Dorothy  I.  Shaffer 

Chairman,  RESOLUTIONS 
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LETTER  TO  THE  EDITOR 


The  State  of  Nebraska,  Medicaid, 
the  Sunderbruch  Corporation  & You 

DR.  JOSEPH  W.  SLOAN 


Over  the  last  several  months  I have  had 
several  conversations  with  Governor  Orr's  of- 
fice concerning  a contract  between  the  state 
of  Nebraska  and  the  Sunderbruch  Corp.  to 
provide  utilization  reviews  on  every  Medicaid 
admission.  Approximately  a year  ago,  the 
state  of  Nebraska  contracted  with  the  Sunder- 
bruch Corp.,  who  also  provides  Medicare 
PRO  services,  to  review  every  Medicaid  in- 
patient admission  for  one  year.  The  state  of 
Nebraska  is  paying  the  Sunderbruch  Corp. 
$584,000  for  this  service,  (75%  of  which  the 
federal  government  pays  for). 

I looked  into  this  issue  to  find  out  how  much 
the  Sunderbruch  Corp.  was  getting  paid  for 
each  review.  According  to  figures  provided  by 
Governor  Orr,  the  Sunderbruch  Corp.  was 
getting  paid  $36.39  to  review  every  Medicaid 
admission  and  any  subsequent  reviews  that 
take  place  while  that  patient  was  in  the  hos- 
pital. This  works  out  to  $16.50  for  each  indi- 
vidual review.  When  a physician  is  involved, 
I believe  the  review  costs  an  additional  $4.50. 

When  I become  aware  of  this  fact,  it  only 
heightened  my  sense  of  frustration  with  the 
Medicaid  Dept,  because  they  only  see  fit  to 
pay  me  $15  to  see  and  treat  a Medicaid  pa- 
tient in  my  office  or  to  go  to  a nursing  home 
and  see  and  treat  that  patient.  According  to 
figures  recently  put  together  by  the  Nebraska 
Medical  Association  the  average  physician's 
overhead  to  see  a patient,  without  any  money 
being  paid  to  the  physician  himself,  is  $20  per 
patient  visit.  My  overhead  happens  to  be 
more  than  this  for  each  patient  visit.  So,  every 
time  I see  a Medicaid  patient,  not  only  am  I 
donating  my  time  to  the  state  of  Nebraska  but 
I am  also  donating  several  dollars  toward  the 
Medicaid  budget.  When  I look  at  this  reim- 
bursement for  my  services  compared  to  the 
services  the  Sunderbruch  Corp.  is  perform- 
ing, it  disturbs  me  because  I think  the  services 
I am  providing  are  worth  more  money  than 
the  services  that  the  Sunderbruch  Corp.  is 
providing. 


To  the  best  of  my  knowledge,  a review  by 
the  Sunderbruch  Corp.  involves  them  hiring 
a RN  with  a minimum  of  two  years  post  high 
school  training,  providing  her  with  a desk, 
with  a pen  and  some  paper,  access  to  a 
telephone,  and  having  her  answer  phone 
calls  from  hospitals  who  wish  to  admit  a 
Medicaid  patient.  She  must  then  go  through 
the  "arduous"  task  fo  filling  out  some  paper 
work.  If  the  admission  is  approved,  that  is  the 
end  of  the  process  except  to  file  the  paper 
work.  If  the  admission  is  not  approved,  then 
she  must  contact  a physician  who  makes  that 
decision.  For  this  "extraordinary"  amount  of 
work,  the  state  determined  that  it  was  worth 
$16.50.  When  I compare  this  to  the  amount 
of  money  the  state  is  paying  me,  I realize  that 
we,  as  physicians,  are  being  vastly  underpaid 
for  our  services. 

I informed  the  Governor  of  this  and  that 
eventually  led  to  a meeting  with  Bud  Cuca, 
legal  council  to  the  Governor,  as  well  as  a rep- 
resentative from  my  state  legislators  office, 
and  Bob  Seiffert,  the  administrator  in  the  state 
Medicaid  program.  This  meeting  turned  out 
to  be  a waste  of  my  time  because  I already 
knew  the  situation  was  inequitable  and  I got 
no  further  explanation  or  assurances  from  any 
of  these  people  that  anything  was  going  to 
change.  The  only  rationale  given  was  that  ac- 
cording to  figures  provided  by  Bob  Seiffert 
during  the  last  year  this  review  has  saved  the 
state  $4  million  while  costing  them  1/2  mil- 
lion dollars,  therefore,  saving  them  $3  1/2 
million  dollars.  I did  not  question  this  number 
given  to  me  by  Mr.  Seiffert  and  I have  no  idea 
of  it's  accuracy.  Several  physicians  I have 
mentioned  this  to  have  questioned  the  valid- 
ity of  this  number  because  they  have  noticed 
no  change  in  the  way  they  treat  Medicaid 
patients  since  this  review  process  has  been 
implemented.  Thus,  they  fail  to  see  how  that 
amount  of  money  has  been  saved.  It  would  be 
interesting  to  see  an  itemized  statement  show- 
ing where  these  savings  come  from. 
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After  thorough  discussion  with  all  of  these 
people,  it  is  my  firm  belief  that  absolutely 
nothing  will  be  done  about  Medicaid  reim- 
bursement to  physicians  within  this  state  until 
there  is  some  political  cost  to  the  people 
involved  in  making  these  decisions  if  the 
reimbursement  is  not  increased.  By  this,  I 
mean  there  must  be  some  perceived  threat  to 
the  delivery  of  health  care  to  Medicaid  pa- 
tients that  these  people  will  hear  about, 
probably  from  the  media.  In  my  opinion,  this 
situation  is  similar  to  our  National  Congress- 


man Stark's  recent  statement  about  Medi- 
care, that  "until  he  saw  blood"  he  had  not  cut 
enough.  I believe  the  same  statement  applies 
to  the  current  situation  with  state  reimburse- 
ment to  physicians  for  Medicaid  services. 
Until  Governor  Orr  or  the  state  legislators  or 
both  "see  blood"  I have  very  little  confidence 
anything  will  be  done  to  rectify  the  situation. 

- EDITORS  NOTE  - 

On  May  26,  1989,  Governor  Orr  signed  LB525  which 
increased  appropriation  for  Medicaid. 


NEW  MEMBERS 


David  J.  Hilger,  M.  D. 

1600  S.  48th  St. 

Lincoln,  NE  68506 

William  K.  Ingham,  M.D. 

1919  S.  40th  SL,  #312 
Lincoln,  NE  68506 

Richard  J.  Jirovec,  M.D. 

3900  Old  Cheney  Rd.,  #208-209 
Lincoln,  NE  68516 

Paul  R.  Kenney,  M.D. 

401  E.  Gold  Coast  Rd.,  #102 
Papillion,  NE  68046 

Pauline  R.  Sleder,  M.D. 

401  E.  Gold  Coast  Rd. 

Papillion,  NE  68046 

Brian  Stamper,  M.D.  (reinstated) 
21417  Greenbrier 
Elkhorn,  NE  68022 

Dennis  D.  Hatch,  M.D.  (reinstated) 
1050  Washington 
Superior,  NE  68978 

Allan  W.  Tramp,  M.D. 

216  E.  16th  St. 

Falls  City,  NE  68355 

Stacey  Goodrich,  M.D. 

292  Broadway 
Tecumseh,  NE  68450 

Keith  Shuey,  M.D.  (reinstated) 
Tecumseh,  NE  68450 

Richard  Clemens,  M.D.  (reinstated) 
2808  N.  75th  St. 

Omaha,  NE  681 34 


Timothy  Grissom,  M.D. 

622  Doctors  Bldg. 

Omaha,  N E 681  31 

Jordan  Elankins,  M.D. 

622  Doctors  Bldg. 

Omaha,  NE  68131 

Christopher  j.  Huerter,  M.D. 

360  Doctors  Bldg.,  N.  Tower 
Omaha,  N E 68131 

Ken  W.  Kronberg,  M.D.  (reinstated) 
8111  Dodge  St. 

Omaha,  NE  68114 

Chris  R.  Link,  M.D. 

2808  N.  75th  St. 

Omaha,  NE  68134 

Donald  C.  Mantz,  M.D. 

1001  Ft.  Crook  Rd.,  No. 

Bellevue,  NE  68005 

Linda  Matson,  M.D. 

15315  Jones  Circle 
Omaha,  N E 68154 

Bruce  M.  McManus,  M.D. 

42  nd  & Dewey  Ave. 

Omaha,  N E 681 05 

Ronald  J.  Miller,  M.D. 

622  Doctors  Bldg. 

Omaha,  N E 68131 

Joseph  G.  Straley,  M.D. 

8111  Dodge  St. 

Omaha,  N E 681 1 4 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL 
EDUCATION  COURSES 

JULY  30  - AUGUST  2,  1989  — Cardiovascular 
Disease  Prevention.  Snowmass,  Colorado. 

SEPTEMBER  2-9,  1989  — Med-Start  '89. 
Aspen,  Colorado. 

SEPTEMBER  8-9,  1989  — Current  Controver- 
sies and  Techniques  in  Congenital  Heart 
Surgery.  Baltimore,  Maryland. 

SEPTEMBER  25  - OCTOBER  1,  1989  — 
Emergency  Medicine  Review. 

OCTOBER  1-7,  1989—  Emergency  Medicine 
Review. 

CREIGHTON  UNIVERSITY 

AUGUST  25  & 26,  1989  — Pediatric  Infectious 
Disease  Conference  - Westin  Crown  Center, 
Kansas  City,  Missouri. 

OCTOBER  1 3-22,  1989  (starting  dates)  — 
Creighton  Model  Natural  Family  Planning 
Practitioner  Education  Program  - Pope  Paul 
VI  Institute,  Omaha,  Nebraska.  A one  year 
training  program. 


ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Continuing 
Medical  Education  Division,  Omaha,  Nebraska  68178, 
Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280-1830. 

WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

ALLERGY  ABROAD  - ITALY  — October  1 8-27, 
1989.  To  be  held  in  Padua,  Florence,  Rome 
Italy.  Program  Chairman:  Phillip  E.  Korenblat, 
M.D.  Credit  Hours:  20  hours  Category  1 
AMA  Fee:  $495. 

For  further  information,  contact  Loretta  Ciacoletto, 
Washington  University  School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  South  Euclid,  Box 
8063,  St  Louis,  Missouri  63110.  (800)  325-9862  Interstate. 
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PHOTO  GALLERY 


Dr.  Richard  H.  Meissner,  Speaker,  presiding  over  the 
opening  session  of  the  House  of  Delegates. 


Nebraska  Medical 
Association 

1989  Annual  Session 


Dr.  Richard  A.  Raymond  presenting  50- year  certificate  to  Dr. 
John  H.  Easley. 


Dr.  Richard  A.  Raymond  presenting  50- year  certificate  to  Dr. 
Frederick  H.  Hathaway. 


TTLE 


Dr.  Richard  A.  Raymond  presenting  50- year  certificate  to  Dr. 
Sanford  M.  Rathbun. 


Dr.  Richard  A.  Raymond  presenting  50-year  certificate  to  Dr. 
Joseph  E.  Sobota. 


Dr.  L Dwight  Cherry  presenting  the  necrology. 


Dr.  Gregg  Wright  addressing  the  House  of  Delegates. 
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Dr.  Chris  C Caudill  addressing  the  House  of  Delegates. 


Dr.  Timothy  Wahl  addressing  the  House  of  Delegates. 


Dr.  Donald  J.  Pavelka,  1988-89  NMA  President,  addressing 
the  House  of  Delegates. 


Reference  Committee  #2  in  session. 


Reference  Committee  #1  in  session. 


Reference  Committee  #3  in  session. 
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Reference  Committee  #4  in  session. 


Reference  Committee  #5  in  session. 


Reference  Committee  #6  in  session. 


Dr.  Robert  C.  Osborne  serving  as  Master  of  Ceremonies  for 
the  1989  Inaugural  Banquet 


Dr.  C T.  Frerichs  presiding  at  the  Board  of  Councilors' 
meeting. 


Dr.  Richard  A.  Raymond  pinning  Past  President's  badge  on 
Dr.  Donald  |.  Pavelka. 


Dr.  Richard  A.  Raymond  presenting  a plaque  to  Dr.  Donald  J. 
Pavelka. 


Dr.  Donald  J.  Pavelka  presenting  President's  medallion  to 
Dr.  Richard  A.  Raymond. 
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Dr.  Donald  |.  Pavelka  presents  the  "It's  Only  a Pumpkin" 
plaque  to  Dr.  Richard  A.  Raymond. 


Dr.  Donald  |.  Pavelka  presenting  President's  gavel  to  Dr. 
Richard  A.  Raymond. 


1989  Inaugural  Banquet 


1989  Inaugural  Banquet 


Dr.  Richard  A.  Raymond,  1989-90  NMA  President,  presenting 
his  inaugural  address. 


Dr.  Sushil  S.  Lacy  presenting  Nebraska  Medical  Foundation 
Student  Research  Scholarship  check  to  Joseph  George, 
Creighton  University  School  of  Medicine. 


Dr.  Sushil  S.  Lacy  presenting  Nebraska  Medical  Foundation 
Student  Research  Scholarship  check  to  R.  Ray  Morrison, 
University  of  Nebraska  College  of  Medicine. 


Mrs.  Desta  Osborne  presenting  AMA-ERF  check  to  Dr. 
Frederick  F.  Paustian,  University  of  Nebraska  College  of  Medicine. 
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Mrs.  Desta  Osborne  presenting  AMA-ERF  check  to  Dr. 
Michael  |.  Haller,  Creighton  University  School  of  Medicine. 


NMA  Medical  Student  Chapter  Immediate  Past  President 
Rod  Canaglia,  addresses  the  House  of  Delegates. 


Incoming  NMA  Medical  Student  Chapter  President  Mike 
Lane,  presents  the  Distinguished  Service  Award  to  Joseph 
Torchia,  University  of  Nebraska  College  of  Medicine. 


Dr.  Muriel  N.  Frank  presenting  reference  committee  report 


Dr.  Frederick  F.  Paustian  presenting  reference  committee 
report 


Dr.  Richard  A.  Hranac  presenting  reference  committee  report 


I 


The 

Cornhusker 


Dr.  Herbert  A.  Hartman  presenting  reference  committee 
report 


Dr.  Ronald  Asher  presenting  reference  committee  report 
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Dr.  Allen  D.  Dvorak  presenting  reference  committee  report 


Dr.  David  R.  Little,  Vice  Speaker,  presiding  of  the  House  of 
Delegates. 


Dr.  James  H.  Dunlap  addressing  the  House  of  Delegates. 


Dr.  Donald  Rodawig,  Jr.,  President,  Iowa  Medical  Society, 
addressing  the  House  of  Delegates. 


Dr.  Richard  M.  Pitsch  presenting  the  report  of  the 
Nominating  Committee. 


Dr.  Paul  E.  CollicotL  1989-90  NMA  President-Elect,  being 
escorted  to  the  podium  by  Dr.  L Dwight  Cherry. 


Dr.  Richard  A.  Raymond  presenting  Dr.  Paul  E.  Collicott  with 
President-Elect  badge. 


Dr.  Jerald  R.  Schenken  discusses  physician  payment  reform 
during  the  socio-economic  luncheon. 
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Notice  to  Policyholders,  Claimants  and  Creditors 
of  Empire  Casualty  Company 


Opportunity  to  File  Claims 


NOTICE  IS  HERE  BY  GIVEN  that  Empire  Casualty  Company,  organized  under  the 
laws  of  the  State  of  Colorado,  with  corporate  offices  in  Ada,  Oklahoma  and 
Denver,  Colorado  has  been  placed  in  receivership  by  Order  of  the  District  Court  in 
and  for  the  City  and  County  of  Denver,  Colorado. 

Pursuant  to  the  authority  vested  in  the  Receiver,  all  policy-holders,  claimants 
and  creditors  of  Empire  Casualty  Company  are  hereby  given  the  opportunity  to  file 
notice  and  proof  of  claim  with  the  Receiver  of  Empire  Casualty  Company. 

Notice  and  proof  of  claim  must  be  addressed  and  postmarked  to  the  Receiver  at 
his  address  by  midnight,  September  30,  1989.  NO  LIABILITY,  INDEMNITY,  OR 
CLAIM,  KNOWN  OR  UNKNOWN,  WILL  BE  CONSIDERED  IN  THE  RECEIVER- 
SHIP UNLESS  SUCH  BECOMES  KNOWN  AND  REPORTED  TO  THE  RECEIVER 
ON  OR  BEFORE  THE  CLAIM  FILING  DEADLINE. 

Claim  forms  are  available  from,  and  must  be  filed  with,  Robert  D.  Balzano, 
Receiver,  Empire  Casualty  Company,  333  W.  Colfax  Avenue,  Suite  515,  Denver, 
Colorado,  80204. 

Claims  allowed  by  the  Receiver  will  share  in  the  distribution  of  assets  of  this 
company  according  to  section  1 0-3-507  (3)  Colorado  Revised  Statutes.  Claimants 
will  receive  notice  of  allowance  or  disallowance  of  their  claim  and  its  priorty 
classification  by  the  Receiver. 

PERSONS  WITH  MALPRACTICE  OR  PROFESSIONAL  LIABILITY  INSURANCE 
WRITTEN  ON  AN  OCCURRENCE  CONTRACT  MUST  OBTAIN  RUN-OFF  OR 
"TAIL"  COVERAGE  FROM  ANOTHER  INSURER  OR  RISK  PERSONAL  LIABILITY 
FOR  INCURRED  BUT  UNKNOWN  CLAIMS.  CONSULT  AN  INSURANCE 
COMPANY  OR  AGENT  ABOUT  THIS  COVERAGE. 


June  1989  Nebraska  Medical  Journal  9-A 


VER  A CENTURY  AGO, 

a thousand  visionary  physicians  across  the 
nation  bestowed  a commemorative  stone 


carving  to  the  Washington  Monument.  This  patriotic 
display  symbolized  their  unrelenting  devotion  to  a 


new  republic  founded  on 
freedoms  — including  the 
freedom  to  practice  medicine 
for  the  best  possible  health  of 
all  its  people.  Today  your  help 
is  needed  to  restore  this  symbol 
of  our  profession. 

Because  the  commemo- 
ratic'e  stone  has  suffered  from 
severe  erosion  and  deface- 
ment,  the  American  Medical  Association  is  launching  a campaign  to  raise  money  from 
physicians  to  restore  this  symbol  of  medicine  for  the  National  Park  Sercice.  Every 
contribution  made  to  this  effort  will  serve  as  a statement  of  each  physician’s  personal 
affirmation  and  commitment  to  health  and  medicine  in  America. 

Please  take  part  in  rededicating  the  commemorative  stone  as  a shining  example  of 
the  strength  of  medicine  in  a free  and  strong  society. 

Contributors  who  donate  $100  or  more  will  receive  a 
memorial  replica  of  the  carc'ing  as  a token  of  appreciation. 

Send  your  tax  deductible  contribution  for  this  time- 
less symbol  today.  Thank  you. 


Yes,  1 want  to  atfirm  my  commitment 
to  health  and  medicine  in  .Amenca 
Please  accept  mv  contribution  tor: 

Other 

SlOO 

S50 

S25 

Please  make  checks  payable  to: 

.AMA  Stone/National  Park  Ser\ice. 
Mail  your  payment  with  this  term  to: 
.A.M.A  Stone/Kational  Park  Service 
PO  Box  109016 
Chicago,  Illinois  60610-9016 


Name’ 


Addres> 


Citv/Statc/Ztp 

■All  donations  are  tax  deductible  All  contributions  will  be  publicly  recognized  in  an 
unveiling  ceremony  tor  the  new  stone  when  it  is  t'ullv  restored. 

Thank  you  tor  vour  contribution 


AMA  NEWS  NOTES 

The  president  of  the  North  Central  Medical 
Conference,  William  E.  Jacott,  M.D.,  is  a 
candidate  for  the  AMA  Board  of  Trustees. 

In  private  practice  in  Duluth  for  22  years, 
Dr.  Jacott  became  assistant  vice-president  for 
health  sciences  at  the  U.  of  Minnesota  in 
1987.  He  began  his  career  with  a single 
specialty  group,  which  later  merged  with  a 
large  multispecialty  clinic. 

Dr.  Jacott  has  served  the  AMA  since  he  was 
elected  alternate  delegate  in  1975.  He  has 
been  a delegate  since  1980,  has  chaired  the 
Minnesota  delegation  since  1985,  and  has 
served  on  the  AMA  Professional  Liability 
Committee  and  the  Manpower  Task  Force. 

He  was  elected  to  three  terms  on  the  AMA 
council  on  Medical  Education  and  served  as 
chairman  from  1985  to  1987. 

He  is  sponsored  by  the  Minnesota  Medical 
Assn,  and  endorsed  by  the  NCMC  and  the 
American  Academy  of  Family  Physicians.  The 
Nebraska  Medical  Association  is  a member  of 
the  NCMC. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician's  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 


ADVERTISER’S  INDEX 


D 

Donley  Medical  Supply 4 

E 

Empire  Casualty  Company 9 

L 

Eli  Lilly  & Company 8 

M 

Merck  Sharp  & Dohme 13,14 

N 

Norfolk  Printing  Co.,  Inc 4 

P 

Professional  Data  Services 2 

U 

U.S.  Army  Reserve 7 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  SI 5.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  .Vn 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otheiAvise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  .MEDICAL  .JOCRNAL.  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68.508. 


PRACTICE  OPPORTUNITY:  Excellent  oppor- 
tunity for  Board-certified  family  practitioner  to 
join  a well-established  four-physician  group 
practice.  Good  starting  salary  with  incentive 
program,  excellent  fringe  benefits.  Contact: 
Family  Physicians,  P.C.,  1408  5th  St.,  Aurora,  NE 
68818,  402-694-3191. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.G.,  807  North 
Ash,  Gordon,  Nebraska  6934  3. 

IOWA  - PEDIATRICIAN  — To  join  busy 
Pediatric  Department  in  young,  progressive 
multispecialty  group.  Enjoy  outstanding  pro- 
gressive meclium-sized  community  quality  of  life 
within  minutes  of  downtown  Omaha.  Competi- 
tive guaranteed  salary  and  fringe  benefits,  plus 
incentives  with  full  corporate  membership  after 
one  year.  Contact  Richard  Lehigh,  Administrator, 
Cogley  Medical  Associates,  P.C.,  Council  Bluffs, 
Iowa,  51  503  71  2-328-1801. 

FAMILV  PRACTITIONER:  Busy,  3-physician 
oltic  t'  in  Western  Nebid'ka  seeking  4th  physiri.in. 
Must  be  Board  Ceitified  or  Board  eligible. 
Excellent  starling  salary  anci  iringr'  benelils  with 
bonus  opportunities.  Modern  5 5-bed  hos[)it,il 
across  the  street  from  clinic.  Good  m hooK  and 
h(Hl^ing  facilities  available.  Excellent  hunting 
ind  ti>hing  area,  (’all  308-762-  5741  or  write. 
The  Alliance  Medical  CemUn,  P.C..  2 507  Box 
Butte  Avenue.  Alliance*.  NE  69  501. 


FAMILY  PRAGTIGE-  HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  5 543  5,  61  2-835-512  3. 

LINCOLN,  NE:  Join  the  nation's  largest  health- 
care team.  VA  Medical  Center  seeking  BC/BE 
psychiatrist  for  acute  inpatient  area.  Affiliated 
with  psychiatry  residency  program.  Full  range  of 
treatment  programs  including  Mental  Hygiene 
Clinic  and  Alcohol  Treatment  Unit.  Compre- 
hensive benefit  package.  Salary  negotiable. 
Lincoln  is  located  in  America's  heartland  with  a 
low  cost  of  living.  Contact  Dr.  Whitia,  402-489- 
3802,  Ext.  6630,  or  send  CV  to  Dr.  Whitia 
(116A),  VA  Medical  Center,  600  S.  70th  St., 
Lincoln,  NE  68510.  EOE. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE:  Immediate  opening  for 
family  practitioner  in  busy  established  family 
practice  clinic  in  Hastings,  Nebraska  Well- 
equipped  hospital  with  excellent  medical  specialty 
support.  Weekend  E.  R.  Coverage.  Outstanding 
midsized-college  town  with  excellent  schools 
and  recreation.  Contact  Dr.  Phyllis  Salyards 
collect  (402)  463-6781  or  write  606  N.  Minnesota, 
Hastings,  N E 68901 . 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhipitor 


Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwithACEinhibilors.includingVASOTEC  Insuchcases. VASOTEC shouldbepromptlydisconlinuedandihe 
patient  carelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  conlined  to  the  tace  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  Involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  adminislered.  (See  ADVERSE  REACTIONS ) 


Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ol  therapy  lor  conlinuiog  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  ot  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adiustmenis  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  ot  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous inlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  difliculty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeulropenialAgranulocytosis  Another  ACE  mhibitor,  caplopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insutticient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  In  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 


Precautions:  General  Impaired  Renal  Function.  As  a consequence  ot  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  lunction  may  depend  on  the  activity  ot  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC),  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  rehal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  iirst 
lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  m approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  of  therapy  in  0.28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  of  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Interactions.) 

SurgeryiAnesthesia.  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormalion  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
conside'ed  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  loiri  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia.  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  to  aid  in  the  sale  and  effective  use  ol  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
effects 

Drug  Interactions. 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  etiect  ot  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents.  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  ol  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

Ulhium  A tew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently. 


Pregnancy- Category  C There  was  no  leloloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose)  Fetoloxicity.  expressed  as  a decrease  in  average  lelal  weight,  oauiied  in  rats 
given  1200  mgAg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  ol  t mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  lelal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  lollowing  adimnistration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*  (Enalapril  Maleate.  MSD)  should  be 

used  durmg  pregnancy  only  it  the  potential  benefit  lustilies  the  potential  risk  to  the  fetus 

Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  i«C  enalapril  maleate  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Beause  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  tO.OOO  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension  The  most  IrequenI  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%).  rash  (1 4%).  cough  (1,3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 

Heart  Failure  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pain  (2 1%).  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%),  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthostatic  hypo- 
tension (1.6%),  vertigo  (1 6%).  angina  pectoris  (1 5%),  nausea  (1 3%),  vomiting  (1 3%).  bronchitis  (1 3%).  dyspnea 
(13%).  urinary  tract  infection  (13%).  rash  (1 3%).  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
05%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inleclion 
Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manitestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0,2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy 
in  01%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
of  patienfs  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1 9%  of  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0.3  g % 
and  1 0 vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ot  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relalionship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  oaurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diurelicshotrid,  if  possible,  be  discon- 
tinued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  lilreliliopd  of  hypotension  (See 
WARNINGS ) If  the  patient’s  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  at  least  ah  additional  hour,  (See  WARNINGS, and  PRECAUTIONS,  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusled  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily  the  antihyperlensive  etteci  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  Iwice-daily  administration  should  be  considered  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 
2 5 mg  once  or  twice  daily  After  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Drug  Inleraclions ) It  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ot  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  effective  management  of  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  ol  heart  failure  is  5to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2,5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ettects ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL.  therapy  should  be  initiated  at  2,5  mg 
daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Inleraclions ) The  dose  may  be  increased  to  2 5 mg  b i d , then  5mgbid  and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  if  at  the  time  ol  dosage  adiustmeni  there  is  not  M S U 
excessive  hypotension  or  significant  deterioration  of  renal  lunction  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion  Merck  SHARft 
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hospital  you’ll 
love  to  work  with. 


M Jf  ary  Lanning  Memorial  Hospital  is  simply  the  premiere  medical 
facility  in  greater  Nebraska 

JL  Mary  Lanning  is  a modern  19S-bed  health  center  serving  a 
regional  population  of  100,000  The  hospital  boasts  a regional  cancer  center 
complete  with  linear  accelerator  and  CT-scanner  as  well  as  mobile  MRl. 
lithotripter  and  cardiac  cath  services 
Mary  Lanning  also  has  a sleep  disorder  center,  psychiatric  unit  and  a 
variety  of  diagnostic  and  treatment  services 

You'll  join  a distinguished  medical  community  that  enjoys  referrals  from 
across  greater  Nebraska.  ,\nd  you'll  be  working  with  a hospital  that  is 
dedicated  to  maintaining  its  position  as  Central  Nebraska's  health  care 
leader. 


city  your  family 
will  just  plain  love. 


/f  you've  never  been  to  Hastings,  Nebraska  (pop.  2.^. 000),  you're  in  for 
a very  pleasant  surprise. 

Vie  have  two  colleges,  a fully-accredited  natural  history  museum  and 
planetarium,  excellent  schools,  an  art  gallery,  a symphony  orchestra,  a 
community  theatre,  a gorgeous  Y.MC.Y,  three  golf  courses,  hunting,  fishing, 
boating  and  a host  of  other  activities. 

Your  kids  can  walk  to  school  safely  You  can  get  to  work  in  about  five 
minutes.  You  can  enjoy  a choice  steak  dinner  for  around  ten  bucks  You 
can  breathe  clean,  crisp  air  .Ynd  you  can  buy  a beautiful  home  for  tens  of 
thousands  less  than  you  might  imagine 
Is  this  your  idea  of  quality  life?  If  so.  Hastings  could  be  just  perfect  for 
vou  and  vour  familv. 


Mary  Lanning  Memorial  Hospital  is  searching  for 
highly-qualified  physicians  in  the  following  areas: 


Orthopaedic  Surgery 

Radiology 

Neurology 


Family  Practice 

Psychiatry 

Pathology 


Internal  .Medicine 
OB-GYN 

Medical  Oncologist 


If  you  want  to  join  Central  Nebraska's  health  care  leader  in  one  of 
Nebraska's  most  livable  cities,  forward  your  curriculum  vitae  in  confidence 
to: 


Physician  Recruitment  Committee 
Mary  Lanning  Memorial  Hospital 
"IS  N.  St  Joseph  .^ve. 

Hastings,  Nebraska  68901 
402/46.V4521 


Mary  Lanning 
Memorial  Hospital 


71‘iNorthSi  .)ns«*ph  A\«*nut*.  Hasting-'  St-hraska 


The  health  care  leader  for  Central  Nebraska. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas. 
Saipy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass.  Lancaster, 
Otoe. 

Third  District:  Councilor  C.T.  Frerichs, 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha,  Pawnee.  Richardson. 

Fourth  District:  Councilor  Roger  Massie, 
Plainview.  Counties;  Antelope.  Cedar, 
Cuming,  Dakota.  Dixon  Knox,  Madison. 
Pierce.  Stanton.  Thurston,  Wayne. 
Fifth  District:  Councilor  Kenneth  C. 
Bagby,  M.D..  Blair.  Counties:  Boone. 
Burt,  Colfax.  Dodge.  Merrick.  Nance. 
Platti . Washington. 

Sixt^  Di.strict:  Councilor  Richard  M. 
Pit.sch.  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk.  Saunders.  Seward.  York. 
Seventh  District:  Councilor:  R.  .A.  Blatny. 
M.D..  Faiiburv*.  Counties:  Clay.  Fillmore. 
Jefferson,  Nuckolls.  Saline.  Thayer. 
Eighth  District:  Councilor:  Richard  D. 
Fitch,  M.D..  O’Neill.  Counties;  Boyd. 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine,  Buffalo. 
Custer.  Dawson.  Garfield.  Grant,  Greeley. 
Hall.  Hooker,  Howard,  Loup.  Sherman. 
Thomas.  Valley.  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico. 
M.D..  Hastings.  Counties;  Adams.  Chase. 
Dundy.  Franklin.  Frontier.  Furnas. 
Gosper,  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps.  Red  Willow.  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D..  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor;  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner, 
Box,  Butte.  Cheyenne,  Dawes.  Kimball, 
Morrill.  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRKSIUENT 


SECRETARY  TREASUKER 


Adams 

Antelope- Pierce 

Box  Butte 

Biittalo 

Butler 

Cass 

Cheyenne- Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

.Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy  

Saunders  

Scotts  Bluff 

Seward  . 

South  Central 

Southeast  Nebr. 

Southwest  Nebr. 

Washington- Burt 

York 


Kuh.ird  l•l'^•nrh.  H.»>iing>  Kob<*rt  AndtM'Mjn 

. Kenneth  Peters,  Plainview David  Johnson.  Osmond 

. Wendell  Fairbanks.  Alliance Chris  Wilkinson.  Alliance 

(iiMMtd  Jensen  Kearnev  George  Bascom  Kearnev 

Mark  Carlson,  David  City Jack  Kaufmann.  David  City 

R R.  Andersen.  Nehawka Glen  K.  Knosp,  Elmwood 

. James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibbies,  West  Point Gordon  Moshman.  West  Point 

, Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

. Dean  Bloch,  Arlington W.  B.  Eaton.  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack.  Wayne 

. Tom  Martin,  Ord Otis  Miller.  Ord 

. Donald  Weldon,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

. John  Wagoner.  Grand  Island Gordon  Francis,  Grand  Island 

. Mike  Sullivan.  .Aurora John  Wilcox.  Aurora 

Melvin  Campbell.  Ainsworth 

. Gordon  O.  Johnsoa  Fairbury R .A.  Blatny.  Fairbury 

. Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

. D.  ,M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

. Robert  G.  Osborne.  Lincoln Prentiss  Dettman.  Lincoln 

. Timothy  O’HoUeraa  North  Platte Jeff  Brittan,  North  Platte 

. Otto  Wullschleger.  Norfolk Michael  Murphy.  Norfolk 

. Muriel  Frank,  Omaha F.  F.  Paustiaa  Omaha 

. Steffan  Lacy.  Norfolk Michael  Murphy,  Norfolk 

. Edward  Metz.  Crawford R.  H Rasmussen.  Chadron 

. Dean  R.  Thomson.  Nebraska  City Paul  R.  Madison.  Nebraska  City 

. .Arthur  Liebentritt.  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma,  Crete 

. Fred  Gaweeki,  Omaha Barbara  Heywood.  Papillion 

. L M.  French.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

. Vonn  Roberts,  Scotts  Bluff David  Holdt,  Scotts  Bluff 

. Van  E Vahle  Seward  Roger  H Meyer.  Utica 

. Jeff  Hollis.  Geneva Chas.  F.  .Ashby.-Geneva 

. Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

. David  A Allerheiligen,  McCook E.  C.  Beyer.  McCook 

. Priscilla  Ruhe.  Blair Hans  Rath,  Omaha 

. Darroll  Loschen,  York Harold  Nordlund,  York 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 
8880  Ward  Parkway,  Kansas  City,  MO  64114 

American  Academy  of  Pediatri  ;s 
James  E.  Strain,  M.D.,  Executive  Oirector 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 
Mel  Rubin,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 

P.O.  Box  3190.  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 

409-12th  St.,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 

4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  Johnson,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 

1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Calvin  M.  Oba,  M.D..  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 
Malcolm  D.  Jones,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
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ADVICE  TO  ACTHORS 

Manuscripts  should  be  submitted  in  duplicatetothe  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  Neurological  Surger>'  2221  So.  17th  St., 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8'^  x 11  paper,  with  generous  margins  on  each  page. 
Number  ail  pages  in  the  right  upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laborator>’  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospitaler  university  affiliation  of  each  author.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summan  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summar>’  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  typed  double-spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors'  names  and  initials,  title  of  article,  abbreviated  name  of 
Journal  {as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  84  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send 
original  a^t\^’o^k.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  .-Xll  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibiliU’  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278.  Norfolk.  Nebraska  687U2-0278. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 

(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 

QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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Surgical 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  li^htin^  for  our 
doctors  is  our  munl)er  one  {)rioritV'-  We  know' 
we’re  not  just  iusuriug  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  winning 
record  is  unsuqjassed.  d lie  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabilitv  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skillefl  malpractice  lawv'ers  in  your  area.  We 
\\  ill  never  waver  from  tliis  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stabilitv.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Comjiany  General  Agent 
in  your  area  today. 


ft’  P ui>ie atontf  w 

Serving  Nebraska  Physicians  Since  1949. 

Gerry  Smcader,  Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  554-9689 
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Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the 
distinctive  unique  Nebraska  Medical  Association  Visa  designed  especially  for  the  Associa- 
tion’s members.  Our  card  has  a benefits  package  felt  to  cover  the  features  desired  by 
physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  Visa 
free  of  an  annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is 
only  $20.  After  looking  at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that 
this  compares  most  favorably  with  other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits, 
as  well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  frorn  dues. 
Use  of  this  card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income 
with  which  we  can  expand  our  scope  of  activities  while 
maintaining  dues  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that 
provides  extended  benefits  to  you.  Simply  complete  the 
brief  application  on  the  reverse  side  of  this  letter  and 
return  to  FirsTier  Bank,  National  Association,  Lincoln, 

Nebraska. 

Sincerely, 

Richard  A.  Raymo/id^M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to;  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68508 


BOARD  OF  DIRECTORS 

DONALD  J.  PAVELKA,  M.D.,  President/RICHARD  A.  RAYMOND,  M.D.,  President-Elect 
ROBERT  F.  SHAPIRO,  M.D,,  Secretary-Treasurer 
L.  DWIGHT  CHERRY,  M.D. 

STANLEY  M.  TRUHLSEN,  M.D. /PAUL  E.  COLLICOTT,  M.D./DARROLL  J.  LOSCHEN.  M.D. 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D. /DAVID  R.  LITTLE,  M.D./C.  T.  FRERICHS,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


^ 'Special 

J\'e6r<jsAa  ^ tIe<Aical  ^€&mciatlon/  Al€m/>€r& 


The  Nebraska  Medical  Association,  in  cooperation  with 

FirsTier  Bank  Lincoln,  is  proud  to  offer  a V'isa  card 

with  an  added  benefits  package  designed  specifically  to 

meet  our  members’  needs. 

Our  benefits  package  includes; 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 

• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  Visa, 
MasterCard  or  Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit 
line. 


• Additional  cards  for  immediate  family  members  at  n 
cost. 

• Billing  date  selected  by  the  member. 

• Toll-free  customer  service  and  lost/stolen  phone 
numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account  you 
designate. 

• Emergency  card  replacement  if  your  card  is 
lost/stolen. 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

PLUS,  a special  credit  card  protection  package. 


CH  I CLCCBpt!  Complete  this  form  and  return. 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


1-A.sl  Name  (Plpa.se  PnnJ ) 


ScK'ial  Secunly  No 


f>ate  of  Birth 


Telephone  No 
( ) 


Street  Addrevs 


Present  Employer 

Yrs 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

Rank  with  Checking 


1 

1 Account  No  1 

1 Bank  with  Savings  I 

City  1 

COMPLETE  THIS  PORTION  IF: 


Yon  are  applying  for 
a .Joint  Account. 


Yon  arc  relying  on  the  income  or  assets  of 

another  person  as  basis  for  repayment  of  the  credit  extended. 


I^st  Name  (Please  Pnni) 


Social  Secunty  No 


Date  of  Birth 


Present  Employe 


Business  ,^ddres.s.  City.  State 


Business  Telephone 
( ) 


Position 

Vrs  . .Mo. 

.Mo  .Salan.' 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  t(f  Other  Income 

Amount 

L 

if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  f<ir  repayment 

TRITH  IN  LENDING  ACT  DISCLOSURES: 

1.  There  are  costs  associated  with  the  use  of  credit  cards. 

2.  The  applicant  may  contact  FirsTier  Bank.  National  Association,  to  request  disclosure  of  specific  information  of  such  costs  by  calling  1-800-228-9145  outside  Nebraska 
or  1-800-742-0107  in  Nebraska,  or  by  writing  Lincoln  Visa-MasterCard  Service  Center,  P.O.  Box  81068.  Lincoln,  Nebraska  68501,  Attention:  Manager. 

TO  FIRSTIER  BANK.  N.ATIONAL  ASSOCIATION 

Everything  that  1 have  .stated  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved  You  are  aulhoriZ| 
ed  to  check  my  credit  and  employment  history  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  approved.  I will  be  bound  by  all  the  terms  and  conditions  of  the  V'isa  MasterC'ard  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  Visa- 
MasteK’ard  will  be  an  acceptance  of  the  Visa  MasterCard  Agreement  and  all  its  terms  and  conditions. 


Applicant  s Signature 
AC AF’ 


Date 


CL. 


CS. 


Other  Signature  (where  applicable) 
PL RC, 


CB. 


APP. 


Please  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


AMA  NEWS  NOTES 

Physicians  generally  agree  that  the  use  of 

animals  in  research  is  essential  if  medical 
progress  is  to  continue. 

A survey  that  was  done  for  the  AMA 
Division  of  Biomedical  Sciences  in  May,  1988, 
showed  that  99%  of  physicians  agreed  that 
animal  experimentation  had  contributed  to 
medical  progress. 

Some  93%  supported  use  of  animals  for 
medical  education;  97%  supported  it  in 
clinical  research;  and  96%  supported  it  in  drug 
testing.  More  than  90%  favored  allowing 
researchers  to  use  animals  obtained  from  local 
pounds. 

A majority  of  physicians  said  it  was  imprac- 
tical to  either  reduce  (73%)  or  eliminate  (94%) 
the  use  of  animals  in  biomedical  research  by 
substituting  alternatives  such  as  in  vitro  re- 
search or  computer  simulations  or  biological 
systems. 

The  survey,  conducted  by  the  AMA  Dept,  of 
Survey  Design  and  Analysis,  was  based  on 
telephone  interviews  with  1,579  of  a random 

sample  of  3,000  active  U.S.  physicians. 

* * * 


New  generic  quality  screens  for  PRO  out- 
patient surgery  should  be  pilot-tested  before 
they  are  universally  adopted,  said  the  AMA  in 
a letter  to  Richard  Husk,  director  of  the  HHS 
Office  of  Peer  Review. 


Most 
patients 
need 
only  one. 


State  medical  associations  also  should  be 
involved  in  developing  instructions  relating  to 
the  screens,  the  letter  said. 


In  addition,  it  praised  Health  and  Human 
Services  for  having  stimulated  peer  review 
organizations  to  improve  the  capabilities  of 
physician  reviewers  by  requiring  that  they  be 
actively  involved  in  medical  practice  and 
admitting  patients  to  hospitals,  rather  than 
merely  that  they  be  licensed  or  have  admitt- 
ing privileges. 

♦ ♦ * 

The  Food  and  Drug  Administration  needs  an 
additional  $150  million  beyond  the  sum 
proposed  in  the  Bush  Administration's  budget, 
the  AMA  said  in  a letter  to  congressional 
leaders.  The  letter  said  the  funds  are  needed 
to  review  the  ever-increasing  volume  of  drugs 
and  medical  devices  in  a more  timely  manner. 

(continued  on  page  10-A) 
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Mcroburst 
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(potasaum  chlonde)  Sustaned  Release  lablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  ol  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  ol  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3-  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated, 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  Insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  v/hich  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  ol  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Inferactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR,  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely, 

DVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIDNS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval),  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  ol  foods  and  medications  containing  potassium  and  ol  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1.000  ml, 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  loo  rapid  a lowering  ol  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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AMA  NEWS  NOTES 

(continued  from  page  9-A) 

The  Association  noted  that  the  agency's 
effectiveness  has  been  hampered  by  a 15% 
reduction  in  personnel  during  the  past  decade, 
even  while  its  responsibilities  have  been 
significantly  expanded  by  passage  of  23  new 
laws. 

* ♦ * 

The  AMA  commended  the  U.S.  Postal  Service 
for  withdrawing  a proposed  ban  on  the 
mailing  of  etiologic  agents. 

The  USPS  had  proposed  a ban  on  such 
mailings  last  June.  Subsequently,  the  Associa- 
tion commented  that  such  a ban  would  have 
serious  adverse  effects  on  health  care  delivery 
and  would  damage  critical  public  health 
programs. 

A letter  to  USPS  last  month  from  AMA 
Executive  Vice  President  James  H.  Sammons, 
M. D.,  said  that  a revised  proposal  from  USPS 
earlier  this  year  eliminates  most  of  the 
difficulties  that  would  have  resulted  from  a 
ban. 

The  AMA  suggested  that  the  revised  pro- 
posal be  further  modified  so  that  packaging 
requirements  preserve  the  distinction  between 
etiologic  agents  and  clinical  specimens  or 
biological  products. 

" Even  when  the  USPS  was  proposing  to  ban 
the  mailing  of  etiologic  agents  entirely,  it 
would  still  have  allowed  the  mailing  of  clinical 
specimens  and  biological  materials  in  two- 
part  containers,”  the  letter  said.  "To  now 
require  the  same  three-part  packaging  for 
etiologic  agents  and  clinical  specimens/bio- 
logical agents  would  place  a needless  eco- 
nomic burden  on  those  in  the  health  care 

community  who  ship  such  materials.” 

* ♦ * 


Support  for  legislation  that  would  encourage 
states  to  require  front-seat  safety  belts  for 
autos  and  helmets  for  motorcyclists  was 
supported  by  the  AMA. 

In  a letter  to  Sen.  John  Chafee  (R,  R.I.),  the 
bill's  sponsor,  the  AMA  commented  that 
"While  there  is  a widespread  awareness  of 
how  greatly  these  relatively  simple  measures 
can  lessen  the  risk  of  death  and  injury,  federal 
measures  are  appropriate  to  encourage  all 
states  to  enact  such  requirements.” 

(continued  on  page  12-A) 


EDITORIAL 


Certificate  of  Need  and  Aviation 


BENJAMIN  R.  CELBER,  M.D. 
Editor 


The  State  Health  Department  is  carrying 
enforcement  of  the  Certificate  of  Need  Law 
to  extraordinary  lengths.  The  present  law 
has  been  superceded  by  a new  law  LB429 
passed  by  the  1989  Legislature.  When  this 
new  law  goes  into  effect,  the  threshold  for 
Certificate  of  Need  will  be  $900,000,  a 
significant  increase  over  the  previous  thresh- 
old. 

Star  Care  V,  a new  fixed  wing  air  transport 
and  ambulance  service,  was  instituted  as  a 
cooperative  venture  between  the  Lincoln 
hospitals.  This  is  the  first  and  only  fixed  wing 
air  transport  service  in  Nebraska,  and  it 
should  improve  efficiency  and  safety  for 
transporting  sick  patients  across  the  long  dis- 
tances in  our  rural  state.  However,  the 
Health  Department  has  ruled  that  a Certifi- 
cate of  Need  is  required  before  instituting 
this  service.  The  Certificate  of  Need  law  was 
supposed  to  prevent  unnecessary  duplica- 
tion of  services  and  to  promote  efficient  use 
of  resources.  Since  this  is  the  first  fixed  wing 
air  service  in  Nebraska,  it's  hard  to  see  how 
it  could  be  considered  a duplication  of  serv- 
ices. Rapid  and  efficient  transport  of  acutely 
ill  patients  to  tertiary  care  centers  should  im- 
prove medical  care  and  in  the  long  run  save 
money,  not  cost  money. 

The  Health  Department  has  also  forced 
the  Sky  Med  Helicopter  to  seek  a Certificate 
of  Need.  This  service  has  been  in  effect  since 


1981.  It  was  considered  exempt  at  that 
time,  but  apparently  the  State  Health  De- 
partment has  changed  its  mind  concerning 
Certificate  of  Need  because  Sky  Med  had  to 
purchase  a new  helicopter  after  their  recent 
accident. 

What  will  the  benefits  of  this  scrutiny  of 
the  helicopter  service  be?  If  the  Certificate 
of  Need  is  denied,  will  the  helicopter  service 
have  to  disband  after  eight  years  of  service? 
If  the  Certificate  of  Need  is  approved,  will 
the  time,  effort  and  expenditure  be  of  benefit 
to  citizens  of  Nebraska?  When  the  new  law 
goes  into  effect,  will  these  questions  become 
moot  because  of  the  increased  threshold  for 
Certificate  of  Need  review? 

The  Certificate  of  Need  process  is  a hold- 
over from  the  Carter  administration  and 
based  on  assumptions  which  no  longer  exist 
in  the  health  care  field.  We  no  longer  have 
cost  plus  reimbursements.  Payments  are 
limited  by  the  Federal  government,  by 
workmen's  compensation,  by  Medicare,  by 
Medicaid  and  by  private  insurers.  These 
place  adequate  checks  of  health  care  expen- 
ditures, making  the  Certificate  of  Need  proc- 
ess obsolete.  LB-429,  which  liberalized  the 
Certificate  of  Need  law  is  a welcome  step  in 
the  right  direction.  Our  colleagues  at  the 
State  Health  Department  don't  seem  to 
understand  the  trend. 
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LETTER  TO  THE  EDITOR 


Tribute  to  the  Doctor's  wife  and  the  Doctor. 
It  takes  a lot  of  prayers 

ARDIS  GRACE 
(Another  Doctor^s  W»fe) 


It  takes  a lot  of  prayers  to  be  a doctor^s  wife. 
The  phone  rings  in  the  middle  of  the  night. 
Someone  is  telling  your  husband,  the  doctor, 
that  his  wife  is  in  labor.  Doctor  says  "but  she's 
not  due  for  6 weeks,  is  she?"  She  isn't.  I'll  meet 
you  at  the  hospital  right  away.  He  leaves  and 
wife  says  "please,  dear  Lord,  be  with  my 
husband  to  be  able  to  do  the  right  thing  to 
help  this  young  mother  have  a safe  delivery 
and  a healthy  baby."  Hours  go  by  and  finally  a 
door  slams  and  doctor  says  it  was  a little  girl  — 
tiny,  but  it's  O. K.  and  so  is  Mom.  Wake  me  by 
7 if  I'm  not  awake  — I have  early  surgery", 
doctor  says.  But,  long  before  7 the  rescue 
whistle  sounds.  At  the  same  moment  the 
phone  rings  and  a lady  is  telling  the  doctor 
that  her  husband  is  having  chest  pains  and 
that  she  has  already  called  the  rescue  squad. 
I'll  be  waiting  for  you  in  the  emergency  room, 
the  doctor  tells  her.  He  quickly  leaves  and  the 
prayers  start  again  "please  Lord,  help  him  to 
help  this  man". 

The  children  get  up.  They  don't  even 
question  their  Dad  not  being  there  because  it 
happens  so  often.  "Remind  Dad  about  the 
scout  meeting  tonight  and  that  he  has  to  do 
the  program",  son  says  as  he  leaves.  Mom 
assures  son  that  Dad  hasn't  forgotten.  The 
kids  go  to  school  and  wife  picks  up  her 
worrying  where  she  left  off  before.  You'd  think 
he  could  call,  she  muses.  Then  she  remembers 
early  surgery  and  knows  he  is  busy.  Finally,  the 
phone  rings  and  doctor  says  the  heart  patient 
isn't  doing  well,  but  surgery  is  over  and  he  is 
headed  for  the  office.  "I  think  I'll  come  home 
for  lunch  and  try  to  catch  a nap  at  noon",  he 
says.  Wife  resumes  her  worrying  and  says 
another  "dear  Lord,  please  help  this  man".  I'll 
fix  us  a nice  lunch,  wife  says  to  herself.  He 
didn't  say  what  time,  but  I will  have  it  ready  at 
noon  just  in  case.  I'll  fix  us  some  homemade 
soup  and  a salad.  Noon  comes  and  the  watch 
for  doctor  to  drive  in  starts.  Sometimes  I 
am  surprised  that  I haven't  worn  a hole  in  that 
window  watching  for  that  man  to  come  home. 


she  thinks.  The  clock  now  says  12:30,  and  the 
soup  is  turned  down  lower.  Surely  he  will  soon 
be  here  if  he  thinks  he  is  going  to  have  any 
time  to  rest.  I'll  bet  he  is  having  trouble  with 
that  heart  patient  again  — that's  why  he's  not 
here  and  the  worrying  and  the  prayers  are 
resumed.  One  o'clock  comes  and  a check  of 
the  soup  reveals  that  it  has  almost  all  boiled 
away.  I guess  we'll  just  have  salad,  she  thinks. 
About  that  time  the  phone  rang,  and  it  was 
one  of  the  girls  from  the  office  saying  that 
doctor  wasn't  going  to  be  able  to  get  home  at 
all.  What  about  lunch  she  asked,  and  was  told 
he  hadn't  had  any  yet  — maybe  later.  The 
worrying  starts  again.  The  poor  man  has  had 
no  lunch  and  probably  no  breakfast  either, 
and  hardly  any  sleep.  Why  anyone  wants  to  be 
a doctor  is  more  than  I will  ever  understand 
she  tells  herself,  and  why  anyone  would  ever 
marry  one  is  even  harder  to  understand.  The 
phone  rings  and  it  is  doctor  saying  how  sorry 
he  is  that  he  didn't  make  it  home  for  lunch, 
and  she  tells  him  the  soup  all  boiled  away 
anyhow.  She  inquires  of  the  heart  patient,  and 
he  is  doing  fine  now,  and  doctor  promises  to 
get  a bite  to  eat  soon  at  the  hospital. 

Wife  eats  her  salad  alone  about  2 o'clock 
and  quietly  thanks  Cod  for  the  healthy  baby 
and  the  heart  patient  doing  well.  Her  heart 
swells  with  pride  thinking  how  the  doctor  has 
helped  these  people,  and  tells  herself  she  is 
sorry  about  her  thoughts  about  marrying  a 
doctor. 

Doors  slam  to  announce  kids  home  from 
school.  Son  wonders  if  Dad  was  reminded  of 
the  scout  meeting.  Mom  says  he  was  too  busy 
to  be  bothered  with  that.  He  is  always  too 
busy,  son  says,  and  I'll  bet  he  won't  be  there 
tonight  either  — and  I'll  just  die  I'll  be  so 
embarrassed.  If  he  can't  get  home  I will  go  to 
scouts  with  you  and  do  the  program.  This  isn't 
Cub  Scouts,  Mom,  this  is  BOY  Scouts.  Who 
ever  heard  of  a woman  at  BOY  Scouts?  There's 
a first  time  for  everything.  Mom  says.  She 
prayed  again  " Please  Cod  help  the  children  to 
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understand  that  what  their  father  is  doing  is 
even  more  important  than  they  are  at  the 
moment”. 

Mom  did  go  to  the  Scout  meeting  and  did 
the  program,  and  it  wasn't  as  painful  as  son 
feared  it  might  be.  In  fact,  he  was  pretty  darn 
proud  of  his  Mom.  All  the  boys  liked  her  and 
started  making  excuses  to  stop  in  after  school 
and  on  Saturdays  to  see  her.  She  did  a lot  of 
things  with  them  including  printing  a news- 
paper, and  they  gave  her  an  award.  And  Mom 
again  prayed  and  thanked  God  for  helping  the 
children  understand  why  Dad  didn't  have 
time  to  do  all  of  these  little  things  with  them. 
It's  easier  with  a daughter,  she  thought.  We 
can  do  a lot  of  things  together,  but  those  boys 
really  need  their  Dad.  She  felt  sorry  for  what 
the  Doctor  was  missing,  too. 

But  life  goes  on,  and  the  children  leave 
home  and  then  there  are  the  grandchildren. 
The  Doctor  finally  retires  and  has  some  time 
to  go  to  the  farm  and  do  some  things  with 
everyone.  Mom  prays  again  and  thanks  God 
for  these  good  times  together,  but  knows  that 
the  days  are  numbered.  She  especially  thanked 
him  for  allowing  them  to  have  time  with  the 
grandchildren.  Getting  to  have  and  hold  a 
little  great-granddaughter  was  a very  special 
blessing  for  both  she  and  the  Doctor  and  she 
thanked  him  for  that. 


Last  of  all  she  thanks  God  for  giving  her  the 
strength  to  have  more  than  50  good  years  of 
marriage  to  the  doctor,  more  than  43  years  of 
being  a good  doctor's  wife,  and  the  chance  to 
raise  their  three  children.  Stephanie  is  a 
Medical  Technologist,  LeRoy  a Lawyer  and 
Neal  (bless  his  heart)  to  carry  on  in  his  father's 
footsteps.  I have  his  patients  to  pray  for,  too. 
His  life  will  not  be  an  easy  one.  Thank  you, 
God  for  giving  us  three  good  healthy  children. 

Only  a doctor's  wife  knows  what  the  good 
doctor  goes  through.  The  day  mentioned 
earlier  is  not  an  exaggerated  one,  many  are 
worse.  Thankfully,  most  of  the  calls  do  not 
come  to  the  home  and  the  wife  does  not 
know  about  each  one  to  have  to  worry  about. 
The  doctor  worries  and  prays  for  those 
personally  — and  never  tells  a soul.  There  is 
always  someone  dying  of  cancer  to  console 
each  visit,  a sick  child  for  which  there  is  no 
cure,  a friend  with  a bad  heart  and  the  list 
goes  on  and  on.  Being  a doctor  and  being  a 
doctor's  wife  are  not  easy  jobs.  Dr.  Rudy 
Sievers  and  Billie  each  deserve  a big  vote  of 
thanks  from  this  community. 


- EDITORS  NOTE  — 

Dr.  R.F.  Sievers  and  his  wife  Billie  passed  away  within  4 
days  of  each  other,  Billie  on  February  27  and  Dr.  Sievers 
on  March  3. 
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IONGTERM  irreparable  skin  damage 
results  from  unprotected  ex- 
■ posure  to  ultraviolet  radiation, 
especially  in  the  form  of  direct  sunlight.  The 
importance  of  diminishing  or  eliminating  this 
exposure'^'^'  has  been  well  described. *'*'*^*  The 
causal  relationship  between  solar  injury  and 
malignant  melanoma  remains  the  greatest 
concern,  but  mutagenesis  leading  to  pre- 
malignant  actinic  keratosis  is  more  common. 
The  widespread  prevalence  of  these  lesions  in 
Nebraska,  with  an  agricultural,  outdoor-oriented 
population,  and  a significant  percentage  of 
individuals  of  Northern  European  descent 
contributes  to  the  interest  in  their  prevention 
and  treatment 

Actinic  keratoses  are  more  commonly  known 
to  the  general  public  as  “sunspots",  “time 
spots",  or  “barnacles".  Seventy  five  percent  of 
the  white  population  will  become  familiar 


with  actinic  keratosis.  Most  develop  at  least 
one  of  these  premalignant  lesions  before  the 
age  of  86,  according  to  recent  studies.*^ 

Not  surprisingly,  actinic  keratosis  occur 
most  frequently  on  those  areas  of  the  body 
which  receive  the  greatest  amount  of  sun 
exposure,  especially  the  face  and  neck  and 
dorsal  surface  of  the  hands  and  forearms.  Male 
patients  will  more  often  develop  lesions  on 
the  ear,  vermillion  border  of  the  lower  lip  and 
vertex  of  the  scalp.  Single  lesions  may  be 
seen,  but  they  usually  appear  in  groups,  on  a 
background  of  sun  damaged  skin.^”^^ 

Based  on  their  clinical  appearance,  actinic 
keratoses  can  be  separated  into  four  subgroups: 
atrophic,  hypertrophic,  bowenoid  and  spread- 
ing pigmented.^^  The  atrophic  actinic  keratoses 
appear  dry  and  scaly  with  an  erythematous  or 
inflammed  base.  These  lesions  are  less  than  5 


FIGURE  I 

Hypertrophic  Actinic  Keratosis 
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mm  in  diameter  and  feel  rough  to  the  touch. 
Their  borders  remain  indistinct. 

In  contrast,  the  hypertrophic  actinic  keratoses 
present  as  papules  with  a distinct  border. 
(Figure  1)  The  color  of  the  base  often  varies 
from  white-to-pink-to-red.  The  scales  or  crusts 
of  these  lesions  become  thicker  than  those  of 
the  atrophic  variety,  often  progressing  to 
become  cutaneous  horns  if  not  treated.^^ 
(Figure  II) 

Bowenoid  actinic  keratoses  appear  as  scaling 
red  plaques  larger  than  ^ cm  in  diameter 
having  sharp  and  distinct  borders.  Unlike  true 
Bowen  disease,  bowenoid  actinic  keratoses 
are  only  seen  on  sun  exposed  areas  and  are 
not  associated  with  internal  malignancies. 
Spreading  pigmented  actinic  keratoses  present 
as  centrifugally  spreading  brown  papules  or 
plaques  with  smooth  surfaces  usually  larger 
than  1cm  in  diameter.’'’ 

It  is  well  established  that  certain  individuals 
more  readily  develop  actinic  kerotosis.  Factors 
contributing  to  their  appearance  include  the 
cummulative  affect  of  lifelong  ultraviolet  ex- 
posure, and  certain  inherited  genetic  factors. 
Persons  having  red  or  blonde  hair,  light  skin, 
blue  or  green  eyes,  freckles  and  the  tendency 
to  sunburn  easily,  have  an  increased  risk  of 
developing  keratoses.  Individuals  of  Celtic 
(Scotish,  Irish  and  Welsh)  origins  are  particularly 
susceptible  to  the  formaticn  of  actinic  keratosis, 
while  Caucasians  who  tan  easily  have  lower 
incidence  rates.  Actinic  kerotosis  formation  in 
blacks  is  rare.  Evidence  of  increased  sun- 
induced  skin  changes  is  also  found  in  indivi- 
duals who  work  outdoors,  such  as  farmers, 
fishermen  and  sailors.’^ 


That  the  prevalence  of  actinic  keratosis 
increases  sharply  with  age  was  demonstrated 
in  a study  conducted  by  Gordon  and  Silverstone'’. 
At  age  20-29,  four  percent  of  subjects  had 
exhibited  keratoses,  compared  with  seventy 
percent  of  those  aged  80-86.  Age  is  probably 
the  best  available  indicator  of  cummulative 
ultraviolet  radiation,  although  skin  type,  family 
history,  geographic  and  certain  lifestyle  factors 
must  be  considered.  Schreiber,  et  al.’”,  con- 
firmed the  theory  of  a positive  association 
between  patient  age  and  occurrence  rate,  but 
found  no  difference  in  rate  between  the 
sexes.  Thermal  injury,  arsenic  ingestion  and 
psoralen  photochemotherapy  (PUVA)  may 
enhance  formation  of  actinic  lesions.  The 
exact  amount  of  ultraviolet  radiation  needed, 
the  importance  of  time  in  life  when  the 
individual  receives  the  greatest  exposure,  and 
the  response  of  the  skin  to  different  intensities 
of  ultraviolet  light  has  not  as  yet  been  studied. 
It  is  generally  accepted  that  there  is  a long 
latent  period  before  the  lesions  develop,  and 
a higher  incidence  in  sunny  climates.’^ 

A higher  incidence  of  actinic  keratosis 
formation  has  also  been  noted  in  renal 
transplant  patients.  Apparently  patients  with 
increased  UVB  exposure  have  increased  sus- 
ceptibility in  the  presence  of  immuno-sup- 
pressive  therapy.  This  is  probably  due  to  a 
defect  in  immune  surveillance  and  tgmor 
rejection’ C 

The  histology  of  actinic  keratosis  fias  been 
studied  in  detail.’”  Since  the  basement  mem- 
brane of  the  skin  is  intact  in  non-neoplastic 
conditions,  the  integrity  of  this  microscopic 
barrier  is  considered  essential  for  the  preven- 
tion of  malignancy.  Atypia  probably  first 


FIGURE  II 

Cutaneous  Horn  Arising  in  Actinic  Keratosis 
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occurs  in  a single  germinal  basal  cell.  Cellular 
multiplication  then  produces  a clone  of 
abnormally  keratinizing  basal  cells.  When 
these  cells  reach  the  skin  surface,  a keratosis  is 
clinically  evident.  As  the  lesion  progresses, 
irregular  buds  of  atypical  epidermal  cells 
extend  into  the  upper  dermis.  This  downward 
budding  of  keratinocytes  is  part  of  the  process 
that  will  eventually  turn  the  actinic  keratosis 
into  a basal  cell  or  squamous  cell  carcinoma.’** 

Studies  by  Gilcrest’"* further  describe  the 
formation  of  actinic  keratosis.  This  investigator 
prepared  cultures  of  human  keratinocytes 
from  sunexposed  and  non-sunexposed  areas 
and  demonstrated  that  sunexposed  keratino- 
cytes had  a shorter  lifespan  and  higher 
capability  for  cell  division  than  non-sun- 
exposed. Gilcrest  also  speculated  that  the 
sudden  inflammation  of  keratoses  possibly 
represents  a host's  attempt  at  immunologic 
rejection. 

Recent  studies  have  shown  the  mechanism 
of  pathogenesis  of  DVB  exposure  to  be 
epidermal  mutagenesis  caused  by  disruption 
of  cellular  DNA  within  the  germinal  basal 
cells.^’  This  is  consistent  with  previous  data 
demonstrating  actinic  keratosis  cells  to  have 
40-507o  of  the  repair  activity  found  in  normal 
cells.  However,  present  data  also  shows  that 
actinic  keratosis  cells  can,  given  sufficient 
time,  achieve  as  much  repair  synthesis  as 
normal  cells,^^’^^  suggesting  the  possibility  of 
long-term  spontaneous  remission. 

The  exact  rate  of  malignant  transformation 
of  actinic  keratoses  has  not  been  established, 
but  rates  of  up  to  20%  of  lesions  progressing  to 
cutaneous  carcinoma  have  been  reported, 
when  there  is  a sufficent  follow-up  period.” 
According  to  Marks,  et  the  actinic  keratosis 
prevalence  is  greater  in  those  persons  with 
existing  skin  cancer,  either  basal  cell  or 
squamous  cell  carcinoma,  than  in  those 
without. 

Treatment  of  actinic  keratosis  remains  highly 
individualized.  While  conservative  measures 
can  be  initiated  on  early  lesions  that  clearly 
show  no  malignant  change,  those  having 
characteristics  of  early  cancer  transformation 
should  be  biopsied  for  a tissue  diagnosis 
before  treatment  is  carried  out. 

The  cryosurgical  application  of  liquid  nitrogen 
is  often  the  conservative  treatment  of  first 
choice.  No  local  anesthesia  is  required.  Although 
some  discomfort  is  noted,  this  can  be  mini- 


mized by  the  patient  placing  a warm,  damp 
washcloth  over  the  area  after  returning  home.’ 
Very  aggressive  freezing  may  result  in  inflam- 
mation, blister  formation  and  occasionally 
superficial  ulceration,  however,  the  procedure 
is  non-invasive,  effecient  and  cost-effective. 

The  topical  application  of  5-fluorouracil  (5- 
FU)  formulated  in  a 1,  2,  or  5%  concentration 
offers  another  non-invasive  approach  to  the 
treatment  of  widespread  actinic  damage  with 
or  without  visible  lesions.  Patients  are  usually 
instructed  to  apply  the  5-FU  twice  daily  for  3 
weeks  for  treatment  of  facial  lesions,  and 
somewhat  longer  for  lesions  on  hands  and 
arms.  Those  so  treated  should  be  warned  that 
they  can  expect  significant  erythema,  and  at 
times,  intense  inflammation  of  the  involved 
areas.  It  is  important  to  discuss  the  possibility 
of  extreme  discomfort,  with  burning  and 
itching,  and  even  isolated  areas  of  bleeding  at 
the  time  the  patient  is  given  a 5-FU  prescription. 
These  adverse  reactions  usually  peak  at  2 
weeks,  and  reassuring  the  patient  that  the 
treatment  is  progressing  as  expected  is  critical 
for  successful  compliance.^'*  When  the  course 
of  5-FU  is  completed,  the  application  of  a 
topical  steroid  cream  may  diminish  the  erythema 
Resolution  of  the  actinic  keratosis  and  the 
symptoms  usually  occurs  within  a month. 

Shave  excision  is  indicated  when  a definitive 
diagnosis  cannot  be  made  by  clinical  observa- 
tion alone,  although  the  cost-effectiveness  of 
this  approach  remains  questionable.  This 
procedure  usually  provides  a histologic  diag- 
nosis in  addition  to  a curative  result  Local 
anesthesia  insures  that  only  minimal  discomfort 
will  be  noted  by  the  patient.  Dermabrasion 
and  chemical  peel,  though  seldom  indicated, 
may  offer  treatment  for  more  widespread 
lesions.  However,  these  entail  greater  patient 
discomfort  and  a longer  cosmetic  disfigure- 
ment^^ 

Recent  studies  conducted  in  Australia  by 
Watson^**  have  shown  a three  month  course  of 
the  synthetic  retinoid,  etretinate,  will  produce 
both  a therapeutic  and  prophylactic  effect  in 
the  treatment  of  multiple  actinic  keratoses. 
However,  this  medication  remains  expensive, 
costing  S4-S5  per  day.  In  addition,  1007o  of 
the  study  participants  experienced  muco- 
cutaneous side-effects  of  varying  degree  in- 
cluding dryness  of  lips,  xerosis,  and  diffuse 
hair  loss.  The  mode  of  action  of  etretinate 
appears  to  be  its  ability  to  regulate  keratiniza- 
tion,  and  the  drug  may  even  be  capable  of 
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favorably  altering  the  abnormal  immune  func- 
tion seen  in  patients  exposed  to  large  doses  of 
ultraviolet  light.'^^  Should  this  form  of  treat- 
ment become  generally  accepted,  detailed 
patient  teaching  will  be  essential  in  the 
management  of  predictable  side-effects,  and 
there  will  be  a need  for  routine  blood  profiles. 

Actinic  keratoses  undeniably  represent  evi- 
dence of  premalignant  damage  in  the  skin. 
Fortunately,  they  are  easily  approachable  and, 
for  the  most  part,  curable.  A conscientious 
life-long  program  of  avoidance  of  unprotected 
sun  exposure,  especially  in  fair  skinned  in- 
dividuals, remains  the  best  defense  against 
their  widespread  occurrence. 
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ORIGINAL  ARTICLE 


Survey  of  Preclinical  Medical  Students: 
Declining  Interest  In  Becoming  a Physician: 

KAY  ARBECAST,  B.S.  FREDERICK  F.  PAUSTIAN,  M.D. 

Sophomore  Medical  Student  Associate  Dean.  Continuing  and  Graduate  Medical  Education 

University  of  Nebraska  College  of  Medicine  University  of  Nebraska  College  of  Medicine, 


Resolution  10  of  the  Nebraska 
Medical  Association  House  of 
Delegates  meeting,  September 
1988,  requested  a study  be  conducted  to 
identify  the  reasons  for  the  serious  decline  in 
the  number  of  student  applicants  to  medical 
schools.  Under  the  sponsorship  of  the  Nebr- 
aska Medical  Association  Commission  on 
Medical  Education,  a survey  of  the  preclinical 
medical  students  at  the  University  of  Nebraska 
College  of  Medicine  and  the  Creighton  Uni- 
versity School  of  Medicine  was  conducted 
regarding  this  problem.  The  results  are  pre- 
sented in  the  following  report 

Survey  Results 

480  survey  forms  (Appendix  I)  were  dis- 
tributed to  the  first  and  second  year  medical 
students  at  the  University  of  Nebraska  College 
of  Medicine  and  Creighton  University  School 
of  Medicine.  252  students,  53%,  completed 
and  returned  the  survey.  80  students,  32% 
reported  no  one  had  discouraged  them  from 
attending  medical  school.  170  students,  68%, 
reported  someone  tried  to  discourage  them 
from  pursuing  a medical  career  during  their 
undergraduate  careers. 

Table  I identifies  the  categories  of  "advisors"  and  the 
related  percent  of  current  preclinical  medical  students 
who  were  advised  during  their  undergraduate  education 
not  to  pursue  a medical  career. 

M-l,  II  Respondents 

Advisors  N=252 


% Yes 

% Total 

Undergraduate  School  Faculty/Advisors 

36 

24 

Personal  Physicians 

11 

7 

Practicing  Physicians 

56 

38 

Nurse/Other  Health  Care  Worker 

17 

12 

Family  Member 

28 

19 

Business  Person 

7 

5 

Friend 

32 

22 

TABLE  1 

Negative  Medical  Career  Advice 


Table  II  provides  the  reasons  for  the  negative  medical 
career  advice  and  the  associated  degree  of  emphasis  as 
understood  by  the  responding  preclinical  medical  students. 

Negative  Reasons  Degree  Emphasis  Total  % 

Percent  With 


(0) 

(1) 

(2) 

(3)  Neg  Emph 

Excess  Regulation 

27 

21 

16 

36 

N=170 

73 

Excess  Tuition 

47 

23 

18 

12 

53 

Societal  Attitudes 

49 

24 

15 

12 

51 

Inequitable  Liability 

27 

18 

27 

28 

73 

Long  Hours 

25 

11 

29 

35 

75 

Family  Hardship 

27 

17 

22 

34 

73 

Total  Indebtedness 

42 

'25 

18 

15 

58 

Bad  Publicity 

64 

22 

9 

5 

36 

TABLE  II 

Reasons  and  related  degree  of  emphasis  as  understood 
by  medical  students,  for  not  becoming  a physician.  (0  = 
no,  1 = mild,  2 = moderate,  3 = marked  emphasis) 


Discussion 

The  above  data  indicates  practicing  physi- 
cians and  undergraduate  college  educators 
were  the  most  likely  to  have  advised  current 
preclinical  medical  students  not  to  become 
physicians  at  a time  in  their  education  when 
they  were  making  a career  choice.  These 
people  should  be  the  most  knowledgeable 
about  the  positive  and  negative  aspects  of  a 
career  as  a physician  and  are  certainly  the  most 
likely  to  have  a significant  influence  upon  an 
undergraduate  college  student's  career  choice. 

The  reasons  for  advising  against  a medical 
career  as  a physician  which  had  an  accumula- 
tion total  of  greater  than  70  percent  are 
balanced  between  the  external  forces  of 
government  and  society,  excessive  regulation 
and  liability  premiums,  and  the  intrinsic 
demands  of  the  profession,  long  hours  and 
family  hardship.  Such  dominant  reasons  in- 
dicate the  need  for  change  both  within  and 
outside  of  the  profession. 

Of  interest  was  the  lack  of  correlation 
between  the  cost  of  liability  insurance,  societal 
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attitudes  and  bad  publicity  when  the  former  is 
indirectly  reflective  of  the  publics  feeling 
toward  physicians.  It  is  evident  monetary 
concerns  are  very  threatening  and  thereby 
have  a career  choice  influence.  Does  such  a 
lack  of  correlation,  however,  identify  a problem 
of  indifference  regarding  the  public  attitude 
toward  the  medical  profession  among  our 
future  physicians? 

Recommendations 

It  is  therefore  recommended  that  the 
Nebraska  Medical  Association  in  conjunction 
with  the  medical  educators  of  the  2 intrastate 
medical  schools  target  undergraduate  cqllege 
faculty  career  advisors  and  practicing  physi- 
cians for  reorientation  as  to  the  satisfaction 
and  rewards  to  be  derived  from  a professional 
career  as  a physician. 

Since  physicians  themselves  are  a major 
source  of  the  problem  for  the  declining 
interest  among  college  students  to  pursue  a 
career  in  medicine,  it  is  our  recommendation 
that  practicing  physicians  redirect  their  advice 
to  potential  applicants  toward  the  many 
positive  aspects  of  medicine.  Also,  the  defini- 
tion of  the  reasons  for  the  declining  interest  in 
a medical  career  should  assist  our  medical 
profession,  especially  its  leadership  and  edu- 
cators to  focus  on  the  areas  of  need  for  change 
in  our  society  and  government  in  order  that  an 
adequate  number  of  high  quality  medical 
providers  can  be  maintained  within  the  state 
of  Nebraska  and  the  country  at  large. 

APPENDIX  I 

Study  of  Causes  of  Declining 
Medical  School  Applicant  Pool 

As  most  of  you  are  aware,  the  applicant  pool 
for  medical  school  has  progressively  declined 
throughout  the  past  few  years.  The  NMA 
Commission  on  Education  is  currently  studying 
the  reasons  why  the  applicant  pool  has 
declined  as  well  as  whether  or  not  the  current 
students  were  discouraged  from  entering 
medical  school. 


Please  complete  this  questionnaire  and 
hand  it  to  the  student  representative  at  the 
door  as  you  leave  class.  Thank  you  for  your 
assistance. 

During  your  undergraduate  years,  did  some- 
one discourage  you  from  attending  medical 
school? 

Yes  No 

(If  you  answered  “no”,  do  not  continue 
this  survey.) 

If  you  answered  “yes”,  what  type  of  position 
did  this  person  hold? 

undergraduate  instructor 

your  family  physician 

• another  practicing  physician 

nurse  or  other  health  care  worker 

a family  member 

business  person 

friend 

Place  a value  (0-3)  in  front  of  the  reason(s) 
below  to  show  the  amount  of  emphasis  that 
was  placed  on  it/them. 

0 = no  emphasis  (did  not  mention) 

1 = mild  emphasis 

2 = moderate  emphasis 

3 = marked  emphasis 

excessive  regulation  by  outside 

influences  (i.e.,  government 
controls.  Managed  Health  Care 
plans,  insurance  companies,  etc.) 

excessive  tuition  costs 

societal  attitude  changes  (i.e., 

M. D.'s  aren't  as  highly  respected 
anymore) 

inequitable  liability  charges 

long  hours 

too  much  hardship  on  family  life 

total  indebtedness 

total  indebtedness 

bad  publicity  or  media  coverage 

(TV  News,  radio,  newspaper, 
talk  shows,  etc.) 
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ORIGINAL  ARTICLE 


Generic  Substitution 

RICHARD  A.  RAYMOND,  M.D. 

O'Neill,  NE 


The  House  adopted  a resolution 
regarding  generic  medications 
at  the  1988  Fall  Session.  The 
resolution,  as  amended,  reads  "that  the  NMA 
recommend  that  pharmacists  dispense  name- 
brand products  as  prescribed  and  that  generics 
not  be  substituted  unless  otherwise  specified 
by  the  prescribing  physician",  with  the  further 
addition  that  the  resolution  be  communicated 
to  the  Nebraska  Department  of  Health  for 
appropriate  action. 

The  Executive  Committee  of  the  Nebraska 
Medical  Association  Board  of  Directors  has 
taken  the  intent  of  this  resolution  seriously, 
and  continues  to  try  to  find  a workable 
solution  to  a multi-faceted  problem.  It  appears 
that  a change  in  section  71-5403  of  the 
Revised  Statute  of  Nebraska  may  be  the  only 
solution  to  stop  random  generic  substitution 
by  pharmacists.  In  fact,  LB  353  was  introduced 
in  this  yearns  legislature  to  expand  generic 
substitution  to  schedule  II  controlled  sub- 
stances. Any  attempt  to  prohibit  generic 
substitution  would  probably  be  futile,  as  it 
would  be  opposed  by  the  Nebraska  Pharma- 
cists Association,  the  AARP,  the  HMO  and 
insurance  industries,  and  most  Nebraskans  in 
general.  Before  any  legislative  attempt  to 
outlaw  random  generic  substitution  is  made, 
much  thought  and  deliberation  must  go  into  a 
decision  such  as  this  that  might  reflect  upon 
physicians  as  being  insensitive  to  the  rising 
costs  of  health  care,  especially  to  the  elderly. 
Medicaid  and  Medicare  officials  would  not 
take  this  action  lightly,  either,  as  it  would  have 
budgetary  consequences  for  them. 

While  generic  substitution  can  result  in 
unfavorable  outcomes  to  our  patients'  health, 
there  are  federal  and  state  statutes  in  all  50 
states  that  allow  random  drug  product  sub- 
stitution. It  is  also  mandated  by  law  that 
generics  will  be  substituted  for  patients  on 
public  assistance  (Medicare/Medicaid),  as 
well  as  being  required  by  many  HMOs  and 


insurance  companies,  unless  otherwise  speci- 
fied by  the  patient's  physician.  If  brand  name 
drugs  are  insisted  upon,  but  not  documented 
by  the  prescriber  by  specifying"N.D.P.S.,"  the 
pharmacist's  reimbursement  may  be  lower 
than  his/her  actual  cost  If  the  patient  is  on 
public  assistance,  the  pharmacist  may  have  to 
refuse  to  fill  the  prescription  if  N.D.P.S.  is  not 
specified;  and  if  the  patient's  pharmaceuticals 
are  covered  by  third  party  payors,  with  generic 
substitution  mandated,  the  patient  will  be 
responsible  for  making  up  the  difference 
between  the  payment  by  the  insurance  com- 
pany and  the  pharmacist's  charge  for  brand 
name  drugs.  It  is  obvious  that  physicians 
would  receive  many  phone  calls  on  a daily 
basis  from  the  pharmacists  in  these  situations 
if  drug  product  substitution  was  not  allowed. 
It  appears  to  be  simpler  to  just  write  N.  D.P.S. 
on  the  prescription  if  there  is  a concern  forthe 
patient's  health  at  this  time. 

As  we  continued  to  research  this  problem, 
some  facts  have  been  discovered  that  most 
physicians  are  unaware  of  regarding  drug 
substitution,  but  are  very  critical  to  our 
concerns  regarding  patient  welfare.  Under  the 
previously  cited  statute,  a pharmacist  shall  not 
drug  product  substitute  a product  that  is: 

(A)  An  enteric  coated  tablet  or  capsule 

(B)  An  injectible  suspension  other  than  an 
antibiotic  or  insulin 

(C)  A controlled  release  product 

(D)  A suppository 

Also  the  FDA  recommends  that  capsules 
and  tablets  are  not  interchangeable  and 
should  not  be  used  in  such  a fashion.  More 
importantly,  the  statute  states,  "The  depart- 
ment shall  maintain  a list  of  drug  products  for 
which  bio-equivalency  has  been  demonstrated 
and  documented  either  federally  or  by  the 
state."  This  list  is  the  "orange  book",  a 
publication  by  the  FDA  It  categorizes  drugs  as 
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being  on  list  "A"  or  "B".  Those  on  the  B list 
cannot  be  substituted  for  in  Nebraska.  The 
NMA  requested  the  “orange  book”,  but  has 
not  received  it  as  yet.  When  we  do,  we  will 
compile  a list  of  commonly  prescribed  B 
category  drugs  for  physician  reference.  Many 
of  the  pharmacists  we  have  visited  with  are 
unaware  an  "orange  book”  exists  and  may  be 
unwittingly  substituting  generics  for  brand 
name  drugs  that  are  forbidden  by  state 
statute.  Representatives  of  the  Nebraska 
Pharmacists  Association  and  Bureau  of  Ex- 
amining Boards  are  aware  of  our  concerns, 
and  have  met  with  us,  asking  that  physicians 
report  any  willful  violations  of  the  statute  to; 

The  Bureau  of  Examining  Boards,  Investigative  Section 
Attention;  Dennis  Keenan 
P.O.  Box  95007 
Lincoln,  Nebraska  68509 

While  writing  N. D. P.S.  when  you  feel  it  is 
medically  appropriate,  becoming  informed  on 
drugs  that  cannot  be  legally  substituted  and 
reporting  violations  may  help  the  immediate 
situation  where  generic  substitution  is  now 
increasing  to  a current  rate  of  over  30%,  there 
may  still  be  the  question  of  pharmaceutical 
equivalency. 

While  the  data  reviewed  on  bio-availability 
and  bio-equivalency  is  too  extensive  for  this 
report,  an  explanation  of  the  70/70  rule  is 
appropriate.  Generic  drugs  are  tested  for  bio- 
availability on  single  dose  testing  in  young 
healthy  male  subjects.  To  qualify,  some  drugs 
only  have  to  have  a serum  level  within  30%  of 
the  brand  name  drug  it  is  being  compared  to 
in  at  least  70%  of  the  subjects  tested.  That 
means,  simply,  these  drugs  can  have  levels 
varying  from  70%  to  1 30%  of  the  brand  name 
drug,  and  this  variability  has  to  be  duplicated 
in  only  70%  of  the  subjects  tested.  As 


physicians  we  know  that  absorption  in  healthy 
young  males  does  not  always  correlate  in  the 
elderly  patient  with  multiple  health  problems, 
who  are  usually  taking  other  medications. 
Additionally,  no  tests  are  done  to  compare 
absorption  rate  variances  with  food,  other 
drugs,  etc.  and  no  testing  has  been  done  on 
multiple  dosage  situations  where  titers  may 
rise.  The  worst  scenario  sees  the  pharmacists 
substituting  generic  for  generic  as  he/she 
finds  a cheaper  supplier  or  a cheaper  product, 
with  patients'  drug  levels  varying  nearly  1 00%. 
While  it's  virtually  impossible  to  explain  this 
to  most  patients  in  terms  they  can  understand, 
it  is  very  easy  to  ask  them  if  they  would  buy 
the  cheapest  oil  or  gasoline  and  put  it  in  their 
car,  or  if  they  thought  they  ever  thought  they 
got  a true  bargain  when  they  bought  the 
cheapest  product  available. 

Lastly,  we  need  to  inform  you  that  a liability 
risk  appears  to  be  present  when  generics  are 
substituted  for  name  brand  products.  The 
FDA  has  already  issued  a disclaimer  that  they 
are  not  recommending  any  of  these  generics, 
and  has  denied  “responsibility  for  drug  pro- 
duct substitution  by  physicians  and  pharma- 
cists". 

Litigation  could  arise  from  a therapeutic 
failure  with  a substituted  drug,  and  if  N.D.P.S. 
was  not  written,  the  pharmacist  appears  not  to 
be  liable  as  it  is  the  physician's  responsibility 
to  include  those  initials  if  he/she  feels  drug 
product  substitution  might  be  detrimental  to 
the  patient's  health. 

While  it  is  unscientific  and  potentially 
medically  unsound  for  the  FDA  to  ensure 
therapeutic  equivalence  based  on  little  or  no 
hard  data,  in  the  hope  that  federally  financed 
drug  product  programs  can  save  some  money, 
it  seems,  at  present,  to  be  the  law  of  the  land. 
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CLINCIAL  DIAGNOSTIC  IMAGING 


The  Deviated  Trachea 


GARY  j.  HUSTAD,  M.D.*  JOE  STAVAS,  M.D. 

*Dr  Hustad  is  a Famiiy  Practitioner  at  the  Lincoln  Famiiy  Medical  Group.  Lincoln.  Nebraska 


Clinical  History 

46  year  old  male  with  intermittent  noctur- 
nal shortness  of  breath  who  suddenly  no- 
ticed deviation  of  his  thyroid  cartilage  one 
morning  in  the  mirror.  Otherwise  healthy 
man  with  no  peripheral  adenopathy. 

Comments 

All  first  year  Radiology  resi- 
dents are  taught  the  three  T's 
and  L of  superior  mediasti- 
nal pathology  (TTT  and  L).  These  call  letters 
stand  for  Thymoma,  Teratoma,  (substernal) 
Thyroid,  and  Lymphoma  and  account  for 
the  vast  majority  of  anterior  or  superior  me- 
diastinal lesions.  Of  course,  once  you  com- 
plete your  residency  program  the  differen- 
tial becomes  exponentially  expanded  and  I 
now  include  vascular  structures  such  as 
abberant  vessels  or  aneurysms  and  Lymph 
nodes  (benign  or  malignant)  from  a variety 
of  sources  such  as  metastatic  oat  cell  or  sar- 
coid. 

When  the  trachea  is  deviated,  you  must 
decide  if  it  is  being  pushed  or  pulled.  Adja- 
cent lung  collapse  (usually  upper  lobe)  or 
nearby  radiation  fibrosis  or  scarring  will  pull 


the  trachea  toward  the  involved  side.  A ten- 
sion pneumothorax  however,  may  push  the 
trachea  contralaterally.  Enlarging  masses  will 
push  the  trachea  away  unless  there  is  contra- 
lateral resistence  by  diseased  lung  or  a mass 
on  the  other  side.  The  latter  situation  will  re- 
veal a chest  x-ray  with  bilateral  mediastinal 
widening  with  a midline  trachea.  Intralumi- 
nal tracheal  masses  very  seldom  cause  de- 
viation unless  the  mass  develops  a large  ex- 
traluminal component  and  is  usually  due  to 
metastatic  disease. 

All  patients  with  visible  tracheal  devia- 
tion, as  in  this  case  study,  should  obtain  a 
chest  x-ray  as  their  initial  exam.  The  CXR 
will  assess  the  paratracheal  structures,  heart, 
lungs,  hila  and  bones.  Small  mediastinal 
nodes  may  be  "hidden  by  the  shadows"  but 
they  usually  do  not  cause  noticeable  tra- 
cheal shift.  Calcifications  may  be  present 
within  the  mass.  If  curvilinear  and  periph- 
eral they  hint  of  a vascular  etiology.  If  coarse 
and  chunky  they  may  indicate  a degener- 
ated thyroid  adenoma  or  teratoma.  Thymo- 
mas and  untreated  lymphomas  are  usually 
calcific-less. 


Figure  1. 

Chest  X-ray:  There  is  smooth  extrinsic  tracheal  deviation  (arrows). 
The  heart  and  lungs  appear  normal. 
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It  is  now  common  practice  to  obtain  a 
chest  CT  for  lung  and  mediastinal  masses 
since  there  are  many  blind  zones  on  a plain 
CXR  and  the  extent  of  the  disease  can  be 
better  assessed.  Preoperative  tumor  staging 
can  also  be  accomplished.  CT  can  also  dif- 
ferentiate vascular  lesions  from  solid  masses 
prior  to  mediastinoscopy  or  sternotomy. 

The  neck  mass  in  this  case  begins  near  the 
thyroid  gland  and  extends  inferiorly  into  the 
superior  mediastinum.  Hemorrhage  within 
the  mass  probably  gave  the  patient  his  acute 
onset  of  symptoms  and  tracheal  deviation. 


Radionuclide  thyroid  scans  with  Iodine  - 
131  or  technetium  may  have  shown  thyroid 
activity  in  the  mediastinum.  Often  times  the 
substernal  portion  of  the  gland  is  nonfunc- 
tioning or  poorly  functioning  and  will  not 
take  up  the  radioactivity  or  the  photons  are 
blocked  by  the  boney  sternum  and  it  cannot 
be  imaged.  Magnetic  Resonance  Imaging 
(MRI)  offers  multiplanar  evaluation.  I find 
MRI  useful  in  sorting  out  the  vascular  rela- 
tionship to  a mass  and  assessing  fat  and 
sometimes  blood  content. 

At  surgery,  a large,  softball  sized,  hemor- 


Ficure  2. 

CT  scan  at  level  of  thyroid  cartilage.  There  is  a somewhat  high  at- 
tenuation solid  mass  deviating  the  trachea.  The  mass  is  deep  to  the 
sternoclei  Jomastoid  muscle  and  separate  from  the  carotid  sheath 
(arrows). 


Figure  3. 

CT  scan  at  level  of  manubrium.  The  trachea  is  narrowed  and  shifted 
by  the  well  defined  round  mass  that  continues  from  the  neck  into 
the  superior  mediastinum.  The  density  of  the  mass  is  increased  but 
much  less  than  the  adjacent  bone.  Increased  attenuation  on  CT  can 
be  due  to  hemorrhage,  increased  vascularity  after  contrast  admini- 
stration, and  calcium.  The  thyroid  gland  has  an  inherent  increased 
density  secondary  to  its  Iodine  contrast. 
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rhagic  substernal  thyroid  adenoma  was  re- 
sected and  the  patient  has  done  well,  now 
with  a midline  airway. 

The  superior  mediastinum  is  a common 
site  for  pathology.  By  remembering  the  three 
T's  and  L you  can  assure  yourself  of  a Ty 
Cobb  or  better  batting  average,  and  keep 
you  in  the  ballpark  with  your  diagnosis. 


C3se  courtesy  of  C3ry  Hustsd,  M.D.  3nd  Fr3nk 
Neum3yer,  M.D.  Lincoln,  NE. 
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PRESIDENT'S  PAGE 


What  has  the  NMA  done  for  me  - lately? 

RICHARD  RAYMOND,  M.D. 

Presdient,  Nebraska  Medical  Association 


This  is  a braggin'  and  beggin'  President's 
Page.  The  Nebraska  Medical  Association 
needs  your  help  in  convincing  non-mem- 
bers to  at  least  contribute  by  paying  their 
dues,  and  hopefully  we  just  made  that  a little 
easier. 

L.B.  525  was  passed  by  an  overwhelming 
majority  of  the  1989  State  Legislature,  and 
signed  into  law  tonight  by  Governor  Orr, 
after  portions  of  the  bill  were  deleted.  L.B. 
525  is  an  excellent  example  of  how  hard  the 
N.M.A.  works,  through  its  many  commit- 
tees, commissions  and  individuals,  to  pro- 
vide access  to  quality  care  for  the  citizens  of 
Nebraska.  For  those  who  question  what  the 
Association  does  for  them,  or  does  with  their 
dues  monies,  let  me  take  you  through  the 
passage  of  this  bill. 

Some  time  ago,  it  became  apparent  that 
patients  who  depended  on  Medicaid  for 
their  medical  bills  were  beginning  to  have 
access  problems  to  medical  care  in  different 
areas  of  the  state.  Physician  payments  had 
not  been  adjusted  for  years,  and  with  rising 
overhead  costs,  many  Medicaid  recipients 
were  being  provided  for  at  an  actual  loss  to 
the  attending  physician.  Many  clinics  were 
beginning  to  limit  the  number  of  Medicaid 
patients  they  would  see,  or  refusing  to  see 
them  at  all.  The  pediatricians  and  family 
physicians  did  studies  showing  office  over- 
head was  higher  than  Medicaid  re-imburse- 
ment  in  many  clinics. 

The  Ad-Hoc  Committee  on  Medicaid  Serv- 
ices worked  long  hours  with  the  Department 
of  Social  Services  to  try  to  correct  this  situ- 
ation. Initial  provider  rate  adjustments  were 
felt  to  be  inequitable,  and  the  only  solution 
appeared  to  be  an  increase  in  the  state 
budget  for  provider  fees.  With  help  from  the 
Department,  figures  were  established  that 
appeared  to  enable  the  state  to  provide  a fair 


Richard  Raymond,  M.D. 


reimbursement.  The  Commission  on  Legis- 
lation, The  Ad-Hoc  Committee  on  Medicaid 
Services,  Dave  Buntain  (the  NMA's  lobby- 
ist), and  our  executives  lobbied  the  Legisla- 
ture's Appropriations  Committee  intensively 
regarding  the  need  for  this  increase,  and  the 
Committee  subsequently  introduced  L.B. 
525. 

At  this  point,  the  key  contact  physician  for 
each  legislator  was  asked  for  his/her  help  in 
passage  of  the  bill.  We  were  also  aided  in  no 
small  amount  by  our  Auxiliary  contact  per- 
sons, the  Nebraska  Chapters  of  the  Acade- 
mies of  Family  Practice  and  Pediatrics,  and 
the  Nebraska  Dental  and  Optometric  Asso- 
ciations. 

Passage  of  L.B.  525  appropriates  over  ten 
million  state  and  federal  dollars  into  pro- 
vider re-imbursement  over  the  next  two 
years,  and  will  be  on  a single  locality  basis. 
Physicians  can  now  meet  their  overhead, 
and  patients  on  Medicaid  should  continue 
to  find  access  to  quality  care  in  Nebraska. 
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In  my  membership  recruiting,  the  first 
question  usually  asked  is,  "What's  the  NMA 
done  for  me?"  The  list  is  too  exhaustive,  so 
to  make  is  simple  I ask  them  to  compare 
their  malpractice  rates  to  surrounding  states. 
The  NMA  saves  physicians  (and  our  patients) 
thousands  of  dollars  a year  by  virtue  of  the 
Medical  Liability  Act,  but  that  Act  was  passed 
too  many  years  ago  to  impact  recruiting,  I 
guess.  Lately,  the  NMA  has  done  many  things 
to  benefit  all  physicians  of  Nebraska,  and 


L.B.  525  is  only  the  latest  thing  we  have 
done.  It  benefits  those  28%  who  do  not  pay 
dues,  as  well  as  those  of  us  who  do.  Tell 
them  we  work  for  them,  too,  and  they  should 
help  - at  least  by  paying  their  dues.  Tell  them 
your  dues  would  be  less  if  they  contributed. 
Tell  them  they're  free-loading,  while  we 
continue  to  work  for  them.  You  know  who 
they  are;  tell  them  what  we've  done  for 
them  lately  and  help  us  reach  2,000  mem- 
bers this  year. 
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THE  AUXILIARY 


The  Nebraska  Medical  Association  Auxiliary 
Awards  Presentations  - 1989 


This  report  is  submitted  to  the  Nebraska  Medical  Journal  by: 
Jeanette  Schlichtemeier,  First  Vice-President  NMAA 


Two  Auxilians  received  special  recogni- 
tion at  the  Auxiliary's  Awards  Brunch  April 
29th,  during  the  121  Annual  Session  held  in 
Lincoln.  Mrs.  Kevin  Wycoff  (Paige)  of  Hastings 
received  the  Annual  Auxilian  of  the  Year 
Award.  This  Award  is  given  to  honor  an 
individual  who  has  been  an  active  member 
of  the  Auxiliary  and  who  has  made  many 
contributions  of  service  to  her  community. 
Paige  has  been  an  active  auxilian  serving  as 
President,  Vice  President,  Secretary  and 
Courtesy  Chairman  of  the  Adams  County 
Auxiliary.  She  has  also  helped  organize  a 
workshop  on  "Stress  and  the  Medical  Mar- 
riage", and  Hors  d'oeuvres  Tasting  Party  and 
a Progressive  Brunch.  An  auxilian  states, 
"Listing  the  many  jobs  she  has  done,  does 
not  adequately  describe  what  she  has  given 
to  her  community.  She  gives  more  than  her 
time  and  energy  to  the  organizations  she 
serves.  She  uses  her  creativity  and  organiza- 
tional expertise  to  establish  a foundation 
that  will  provide  continuity  after  she  no 
longer  actively  fills  a leadership  position." 

She  has  been  director  of  Vacation  Bible 
School,  teaches  Sunday  School,  plays  in  her 
church's  bell  choir,  and  has  served  on  the 
education  commission. 

Due  to  her  efforts,  the  Parent  Teacher  Or- 
ganization of  her  children's  elementary 
school  was  reactivated  and  is  a vital  force 
today.  She  served  as  PTO  president  for  2 
years  and  initiated  a math  program  that 
involves  parent  and  community  volunteers. 

Mrs.  Wycoff  has  worked  on  the  Board  of 
Directors  for  the  YWCA,  where  she  chaired 
the  Ways  and  Means  Committee  which  was 
responsible  for  fund  raising  and  organizing 
many  meals  planned  around  YWCA  activi- 
ties including  the  Advent  Breakfast,  public 
affairs  luncheons  and  soup  and  pie  suppers. 


She  has  also  served  as  a Board  member  of 
the  Hastings  Civic  Symphony  at  which  time 
she  and  her  committee  created  the  Sym- 
phony Dinner  Club  to  raise  needed  funds  to 
keep  the  Symphony  alive. 

Mrs.  Wycoff  is  presently  serving  on  the 
Board  for  the  Foundation  of  the  Hastings 
Public  Schools.  This  position  entails  raising 
extra  funds  for  special  projects  for  the  pub- 
lic schools.  Her  most  recent  endeavor  has 
been  to  open  a gift  shop,  called  Sweet  Peas, 
with  a friend  in  the  fall  of  1988. 

This  mother  of  three  sons  is  an  active 
member  of  the  First  Methodist  Church.  Her 
hobbies  include  cooking,  sewing  and  read- 
ing. 

Mrs.  Gordon  Bainbridge  (Rogene)  of  Grand 
Island  received  the  Annual  Merit  Award. 
This  award  is  given  to  honor  an  individual 
who  has  given  time  and  service  to  the  Aux- 
iliary. Rogene  has  been  an  active  member 
for  fifteen  years.  For  five  of  those  years,  she 
has  added  her  special  abilities  to  various 
committees  of  the  state  auxiliary.  She  has 
always  been  involved  with  projects  that  meet 
the  needs  of  her  community.  As  President  of 
the  Hall  County  Medical  Auxiliary  she  used 
a newsletter  to  improve  communication. 
Also,  the  auxiliary  undertook  the  promotion 
of  the  "Safe  Ride"  Program  at  a time  when 
we  were  just  becoming  aware  of  the  impor- 
tance of  car  seat  restraints.  Her  auxiliary's 
first  progressive  dinner  was  held  for  the 
benefit  of  AMA-ERF.  She  coordinated  the 
University  of  Nebraska  Medical  Center's 
"Centennial  Train's"  visit  to  Grand  Island. 
She  has  always  been  ready  to  tackle  a major 
project.. .quietly,  but  with  skill  and  warmth. 

In  1986  Rogene  was  Project  Chairman  for 
"Fiesta  Mexicana",  another  progressive 
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dinner  benefit,  and  the  following  year  she 
was  co-chairman  of  the  fundraising  event  for 
community  projects  held  at  Stuhr  Museum, 
the  most  successful  effort  to  date.  In  1988, 
as  chairman  of  Doctor's  Day  for  both  her 
county  and  state  auxiliary,  she  was  innova- 
tive in  preparing  an  artistic  declaration  for 
distribution. 

For  the  past  year  she  has  served  as  a 
Director  of  our  state  auxiliary.  She  also 
undertook  the  task  of  organizing  the  first 
long-range  plan  for  her  county  auxiliary,  in 
which  strengths  and  weaknesses  of  the  or- 
ganization were  identified.  She  provided 
skillful  guidance  in  a task  many  of  us  would 
find  overwhelming,  which  will  influence  the 
growth  of  her  auxiliary  for  many  years  to 
come. 


Her  community  activities  include  her 
church,  the  YWCA,  the  United  Way,  the  Red 
Cross,  and  the  Mental  Health  Board.  She 
helped  to  develop  the  hospital's  "Nursing 
Nanny"  Program,  and  devotes  at  least  one 
night  a week  to  rocking  and  nurturing  new- 
borns. She  has  designed  and  painted  murals 
for  the  walls  of  the  youth  areas  of  the  First 
Presbyterian  Church  and  has  been  involved 
with  the  youth  fellowship. 

This  mother  of  three  children  enjoys  knit- 
ting, sewing,  reading  and  gardening. 

Awards  Committee 
Jeanette  Schlichtemeier,  Omaha 
Linda  Brown,  Hastings 
Alleen  Bosley,  Grand  Island 
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NEW  MEMBERS 


Dale  W.  Black,  M.D. 

Box  345,  101  Main  SL 
Lynch,  NE  68746 

Leslie  D.  Schlake,  M.D. 

P.O.  Box  690 
Broken  Bow,  NE  68822 

Rafael  Perez-Ferrari,  M.D. 

416  W.  2nd 
Kimball,  NE  69145 

Mark  R.  Jones,  M.D.  (reinstated) 
Box  797 

Lexington,  NE  68850 

Joseph  S.  Miller,  M.D. 

Box  797 

Lexington,  NE  68850 

Haskel  Morris,  M.D.  (reinstated) 
8601  W.  Dodge  Rd. 

Omaha,  N E 681 1 4 

Michael  W.  Bigley,  M.D. 

401  Doctors  Bldg. 

Omaha,  NE  68131 

Alan  Fuss,  M.D. 

8303  Dodge 
Omaha,  N E 681 1 4 

Richard  G.  Runge,  M.D. 

800  Mercy  Dr. 

Council  Bluffs,  lA  51501 

Ronald  J.  Sheppard,  M.D. 

P.O.  Box  218 
Callaway,  NE  68825 

Thomas  O.  Martin,  M.D. 

207  S.  26th 
Ord,  NE  68862 

Vincent  G.  Bjorling,  M.D. 

4009  Avenue  B 
Scottsbiuff,  NE  69361 

James  T.  Canedy,  M.D. 

609  Doctors  Bldg. 

Omaha,  NE  68131 

Timothy  P.  Crnkovich,  M.D. 
7804  Chicago  Plaza 
Omaha,  NE  681 14 


Katherin  E.  Hankins,  M.D. 

602  N.  30th  St. 

Omaha,  NE  68131 

Gregory  M.  Hansen,  M.D. 

8111  Dodge  SL 
Omaha,  NE  681 14 

C.  J.  LaBenz,  M.D.  (reinstated) 

201  S.  46th  SL 
Omaha,  NE  68132 

Joseph  M.  Sippel,  M.D. 

6901  N.  72nd  SL 
Omaha,  N E 681 22 

P.  J.  Bertolini,  M.D. 

3900  Old  Cheney  Rd.,  #208-209 
Lincoln,  N E 68516 

Mary  C.  Lutz,  M.D. 

3201  Pioneers  Blvd.,  #304 
Lincoln,  N E 68502 

Alan  N.  Langnas,  M.D. 

Dept,  of  Surgery 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

Joseph  M.  Painter,  M.D. 

121  - 15th  Ave.,  Box  166 
Franklin,  NE  68939 

James  Shreck,  M.D. 

1307  S.  Willow 
North  Platte,  NE  69101 

Bernard  G.  Keown,  M.D.  (reinstated) 
Box  323 
Ord,  NE  68862 

Milton  C.  Zadina,  M.D.  (reinstated) 
Box  1394 

Columbus,  NE  68601 

Linda  S.  Mazour,  M.D. 

Box  467 

Red  Cloud,  NE  68970 

Daniel  E.  Mazour,  M.D. 

Box  467 

Red  Cloud,  NE  68970 

Ronald  S.  Gooding,  M.D. 

216  Blackstone  Centre 
Omaha,  N E 68131 
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Nancy  E.  Knowles,  M.D. 
622  Doctors  Bldg. 
Omaha,  NE  681  31 

James  J.  Shehan,  M.D. 
St.  Joseph  Hospital 
601  No.  30th  St. 
Omaha,  NE  68131 


Carl  V.  Smith,  M.D. 

UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

John  E.  Tarsney,  M.D. 

8303  Dodge  St. 

Omaha,  NE  681 14 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

AUGUST  12,  1989  — 1989  Hypertension 
Update-  AMI  Saint  Joseph  Hospital,  Omaha, 
Nebraska. 

AUGUST  25-26,  1989  — Pediatric  Infectious 
Disease  Conference:  Pathogenesis,  Preven- 
tion, and  Practical  Approaches  - Westin 
Crown  Center,  Kansas  City,  Missouri. 

SEPTEMBER  22,  1989  — Colorectal  Cancer - 
Peter  Kiewit  Conference  Center,  Omaha, 
Nebraska. 

OCTOBER  6,  1989  — Prevention  of  Renal 
Failure  - Marriott  Hotel,  Omaha,  Nebraska. 

OCTOBER  13-22,  1989  (Phase  I)  — Creighton 
Model  Natural  Family  Planning  Education 
Programs:  Practitioner  and  NFP  Medical 
Consultant  - Pope  Paul  VI  Institute,  Omaha, 
Nebraska. 

OCTOBER  20-21,  1989  — Fourth  Annual  a 
Day  with  the  Perinatalogists  - Marriott 
Hotel,  Omaha,  Nebraska. 

NOVEMBER  1,  1989  — Creighton  - Old  and 
New  - Creighton  University,  Omaha,  Nebraska 

NOVEMBER  2-4,  1989  — Controversies  and 
Clinical  Management  In  High  Risk  Obstetrics - 
San  Diego,  California. 

JANUARY  25-30,  1990  — Esophageal  Dis- 
orders: Pathophysiology  and  Treatment  - 
Maui,  Hawaii. 

ONGOING  UPON  REQUEST:  MINI-FELLOW- 
SHIP OPPORTUNITIES  — Creighton  Uni- 
versity is  offering  mini-fellowships  on  a 
variety  of  topics.  They  are  designed  for  the 
physician  who  can  leave  their  practice  for  a 
period  of  intensive  personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 


For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine  Continuing  Medical  Educa- 
tion Division,  Omaha,  Nebraska  68178.  Toll  Free  (800) 
548-CMED,  In  Nebraska  - (402)  280-1830. 


ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Continuing 
Medical  Education  Division,  Omaha,  Nebraska  681  78, 
Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280-1830. 


NMA  COMING  MEETINGS 

SEPTEMBER  14-16,  1989  — NMA  Fall  Session 
- Cornhusker  Hotel. 

APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  13-1  5,  1990  — NMA  Fall  - Corn- 
husker Hotel. 

APRIL  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 
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UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL 
EDUCATION  COURSES 

JULY  30  - AUGUST  2,  1989  — Cardiovascular 
Disease  Prevention,  Snovvmass,  Colorado. 

SEPTEMBER  8-9, 1 989  — Current  Controversies 
and  Techniques  In  Congenital  Heart  Surgery, 
Baltimore,  Maryland. 

SEPTEMBER  20,  1989  — Smith,  Kline&  French 
Digestive  Diseases  Symposium. 

SEPTEMBER  25-30,  1989  — Emergency  Med- 
icine Review. 

OCTOBER  2-7,  1989  — Emergency  Medicine 
Review. 

OCTOBER  20-21,  1989  — Etiology  of  Breast 
Cancer,  Peter  Kiewit  Conference  Center, 
Omaha,  Nebraska. 

NOVEMBER  30  - DECEMBER  3,  1989  — 
Nebraska  Obstetrics  and  Gynecologic  Society. 
Las  Vegas,  Nevada 

FEBRUARY  1 1-1 8,  1 990  — 8th  Annual  Park  City 
Oculoplastic  Meeting,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone,  Colorado. 

MARCH  26-April  6,  1990  — Family  Practice 
Review. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 


SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

**AII  programs  are  held  at  the  center  for  continuing 
education,  Univeristy  of  Nebraska  Medical  Center  unless 
otherwise  noted. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

ALLERGY  ABROAD  - ITALY  — October  1 8-27, 
1989.  To  be  held  in  Padua,  Florence,  Rome 
Italy.  Program  Chairman;  Phillip  E.  Korenblat, 
M. D.  Credit  Hours:  20  hours  Category  1 
AMA  Fee:  S495. 

For  further  information,  contact  Loretta  Ciacoletto, 
Washington  University  School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  South  Euclid,  Box 
8063,  St  Louis,  Missouri  6311 0.  (800)  325-9862  Interstate. 


OMAHA  MID-WEST  CLINICAL  SOCIETY: 

57TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 2,  3 and  4,  1 989,  Thursday,  Friday  & 
Saturday,  The  Red  Lion  Inn,  Omaha.  For 
information,  please  contact:  Miss  Lorraine 
Seibel,  Executive  Secretary,  Omaha  Mid- 
West  Clinical  Society,  7363  Pacific  Street, 
#205-B  Omaha,  Nebraska  68114. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

ANNUAL  SESSION 
April  28-30,  1989 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible  changes, 
and  final  action,  refer  to  the  minutes  which  follow 
these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Donald  ).  Pavelka,  M.D.,  Omaha  - Chairman:  Richard  A.  Raymond. 
M.D.,  O'Neill:  Robert  F.  Shapiro,  M.D.,  Lincoln:  L Dwight  Cherry,  M,D,, 
Lincoln:  Stanley  M,  Truhlsen,  M,D„  Omaha:  C,  T,  Frerichs,  M.D„ 
Beatrice:  Paul  E,  Collicott,  M,D„  Lincoln:  Darroll  J,  Loschen,  M. D„  York: 
Richard  Meissner,  M,D„  Omaha:  David  Little,  M,D„  Hastings, 

The  Board  of  Directors  submits  the  following  report 
to  the  House  of  Delegates. 

1 . Increasing  membership  in  organized  medicine  has 
been  given  considerable  emphasis  by  the  Board  in 
1989  and  this  activity  will  continue  in  future  months. 
Board  members  have  sent  personal  letters  to  physi- 
cians in  their  particular  districts  who  have  not  joined 
the  Association,  and  have  made  personal  contacts.  In 
addition,  several  county  medical  society  representatives 
have  become  involved  in  contacting  physicians  cur- 
rently not  members. 

The  response  has  been  positive  and  will  be  measured 
more  definitively  as  additional  applications  and  dues 
payments  are  received.  Total  membership  for  1988 
was  1703.  Detailed  membership  statistics  will  be 
included  in  the  Board's  report  to  the  Fall  Session  of  the 
House. 

2.  The  Board  has  continued  to  address  a resolution 
adopted  at  the  1988  Annual  Session  which  proposed 
the  Association  work  to  alter  the  process  that  directs 
how  complaints  regarding  licensees  are  routed  within 
State  government  This  issue  is  now  being  considered 
by  the  Task  Force  on  Disciplinary  Action  for  Licenses 
that  was  developed  by  Gregg  F.  Wright  M. D.,  Director 
of  the  State  Department  of  Health.  The  task  force  will 
also  address  the  issue  of  the  health  professional  who  is 
impaired  by  an  addiction  to  drugs  and/or  alcohol.  The 
task  force  has  had  several  meetings  and  appears  to  be 
addressing  the  subject  in  considerable  detail.  The 
Nebraska  Medical  Association  is  represented  by 
James  H.  Dunlap,  M. D.,  and  Charles  M.  Pallesen. 

3.  The  Board  gave  renewed  consideration  to  the 
status  of  the  Health  Care  Quality  Improvement  Act 
(HCQIA)  of  1 986  which  would  establish,  among  other 
things,  under  federal  law,  conditional  immunity  from 
liability  for  certain  peer  review  bodies.  Based  on  an 
initial  analysis  by  counsel,  the  Board  had  recommended 
to  the  1988  Fall  Session  of  the  House  that  the 
Association  sponsor  legislation  which  would  opt 
Nebraska  out  of  the  provisions  of  the  federal  statute. 
The  House  of  Delegates  concurred  that  the  Association 
should  proceed  with  legislation  in  the  Nebraska 
Legislature.  An  in-depth  review  of  the  Nebraska 
statutes,  discussions  with  proponents  of  the  HCQIA 
and  a review  ot  the  experience  of  other  states  showed 


that  the  HCQIA  provides  additional  immunity  over 
current  state  law  and  that  the  risk  of  amending  the 
statutes  was  considerable.  Further  analysis  found  that 
opting  out  would  still  require  hospital  or  medical  peer 
review  organizations  to  meet  the  minimum  procedural 
requirements  of  the  Health  Care  Quality  Improvement 
Act.  The  review  emphasized  that  the  Health  Care 
Quality  Improvement  Act  will  give  physicians  in  health 
care  entities  involved  in  the  peer  review  process 
greater  protection  than  now  exists  under  state  law. 
Specifically,  it  will  give  immunity  from  antitrust 
violations  for  peer  review  activities  both  by  professional 
societies  and  hospital  review  committees,  and  it  will 
provide  immunity  from  libel  and  slander  to  hospital 
utilization  review  and  medical  staff  committees  which 
is  not  now  afforded  under  state  law.  In  addition,  the 
act  does  not  weaken  any  of  the  other  state  statutes 
currently  regulating  peer  review. 

For  the  above  reasons,  the  Board  voted  to  not 
introduce  legislation  in  the  Nebraska  Legislature  and 
to  allow  the  Health  Care  Quality  Improvement  Act  to 
become  effective  as  scheduled  on  October  14,  1989. 

4.  Representatives  of  the  Board  and  the  delegation 
to  the  AMA  have  met  with  representatives  of  nursing 
organizations  and  the  Nebraska  Hospital  Association 
to  discuss  the  nursing  shortage.  These  meetings  were 
called  for  in  the  Board's  Report  to  the  1988  Fall 
Session  of  the  House,  and  in  a resolution  adopted  by 
the  House  which  specifically  addressed  the  shortage 
of  nurses  in  Nebraska. 

Fwo  meetings  were  held  to  discuss  the  resolution. 
Given  greatest  consideration  was  the  current  situation 
in  Nebraska  The  nursing  representatives  presented 
considerable  information  regarding  their  efforts  to 
address  the  shortage,  and  input  was  provided  by  the 
Nebraska  Hospital  Association  and  the  NMA  repre- 
sentatives present.  Following  the  second  meeting,  the 
President  of  the  Nebraska  Nurses's  Association  pro- 
vided the  Association  with  the  following  resolution  for 
consideration.  The  Nebraska  Medical  Association 
representatives  have  asked  that  Item  6 be  re-worded 
to  state,  "Through  our  cooperative  efforts,  we  hope  to 
demonstrate  that  there  is  no  need  for  the  development 
of  a registered  care  technologist  or  like  program  in 
Nebraska." 

The  Board  presents  the  following  resolution  to  the 
House  for  consideration  and  recommends  its  adoption. 


NURSING  RESOLUTION 

State  health  care  organizations  in  Nebraska  have 
been  cooperating  to  address  the  serious  problems 
occasioned  by  the  shortage  of  nurses  in  Nebraska 
Their  efforts  have  resulted  in  the  following  statement 
of  position. 

WHEREAS,  there  is  currently  a real  and  ongoing 
shortage  of  nursing  and  other  health  care  profes- 
sionals in  Nebraska  due  to  the  greatly  increased 
demand  produced  by  an  aging  population,  increasing 
acuity  of  patient  care  needs,  and  increasing  use  of 
technology;  and, 

WHEREAS,  it  is  estimated  that  by  the  year  2000, 
Nebraska  will  experience  a shortage  of  approximately 
4000  nurses;  and. 
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WHEREAS,  nurses  spend  30-40%  of  their  time  away 
from  the  patient's  bedside;  and, 

WHEREAS,  reimbursement  for  health  care  has  not 
kept  pace  with  the  cost  of  health  care  resources; 
and, 

WHEREAS,  some  known  problems  with  recruitment 
and  retention  of  nurses  involves  salaries  and  salary 
compression;  and, 

WHEREAS,  the  Nebraska  Assembly  of  Deans  and 
Directors  (of  schools  of  nursing)  are  dedicated  to 
improving  educational  mobility  between  all  levels  of 
nursing  education;  and, 

WHEREAS,  there  is  a system  of  multiple  possibilities 
for  entry  into  the  nursing  profession  existent  in  the 
state  which  includes  care  staff  members,  aides, 
orderlies,  licensed  practical  nurses,  and  registered 
nurses  with  associate  degrees,  diplomas,  baccalaur- 
eate degrees,  and  graduate  degrees;  and, 

WHEREAS,  we  recognize  tbe  interdependence  of 
nursing,  medicine,  health  care  agencies,  health  care 
administration  in  meeting  the  evergrowing  health 
care  needs  of  our  citizens; 

WE,  THE  UNDERSIGNED,  TAKE  THE  POSITIONS 
THAT: 

1.  We  shall  support  legislative  initiatives  to  attract 
men  and  women  to  the  health  care  field  with  special 
emphasis  on  nursing. 

2.  We  shall  support  efforts  by  individuals  at  all 
levels  of  nursing  to  pursue  further  education  by 
furnishing  accurate  information  concerning  educa- 
tional options;  by  providing  financial  incentives;  and 
by  identifying  and  encouraging  those  with  potential 
for  advanced  education. 

3.  We  shall  encourage  and  support  federal  initiatives 
to  fund  reimbursement  by  government  and  other 
third  party  payers  for  nursing  costs  in  order  that 
agencies  may  effectively  address  the  issue  of  salary 
compression. 

4.  We  shall  support  the  efforts  of  the  Nebraska 
-Assembly  of  Deans  and  Directors  to  maximize 
educational  mobility  for  all  nurses  and  potential 
nurses. 

5.  We  shall  recommend  and  support  strategies  that 
promote  the  addition  of  support  personnel  and 
systems  that  will  enable  nurses  to  spend  the 
majority  of  their  time  providing  direct  patient  care. 

6.  Through  our  cooperative  efforts,  we  hope  to 
demonstrate  that  there  is  no  need  for  the  develop- 
ment of  a registered  care  technologist  or  like 
program  in  Nebraska 

5.  During  the  Fall  Session  the  House  adopted  a 
resolution  directing  that  the  Association  designate  a 
Standing  Committee  or  an  Ad-Hoc  Committee  to 
provide  administrative  support  to  physicians  making 
recommendations  to  the  Workmen's  Compensation 
Court  regarding  additions  and/or  changes  in  its 
Relative  Value  Study.  The  specific  makeup  of  the  Ad- 
Hoc  Committee  is  being  finalized  and  the  intent  of  the 
Board  is  to  include  the  specialties  of  orthopedics, 
radiology,  pathology,  surgery  and  an  internist  or  family 
physician.  Based  on  specific  recommendations  re- 


ceived from  members,  physicians  representing  ad- 
ditional specialties  will  be  added  to  the  committee. 

6.  During  the  1 988  Fall  Session,  the  House  adopted  a 
resolution  calling  for  the  Association  to  study  the 
anticipated  decline  in  medical  manpower  and  to 
report  back  at  this  Annual  Session.  This  resolution  was 
referred  to  the  NMA  Commission  on  Medical  Educa- 
tion for  consideration  and  development  of  the  report. 

7.  The  House,  at  the  1988  Fall  Session,  considered 
and  referred  to  the  Board  a resolution  directing  the 
Nebraska  Medical  Association  to  recommend  to  the 
State  Department  of  Insurance  that  they  require 
health  care  insurance  providers  doing  business  in  the 
State  of  Nebraska  to  cover  the  cost  of  immunizations 
of  children  as  currently  recommended  by  the  American 
Academy  of  Pediatrics  and  the  Public  Health  Service, 
and  proposing  that  this  service  be  provided  without  a 
deductible,  or  co-payment  by  the  insured  individual. 

In  review  of  this  issue,  the  Board  gathered  information 
about  Nebraska's  Public  Health  Immunization  Program. 
The  Board  found  that  there  are  immunization  sites  in 
53  towns  in  47  counties.  Each  site  has  a sponsoring 
physician.  If  a child  has  any  "medical"  problem,  the 
child  is  referred  to  a physician  where  the  immunization 
is  given.  The  community  provides  the  site,  the  staff 
and  selects  the  sponsoring  physician.  Clinics  cannot 
charge  for  the  vaccine,  only  administration  of  the 
vaccine  and  this  charge  is  S5  per  child  or  less.  The 
community  determines  the  charge  and  some  are 
provided  for  as  little  as  $1  or  at  no  charge.  The  federal 
government  provides  the  vaccine  at  no  cost  through  a 
grant  to  the  State  Department  of  Health.  The  Depart- 
ment is  not  currently  soliciting  sites  for  clinics  as  1 8 or 
19  additional  communities  have  expressed  interest  in 
setting  up  a program.  Federal  funds  are  not  available 
to  expand  the  program  at  this  time  and  these 
communities  have  been  placed  on  a waiting  list.  The 
Department  generally  works  with  community  action 
groups  such  as  Goldenrod  Hills,  the  Extension  Service, 
home  health  agencies,  etcetera  to  set  up  the  programs. 
In  addition,  the  program  provides  vaccine  to  physicians 
for  vaccination  of  Medicaid  recipients. 

It  is  estimated  that  approximately  one-fourth  of 
Nebraska's  immunizations  are  administered  in  public 
settings.  That  figure  also  includes  the  University  of 
Nebraska  and  Creighton  University  Medical  Centers. 
From  January,  1987,  through  September,  1988,  the 
number  of  doses  of  vaccine  administered  were  as 
follows: 


(Measles- 

(Oral 

(Diptheria  and 

Mumps- 

Polio 

Tetanus  Toxiods 

Rubella) 

Vaccine) 

and 

Petussis  Vaccine) 

MMR 

OPV 

DTP 

Jan-Dec,  1987 

8,350 

27,655 

32,591 

Jan-Sept,  1 988 

7,212 

24,085 

28,478 

A Legislative  Bill  (LB  64)  which  would  mandate  well- 
baby  coverage  was  introduced  in  the  Nebraska 
Legislature  through  the  auspices  of  the  Nebraska 
Academy  of  Pediatrics.  The  NMA  Commission  on 
Legislation  and  Governmental  Affairs  considered  this 
legislative  bill  along  with  several  others  which  would 
have  mandated  insurance  companies  provide  coverage 
for  certain  medical  situations.  The  Commission's 
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decision  was  to  monitor  these  bills  and  take  no  official 
position.  LB  64  was  killed  by  the  Legislature's  Banking, 
Commerce  and  Insurance  Committee,  it  might  be  well 
for  medical  groups  to  approach  various  insurance 
carriers,  utilizing  adequate  data,  expressing  the  recom- 
mendation that  coverage  for  immunizations  and  well- 
baby  care  is  cost-effective  and  should  be  considered 
for  automatic  inclusion  in  their  policies. 

8.  The  Board  spent  a considerable  amount  of  time 
reviewing  the  NMA  Blue  Cross/Blue  Shield  Croup 
Health  Insurance  Program.  This  program  has  historically 
offered  the  high  option  usual  and  customary  coverage 
and  a custom-flex  option.  The  experience  of  the 
program  from  October  1,  1987,  through  October  1, 
1988,  reflected  a $505,919  deficit  The  Board  reviewed 
the  rate  increases  necessary  to  maintain  existing 
coverages  and  decided  that  a program  of  coverage 
offering  additional  options  should  be  explored  to 
produce  a more  desirable  rating  structure. 

The  Board  has  adopted  a coverage  package  which 
retains  the  high  option  traditional  coverage  and 
expands  the  custom  flex  coverage  to  four  possible 
deductible  categories,  as  compared  to  the  existing 
two  deductible  options.  In  addition,  the  new  package 
will  include  pre-admission  certification,  a maternity 
benefit  option,  and  there  will  be  age,  sex  and  area 
rating.  This  program  is  made  available  to  physician 
members  of  the  Association  and  their  families,  and 
physician's  staffs  and  their  families.  The  Board  feels 
this  is  an  attractive  program  and  it  remains  very 
competitive  with  other  coverage  packages  available  in 
the  open  market 

9.  The  House  adopted  a resolution  regarding  generic 
medications  at  the  1988  Fall  Session.  The  resolution, 
as  amended,  reads  "that  the  NMA  recommend  that 
pharmacists  dispense  name-brand  products  as  pre- 
scribed and  that  generics  not  be  substituted  unless 
otherwise  specified  by  the  prescribing  physician", 
with  the  further  addition  that  the  resolution  be 
communicated  to  the  Nebraska  Department  of  Health 
for  appropriate  action. 

The  Executive  Committee  of  the  Nebraska  Medical 
Association  Board  of  Directors  have  taken  the  intent  of 
this  resolution  seriously,  and  continues  to  try  to  find  a 
workable  solution  to  a multi-faceted  problem.  It 
appears  that  a change  in  section  71-5403  of  the 
Revised  Statute  of  Nebraska  may  be  the  only  solution 
to  stop  random  generic  substitution  by  pharmacists.  In 
fact,  LB  353  was  introduced  in  this  year's  legislature  to 
expand  generic  substitution  to  schedule  II  controlled 
substances.  Any  attempt  to  prohibit  generic  substitu- 
tion would  probably  be  futile,  as  it  would  be  opposed 
by  the  Nebraska  Pharmacists  Association,  the  AARP, 
the  HMO  and  insurance  industries,  and  most  Nebraskans 
in  general.  Before  any  legislative  attempt  to  outlaw 
random  generic  substitution  is  made,  much  thought 
and  deliberatiori  must  go  into  a decision  such  as  this 
that  might  reflect  upon  physicians  as  being  insensitive 
to  the  rising  costs  of  health  care,  especially  to  the 
elderly.  Medicaid  and  Medicare  officials  would  not 
take  this  action  lightly,  either,  as  it  would  have 
budgetary  consequences  for  them. 

While  generic  substitution  can  result  in  unfavorable 
outcomes  to  our  patients'  health,  there  are  federal  and 
state  statutes  in  all  50  states  that  allow  random  drug 


product  substitution.  It  is  also  mandated  by  law  that 
generics  will  be  substituted  for  patients  on  public 
assistance  (Medicare/Medicaid),  as  well  as  being 
required  by  many  HMOs  and  insurance  companies, 
unless  otherwise  specified  by  the  patient's  physician. 
If  brand  name  drugs  are  insisted  upon,  but  not 
documented  by  the  prescriber  by  specifying"N.D.P.S.," 
the  pharmacist's  reimbursement  may  be  lower  than 
his/her  actual  cost.  If  the  patient  is  on  public 
assistance,  the  pharmacist  may  have  to  refuse  to  fill 
the  prescription  if  N.D.P.S.  is  not  specified;  and  if  the 
patient's  pharmaceuticals  are  covered  by  third  party 
payors,  with  generic  substitution  mandated,  the 
patient  will  be  responsible  for  making  up  the  difference 
between  the  payment  by  the  insurance  company  and 
the  pharmacist's  charge  for  brand  name  drugs.  It  is 
obvious  that  physicians  would  receive  many  phone 
calls  on  a daily  basis  from  the  pharmacists  in  these 
situations  if  drug  product  substitution  was  not  allowed. 
It  appears  to  be  simpler  to  just  write  N.D.P.S.  on  the 
prescription  if  there  is  a concern  for  the  patient's 
health  at  this  time. 

As  we  continued  to  research  this  problem,  some  facts 
have  been  discovered  that  most  physicians  are 
unaware  of  regarding  drug  substitution,  but  are  very 
critical  to  our  concerns  regarding  patient  welfare. 
Under  the  previously  cited  statute,  a pharmacist  shall 
not  drug  product  substitute  a product  that  is: 

(A)  An  enteric  coated  tablet  or  capsule 

(B)  An  injectible  suspension  other  than  an  antibiotic 

or  insulin 

(C)  A controlled  release  product 

(D)  A suppository 

Also,  the  FDA  recommends  that  capsules  and  tablets 
are  not  interchangeable  and  should  not  be  used  in 
such  a fashion.  More  importantly,  the  statute  states, 
"The  department  shall  maintain  a list  of  drug  products 
for  which  bio-equivalency  has  been  demonstrated 
and  documented  either  federally  or  by  the  state."  This 
list  is  the  "orange  book",  a publication  by  the  FDA.  It 
categorizes  drugs  as  being  on  list  "A"  or " B".  Those  on 
the  B list  cannot  be  substituted  for  in  Nebraska.  The 
NMA  requested  the  "orange  book",  but  has  not 
received  it  as  yet  When  we  do,  we  will  compile  a list 
of  commonly  prescribed  B category  drugs  for  physician 
reference.  Many  of  the  pharmacists  we  have  visited 
with  are  unaware  an  "orange  book"  exists  and  may  be 
unwittingly  substituting  generics  for  brand  name 
drugs  that  are  forbidden  by  state  statute.  Representa- 
tives of  the  Nebraska  Pharmacists  Association  and 
Bureau  of  Examining  Boards  are  aware  of  our  concerns, 
and  have  met  with  us,  asking  that  physicians  report 
any  willful  violations  of  the  statute  to: 

The  Bureau  of  Examining  Boards,  Investigative  Section 
Attention:  Dennis  Keenan 
P.O.  Box  95007 
Lincoln,  Nebraska  68509 

While  writing  N.D.P.S.  when  you  feel  it  is  medically 
appropriate,  becoming  informed  on  drugs  that  cannot 
be  legally  substituted  and  reporting  violations  may 
help  the  immediate  situation  where  generic  substitu- 
tion is  now  increasing  to  a current  rate  of  over  30%, 
there  may  still  be  the  question  of  pharmaceutical 
equivalency. 
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While  the  data  reviewed  on  bio-availability  and  bio- 
equivalency is  too  extensive  for  this  report,  an  ex- 
planation of  the  70/70  rule  is  appropriate.  Generic 
drugs  are  tested  for  bio-availability  on  single  dose 
testing  in  young  healthy  male  subjects.  To  qualify, 
some  drugs  only  have  to  have  a serum  level  within 
30%  of  the  brand  name  drug  it  is  being  compared  to  in 
at  least  70%  of  the  subjects  tested.  That  means, 
simply,  these  drugs  can  have  levels  varying  from  70% 
to  130%  of  the  brand  name  drug,  and  this  variability 
has  to  be  duplicated  in  only  70%  of  the  subjects 
tested.  As  physicians,  we  know  that  absorption  in 
healthy  young  males  does  not  always  correlate  in  the 
elderly  patient  with  multiple  health  problems,  who  are 
usually  taking  other  medications.  Additionally,  no  tests 
are  done  to  compare  absorption  rate  variances  with 
food,  other  drugs,  etc  and  no  testing  has  been  done 
on  multiple  dosage  situations  where  titers  may  rise. 
The  worst  scenario  sees  the  pharmacists  substituting 
generic  for  generic  as  he/she  finds  a cheaper  supplier 
or  a cheaper  product,  with  patient's  drug  levels  varying 
nearly  100%.  While  it's  virtually  impossible  to  explain 
this  to  most  patients  in  terms  they  can  understand,  it  is 
very  easy  to  ask  them  if  they  would  buy  the  cheapest 
oil  or  gasoline  and  put  it  in  their  car,  or  if  they  thought 
they  ever  thought  they  got  a true  bargain  when  they 
bought  the  cheapest  product  available. 

Lastly,  we  need  to  inform  you  that  a liability  risk 
appears  to  be  present  when  generics  are  substituted 
for  name  brand  products.  The  FDA  has  already  issued 
a disclaimer  that  they  are  not  recommending  any  of 
these  generics,  and  has  denied  "responsibility  for  drug 
product  substitution  by  physicians  and  pharmacists". 

Litigation  could  arise  from  a therapeutic  failure  with 
a substituted  drug  and  if  N.D.P.S.  was  not  written,  the 
pharmacist  appears  not  to  be  liable  as  it  is  the 
physician's  responsibility  to  include  those  initials  if 
he/she  feels  drug  product  substitution  might  be 
detrimental  to  the  patient's  health. 

While  it  is  unscientific  and  potentially  medically 
unsound  for  the  FDA  to  ensure  therapeutic  equivalence 
based  on  little  or  no  hard  data,  in  the  hope  that 
federally  financed  drug  product  programs  can  save 
some  money,  it  seems,  at  present,  to  be  the  law  of  the 
land.  To  fight  this  in  the  legislative  arena  is  no  small 
task,  however  we  wished  to  present  this  information 
to  the  House  for  its  consideration.  It  is  the  Board's 
opinion  that  this  section  of  the  report  should  be 
carried  as  a separate  article  in  the  newsletter  and/or 
the  Nebraska  Medical  Journal. 

We  stand  ready  to  serve  the  wishes  of  the  House. 

10.  The  Association  was  requested  to  select  nom- 
inees for  various  state  agency  committees  and  boards. 
F.  H.  Hathaway,  M.  D.,  was  selected  as  a nominee  for  a 
vacant  position  on  the  Department  of  Health  Board  of 
Examiners  in  Nursing  Home  Administration.  Clyde  L 
Kleager,  M.D.,  was  nominated  to  serve  on  the 
Department  of  Environmental  Control  Citizens'  Ad- 
visory Committee  of  the  Nebraska  Wellhead  Pro- 
tection Program.  James  M.  Plate,  M. D.,  was  nominated 
to  serve  on  the  Nebraska  Department  of  Health 
Physician  Assistant  Committee. 

11.  The  Board  has  devoted  considerable  time  to  its 
member  benefit,  non-dues  income  activities.  The 
group  program  through  Nebraska  Blue  Cross/Blue 


Shield  was  discussed  previously  in  this  report  The 
Board  has  terminated  our  endorsement  of  the  I.  C. 
Systems  collection  agency  and  has  entered  into  an 
agreement  with  Bartling&  Hinkle,  P.C.,  in  Lincoln.  This 
firm  is  developing  informational  materials  which  will, 
hopefully,  be  available  for  distribution  at  the  Annual 
Session.  The  Association's  Visa  card  project  continues 
to  grow  and  the  Board  encourages  all  members  to  take 
advantage  of  this  ser'/ice.  The  Association  plays  a role 
in  the  promotion  of  these  services  to  Association 
members  for  which  we  receive  an  administrative  fee 
which  helps  offset  the  amount  of  dues  necessary  to 
operate  our  organization. 

12.  The  1988  Annual  Audit  precedes  this  report  of 
the  Board.  In  addition,  we  have  attached  a copy  of  the 
1989  Association  Budget  as  adopted  by  the  Board. 

Your  Board  of  Directors  requests  approval  of  the 
matters  presented  in  this  report,  and  stands  ready  to 
receive  items  which  may  be  presented  to  the  Board  by 
the  House  of  Delegates  at  this  session. 

REPORT  OF  THE  DELEGATE  TO  THE  A.M.A. 

The  interim  meeting  of  the  American  Medical 
Association  was  held  at  the  Loev/s  Anatole  Hotel  in 
Dallas,  Texas,  December  4th  through  7th,  1988. 

There  were  four  hundred  and  twenty-three  (423) 
delegates  seated  including  three  hundred  and  thirty- 
six  (336)  delegates  representing  state  medical  associa- 
tions, seventy-seven  (77)  delegates  representing 
national  medical  specialties,  and  ten  service  delegates 
representing  students,  residents,  medical  staffs,  and 
the  armed  forces. 

The  Nebraska  delegates  and  alternate  delegates  in 
attendance  were:  John  D.  Coe,  M.D.,  Carl  J.  Cornelius, 
M. D.,  Louis  J.  Cogela,  M.D.,  Blaine  Y.  Roffman,  M.D., 
Donald  J.  Pavelka,  M. D.,  Richard  Raymond,  M.D.  and 
Robert  Shapiro,  M.  D.  A new  delegate  was  seated  for  the 
American  Academy  of  Pain  Medicine.  During  the 
deliberation,  the  delegates  considered  sixty-six  (66) 
reports  and  one  hundred  and  twenty-nine  (129) 
resolutions. 

NEBRASKA  RESOLUTIONS 

Nebraska  Resolution  No.  5 had  to  do  with  the 
"Twenty-Eour  Hour  Hold".  The  HCFA  has  determined 
that  any  patient  who  is  not  in  the  hospital  for  twenty- 
four  (24)  hours  is  not  included  under  the  rules 
governing  DRC  regulations.  Many  of  those  admissions 
are  at  times  of  the  day  or  night  which  makes  it  difficult 
to  complete  the  diagnostic  procedures  within  the 
twenty-four  (24)  hours.  The  resolution  asks  for  a more 
acceptable  dismissal  time.  The  resolution  was  adopted 
and  sent  to  the  Board  of  Trustees. 

Nebraska  Resolution  No.  6 deals  with  the  anticipated 
decline  in  physician  manpower.  It  asks  that  the  AMA 
study  this  serious  problem  which  would  result  from  a 
decline  in  physician  manpower.  It  is  hoped  that  an 
action  plan  can  be  developed  which  would  reverse 
this  trend  and  publish  this  to  educate  the  public  in  this 
problem.  This  resolution  was  referred  to  the  Board  of 
Trustees  for  their  consideration  and  action. 

RESOURCE  BASED  RELATIVE  VALUE  SCALE  (RBRVS) 

The  issue  of  RBRVS  was  of  such  import  that  the 
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speakers  re-arranged  the  meeting  schedule  so  that  the 
House  convened  at  10:00  a.m.  and  the  afternoon  was 
left  open  so  that  Reference  Committee  A could 
discuss  the  matters  without  being  interfered  with  by 
other  reference  committees.  This  allowed  any  and  all 
delegates  to  attend  this  Reference  Committee  if  they 
wished.  In  addition,  the  Reference  Committee  re- 
convened on  Monday  to  finish  its  deliberations. 

The  Harvard  Study  was  directed  by  Dr.  William 
Hsiao  and  was  funded  through  a cooperative  agree- 
ment with  the  Health  Care  Financing  Administration 
(HCFA)  in  response  to  a congressional  mandate  to  the 
Secretary  of  Health  and  Human  Services  to  develop  a 
Relative  Value  Scale  (RVS).  Based  on  the  resource  cost 
of  providing  physician  services  by  July,  1989. 

The  development  of  an  RVS  is  one  of  a growing  list 
of  Medicare  payment  reforms  considered  or  enacted 
by  the  federal  government.  Faced  with  mounting 
budgetary  pressures,  the  current  administration  and 
Congress  considered  implementation  of  physician 
diagnosis  related  groups  (DRC),  wide-spread  capitation. 
Medicare  PPO's,  expenditure  caps  and  further  con- 
straints on  Medicare  current  customary  prevailing  and 
reasonable  (CPR)  system.  Revisions  to  CPR  that  have 
already  been  enacted  included  “Inherent  reasonable- 
ness" payment  cuts  for  procedures  deemed  by 
Congress  to  be  "overpriced"  and  implementation  of 
Maximum  Allowable  Actual  Charges  (MAACS). 

The  Trustee  submitted  report  "AA",  which  presented 
the  conclusion  of  the  Board's  review  of  the  Harvard 
RBRVS  and  made  seventeen  (17)  specific  policy 
recommendations  regarding  the  AMA's  position  on 
RBRVS.  In  addition,  nine  (9)  related  resolutions  were 
considered  together  with  this  report. 

In  a lengthy  debate  which  took  over  seven  hours, 
the  AMA  House  of  Delegates  surprised  critics,  and 
even  themselves,  in  reaching  a unanimous  verdict  on  a 
new  Relative  Value  Scale.  However,  it  stopped  short 
of  endorsing  the  current  version  of  the  Harvard  Study. 
It  stated  that  when  sufficiently  expanded,  corrected 
and  refined,  the  Harvard  Study  should  provide  an 
acceptable  basis  for  a Medicare  Indemnity  Payment 
System. 

The  AMA  continued  by  reaffirming  its  current  policy 
in  support  of  adoption  of  a fair  and  equitable 
Medicare  Indemnity  Payment  Schedule.  They  also 
want  an  appropriate  monetary  conversion  factor  and 
an  appropriate  set  of  conversion  factor  multipliers. 

It  was  suggested  the  AMA  work  with  Harvard  and 
other  interested  and  knowledgeable  governmental 
and  specialty  societies  to  ensure  that  RBRVS  is 
technically  adequate  and  can  be  instituted  in  a 
minimally  disruptive  manner.  They  reaffirmed  the 
physicians'  rights  to  decide  about  accepting  Medicare 
assignments.  They  also  continued  their  objection  to 
the  MAAC  limits. 

It  was  also  suggested  that  the  current  policy  should 
reflect  valid  and  demonstrable  geographical  dif- 
ferences in  practice  costs,  including  professional 
liability  premiums.  Where  specialty  differentials  exist, 
criteria  for  specialty  designation  should  avoid  the 
whole  dependence  on  rigid  criteria  such  as  board 
certification  or  completion  of  residency  training. 

It  is  apparent  that  this  argument  will  continue  and 


does  not  have  the  support  of  all  the  specialties.  The 
ACS  (American  College  of  Surgeons)  for  example,  has 
refused  to  participate  in  any  of  these  discussions. 

REGISTERED  CARE  TECHNOLOGIST  (RCT) 

The  item  which  developed  the  second  greatest 
amount  of  discussion  before  the  reference  committees 
was  the  AMA's  proposal  to  develop  Registered  Care 
Technologists  (RCT's).  Even  though  this  matter  was 
considered  along  with  the  shortage  of  physicians,  this, 
by  all  means,  was  most  controversial. 

It  can  be  remembered  that  the  AMA  proposed  to 
implement  a pilot  project  to  demonstrate  and  evaluate 
the  potential  value  of  a new  care  giver  - the  Registered 
Care  Technologist.  This  proposal  was  bitterly  opposed 
by  the  national  nursing  groups. 

In  spite  of  this,  the  House  of  Delegates  endorsed  a 
report  outlining  the  AMA's  commitment  to  proceed 
with  the  pilot  program,  which  will  be  coordinated  with 
state  medical  societies.  The  reference  committee 
noted  that  the  present  discussions  with  the  American 
Nurses  Association  were  at  an  impasse.  However, 
constructive  relationships  were  developing  between 
medicine  and  nursing  at  local  levels.  I might  add, 
parenthetically,  that  the  NMA  has  recently  had  two 
meetings  with  the  nursing  leaders  and  educators  in 
Nebraska  and  are  trying  to  resolve  the  situation  here  in 
this  state. 

During  the  long  discussion,  the  New  York  delegation 
suggested  that  the  inflammatory  term  "RCT"  be  laid 
aside.  The  reference  committee  felt  that  even  though 
the  term  "RCT"  has  aroused  controversy,  we  should 
maintain  it  in  the  hope  that  by  this  stimulus,  the 
nursing  educators  will  more  promptly  come  up  with  a 
solution. 

ANTI  TRUST  DIVISION  SPEECH  - CHARLES  F.  RULE 

One  of  the  more  controversial  presentations  to  the 
House  of  Delegates  was  an  address  by  Charles  F.  Rule, 
the  head  of  the  anti-trust  division  of  the  U.S.  justice 
Department.  His  theme  was  that  felony  charges  will  be 
levied  against  competing  physicians  if  they  fix  fees, 
allocate  patient  territories  or  boycott  insurance  com- 
panies. 

Rule's  remarks  angered  some  physicians  who  ac- 
cused him  of  threatening  them  into  compliance  with 
laws  that  they  believe  were  being  used  unfairly  against 
them.  One  physician  condemned  Rule's  remarks  as 
intimidating  and  even  Kirk  B.  Johnson,  AMA  General 
Counsel,  said  the  prosecution  of  physicians  for  anti- 
trust violation  is  often  uncalled  for. 

Apparently  the  Executive  Vice  President  of  the 
AMA,  James  H.  Sammons,  felt  some  explanation  was 
in  order  to  explain  why  Rule  was  invited  to  speak  to 
the  House  of  Delegates.  He  stated  that  he  thought  it 
was  important  for  the  leadership  of  medicine  to  hear 
the  nation's  chief  anti-trust  officer  at  the  time  when 
that  department  is  bringing  more  and  more  anti-trust 
actions  against  members. 

Dr.  Sammons  said  the  AMA  was  aware  that  more 
than  two  dozen  Savannah,  Georgia  obstetricians  were 
already  embroiled  in  a governmental  suit  He  felt  this 
gave  the  Georgia  physicians  an  opportunity  to  speak 
to  Rule  and  was  part  of  the  AMA's  commitment  to  the 
Justice  Department  to  help  teach  physicians  about 
how  to  avoid  violating  federal  anti-trust  laws. 
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Rule  stated  that  prosecutions  would  continue  under 
the  Bush  Administration  because  the  remaining  Justice 
Department's  attorneys  are  civil  service  employees 
and  would  be  unaffected  by  an  administration  change. 

It  was  interesting  to  learn  from  his  remarks  that  the 
last  time  physicians  were  indicted  and  convicted  of 
criminal  charges  of  anti-trust  was  in  1939  when  the 
justice  Department  charged  that  twenty-one  officers 
and  employees  of  the  AMA  and  the  medical  society  of 
the  District  of  Columbia  had  conspired  to  restrain  the 
trade  of  the  Group  Health  Association,  Inc,  a health 
maintenance  organization. 

Rule  stated  that  the  Justice  Department  prosecutors 
were  not  motivated  by  any  "officious,  bureaucratic 
impulses"  or  by  prosecutional  zeal  in  their  investi- 
gation of  physicians.  He  encouraged  physicians, 
unsure  about  anti-trust  law,  to  consult  attorneys 
experienced  in  the  field  before  making  any  economic 
agreements  with  physicians  who  would  normally  be 
their  competition. 

CHOLESTEROL 

One  of  the  more  visible  activities  at  the  meeting  was 
the  public  health  campaign  the  AMA  has  launched 
against  elevated  cholesterol.  This  is  designed  to 
reduce  incidents  of  heart  disease  in  the  United  States 
due  to  high  blood  cholesterol  levels. 

Free  cholesterol  testing  was  carried  out  on  the 
delegates  near  the  meeting  rooms,  and  a cholesterol- 
free  breakfast  was  provided  one  morning  by  a national 
cereal  manufacturer. 

There  is  a cholesterol  reduction  book  and  an  audio 
cassette  available  to  instruct  in  the  reduction  of 
cholesterol.  The  first  six  months  of  1989,  the  public 
will  be  informed  about  cholesterol-related  risks  and 
methods  for  lowering  cholesterol  by  appearances  on 
national  television,  editorial  inserts  in  the  newspapers 
and  a ten-day  tour  by  Dr.  Art  Ulene  outlining  the 
medical  importance  of  cholesterol. 

PROFESSIONAL  LIABILITY 

Professional  liability  and  insurance  continues  to  be  a 
major  issue  before  the  House  of  Delegates.  There 
were  several  resolutions  before  the  House,  many  of 
them  related  to  the  problems  inherent  in  the  "traveling 
expert  witness"  who  travels  from  state  to  state  giving 
expert  witness  testimony  for  a fee.  In  addition  to 
these,  the  House  received  a report  describing  the 
work  of  the  AMA's  special  task  force  on  professional 
liability.  This  report  also  continued  to  study  the  matter 
of  expert  witnesses. 

The  AMA  House  of  Delegates  adopted  a policy 
which  suggested  that  the  AMA  establish  a policy  that 
each  physician  should  be  able  to  determine  what  is  an 
adequate  amount  of  liability  insurance  except  as 
otherwise  demanded  by  state  law.  They  also  support 
the  policy  that  physicians  not  be  required  to  divulge 
the  exact  amount  of  their  professional  liability  coverage 
as  a requirement  for  hospital  medical  staff  privileges, 
but  to  be  allowed  to  verify  that  they  have  the  minimal 
amount  of  coverage  required  by  medical  staff  bylaws. 

FACULTY  SEXUAL  INVOLVEMENT  WITH  MEDICAL 
TRAINEES 

The  resident  physician  section  submitted  a resolution 


which  claimed  sexual  harassment  and  sexual  exploita- 
tion between  medical  trainees  and  their  faculty 
supervisors.  The  ethical  issues  raised  by  this  conduct 
caused  considerable  debate  and  more  than  one 
personal  account 

The  House  approved  an  amended  resolution  which 
called  for  the  AMA  to  study  the  ethical  issue  raised  by 
the  existence  of  sexual  harassment  between  medical 
students  and  residents  and  their  faculty  supervisors. 
Particular  attention  should  be  paid  to  the  affect  of 
these  relationships  on  the  quality  of  medical  training, 
patient  care,  trainee  evaluation  and  trainee  well-being. 
The  resolution  also  instructed  the  representatives  of 
the  Accreditation  Council  for  Graduate  Medical 
Education  to  encourage  residency  review  committees 
to  establish  a mechanism  to  identify  and  eliminate 
instances  of  sexual  harassment 

Although  there  was  some  early  resistance  to  the 
resolution  by  those  who  argued  that  the  problem  was 
not  as  acute  or  wide-spread  as  stated;  it  was  eventually 
passed.  In  adding  his  support  for  the  study.  Dr.  James 
Sammons,  the  Executive  Vice  President  said  that 
sexual  harassment  and  manipulation  was  a "two-way 
street"  in  which  physician  trainees  often  manipulated 
their  supervisors. 

ALCOHOL  USE  DURING  PREGNANCY 

The  medical  student  section  submitted  a resolution 
which  asks  that  the  AMA  seek  appropriate  federal  or 
state  legislation  to  require  that  warning  signs  stating 
that  drinking  alcoholic  beverages  during  pregnancy 
can  cause  birth  defects  be  posted  in  a prominently 
visible  lication  in  all  places  where  alcoholic  beverages 
are  sold. 

The  proponents  pointed  out  that  as  many  as  1 0,000 
birth  defects  per  year  are  caused  by  alcohol  abuse. 
They  went  on  to  say  that  the  AMA  needs  to  lead  the 
fight  to  provide  warning  labels  against  the  fetal  alcohol 
syndrome. 

The  popularity  of  this  stance  along  with  the 
opposition  to  tobacco  is  becoming  increasingly  more 
prominent,  particularly  among  the  younger  physicians. 

NURSING  HOMES 

Fifty-one  (51)  organizations  involved  in  long-term 
care  have  requested  a meeting  with  the  Department 
of  HHS  to  discuss  their  dissatisfaction  with  the  way 
HHS  is  implementing  a major  nursing  home  reform 
law. 

In  regard  to  the  quality  of  care  and  physician 
reimbursement  in  the  nursing  home  setting,  it  was 
suggested  that  the  AMA  and  the  federation  work  to 
educate  federal  and  state  legislative  bodies  about  the 
issues  of  quality  from  the  perspective  of  attending 
physicians  and  the  medical  directors. 

It  was  also  suggested  that  the  AMA  work  with 
legislative  and  administrative  bodies  to  insure  adequate 
payment  for  routine  visits  and  visits  for  acute  con- 
ditions including  the  initial  assessment  and  ongoing 
monitoring  of  care  until  the  condition  is  resolved. 
Further,  the  AMA  should  assist  the  attending  physician 
and  medical  directors  to  develop  quality  assurance 
guidelines  and  methods  appropriate  to  a nursing 
home  setting. 
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The  delegation,  including  Drs.  Cornelius,  Roffman, 
Cogela  and  myself,  appreciate  the  opportunity  to 
represent  the  NMA  at  the  national  level. 

Respectfully, 

John  D.  Coe,  M. D. 

Delegate 


REPORT  OF  THE  DELEGATE  TO  AMA 
YOUNG  PHYSICIANS  SECTION 

The  Young  Physicians  Section  met  prior  to  the 
House  of  Delegates  Interim  in  Dallas,  Texas  in 
December  and  considered  actions  of  interest  to  young 
physicians  and  the  medical  profession  as  a whole. 

Five  of  these  were  transmitted  to  the  House  of 
Delegates  for  their  action. 

1.  AMA:  1-88,  Resolution  I: 

Mandatory  physical  education  was  amended  and 
adopted  by  the  House  of  Delegates,  taken  out  of 
provision  of  mandatory  because  of  financial  burden 
concerns,  but  reaffirming  the  AMA's  commitment  to 
physical  education. 

2.  AMA:  1-88,  Resolution  111: 

AID'S  and  sexually  transmitted  disease  prevention, 
oral  contraceptive  users,  was  amended  and  sent  to  the 
Board  of  Trustees  for  study,  resolving  that  the  AMA 
continue  to  encourage  counseling  on  condom  use  as  a 
mechanism  of  prevention,  spread  of  sexually  trans- 
mitted diseases  in  particular,  HIV  and  users  of  non- 
barrier forms  of  contraception. 

3.  AMA:  1-88,  Resolution  112: 

Mandatory  second  opinio  ns  was  amended  and 
adopted  by  the  House  of  Dele,  ates,  resolving  that  the 
AMA  work  for  elimination  of  federally  mandated 
opinions. 

4.  AMA:  1-88,  Resolution  110: 

Quality  of  care  and  physician  reimbursement  in 
nursing  home  setting  was  amended  and  adopted  by 
the  House  of  Delegates,  directing  that  the  AMA  work 
too  with  federal  and  state  legislative  bodies  concerning 
issues  of  quality  in  nursing  homes,  and  that  they  work  to 
insure  adequate  payment  for  routine  visits  and  visits  for 
acute  condition  changes,  including  initial  assessment 
and  ongoing  monitoring  of  care  until  condition  is 
resolved,  to  assist  physicians  and  medical  directors  to 
develop  quality  insurance  guidelines  and  methods 
appropriate  for  the  nursing  home  setting 

5.  AMA:  1-88,  Resolution  on  limitation  and  distribution 
of  tobacco  was  inadvertently  omitted  from  the  House 
of  Delegate's  Hand  Book,  and  not  considered.  Resolved 
that  the  AMA  adopt  a policy  against  tobacco  sales  in 
vending  machines,  against  free  distribution  of  tobacco 
as  a promotional  tool  and  that  the  AMA  support 
legislation  prohibiting  the  sale  and  distribution  of 
tobacco  products  by  these  means. 

It  has  been  assured  that  this  will  become  the  AMA, 
1989  Resolution  Number  One  to  be  considered  at  the 
annual  assembly  in  Chicago. 

In  addition  to  the  above,  activities  that  were  referred 


to  the  House  of  Delegates,  matters  that  were  considered 
relevant  to  the  Young  Physicians  Section. 

1.  Young  Physicians  Section  adopted  measure  to 
direct  implementation  of  an  electronic  board  through 
AM-NET  for  communicating  activities  and  issues  of 
mutual  interest  to  the  Young  Physicians  components 
within  the  state  and  specialty  societies  and  that  the 
governing  council  forwards  summaries  of  its  meetings 
to  the  Young  Physician  components  within  the  state 
and  specialty  societies. 

2.  The  Young  Physicians  Section  support  the  AMA's 
continued  efforts  to  seek  federal  legislation  which  will 
provide  financial  grants  for  states  which  adopt  alterna- 
tive systems  for  resolving  medical  malpractice  claims. 
This  also  includes  all  of  the  young  physicians  of  NE. 

3.  The  section  endorsed  the  principles  embodied  in 
a payment  system  based  upon  resource  costs  and 
further  that  we  support  a physician  payment  mechanism 
which  takes  into  account  the  cost  of  practice  dif- 
ferential and  corrects  geographic  inequities  that 
currently  exist. 

In  addition  to  the  above,  there  were  recommenda- 
tions concerning  preventive  medicines  services  and 
deemphasizing,  in  a healthy  life  style,  treatment  of 
learning  disabilities,  healthy  oriented  kiosks,  young 
physicians  representation  on  the  AMA  Board  of 
Trustees  and  residency  review  committees  and  a 
spouse  program  in  child  care  provisions  that  the  young 
physician  section  that  were  referred  to  the  governing 
council  for  further  study. 

Plans  are  underway  for  the  annual  '89  AMA-YPS 
meeting  in  Chicago,  and  it  should  be  noted  that  the 
deadline  for  resolutions  to  be  submitted  to  the  young 
physicians  section  is  April  19,  1989.  Any  young 
physicians  wishing  to  submit  a resolution  should 
contact  either  myself  or  Dr.  Larry  Helmick.  Also,  any  of 
the  YPS  wishing  to  let  all  of  the  young  physicians  know 
that  AMA  members  are  welcome  to  sign  on  to  AM-NET 
without  paying  an  annual  subscription  fee. 

Respectfully, 

Kirk  B.  Muffly,  M.D. 

Young  Physicians  Section  Delegate 


REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Since  my  last  report  to  the  Nebraska  Medical 
Association  Creighton  University  has  made  progress  in 
several  important  areas.  Dr.  Murray  Joseph  Casey,  of 
the  University  of  Wisconsin,  will  assume  the  Chair- 
manship of  our  Department  of  Obstetrics  and  Gyne- 
cology August  1,  1989.  Dr.  Casey  has  been  on  the 
faculty  at  the  University  of  Wisconsin  - Milwaukee 
campus  for  eight  years.  A graduate  of  Georgetown 
University,  Dr.  Casey  is  a gynecologic  oncologist  who 
trained  at  Columbia  National  Institutes  of  Health,  and 
Memorial  Sloan-Kettering  Cancer  Center.  He  has 
numerous  publications  in  his  discipline.  In  addition  to 
his  leadership  of  the  Department  of  Obstetrics  and 
Gynecology,  he  will  play  an  important  role  in  the 
further  growth  of  our  Cancer  Center  and  its  programs. 

Dr.  Jon  Vanderhoof,  Professor  of  Pediatrics  at  the 
University  of  Nebraska,  has  assumed  the  Chairmanship 
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of  the  Department  of  Pediatrics  at  Creighton  University 
April  1,  1989.  Dr.  Vanderhoof  is  well  known  to  the 
Nebraska  medical  community  for  his  excellent  program 
in  gastroenterology.  One  of  his  first  plans  for  program 
development  is  the  development  of  a joint  Creighton- 
Nebraska  pediatric  gastroenterology  division. 

Another  recent  addition  to  our  faculty  is  Dr.  Michael 
McGuire,  a Creighton  Alumnus,  who  became  chief  of 
Orthopedics  in  July,  1988.  Dr.  McGuire  came  to  us 
from  SL  Louis  University.  He  has  been  an  important 
addition  to  our  Department  of  Surgery  and  its 
orthopedics  program.  He  brings  a great  deal  to  our 
University's  efforts  in  education,  research  and  clinical 
service. 

The  Creighton  Center  for  Metabolic  Imaging,  our 
positron  emission  tomography  program,  is  progressing 
nicely  and  will  be  in  operation  this  summer.  We  look 
forward  to  the  tremendous  addition  this  will  be  to  our 
education  and  research  programs  as  well  as  the  new 
service  it  will  provide  to  physicians  and  patients  in  this 
region.  The  potential  uses  of  this  new  technology  are 
expanding  rapidly. 

Many  people  have  expressed  concern  about  what 
the  management  of  American  Medical  International 
has  in  mind  for  St  Joseph  Hospital.  I can  appreciate 
their  concern  because  of  changes  in  management  and 
corporate  strategy  of  AMI.  The  University  is  carefully 
monitoring  the  events  taking  place  at  AMI  and  is 
exploring  all  options  available  to  assure  the  long  term 
health  of  our  major  teaching  hospital.  SL  Joseph  is 
currently  operating  efficiently  and  playing  a most 
productive  role  in  our  teaching  and  research  programs. 

I am  confident  that  we  will  be  able  to  maintain  its 
productive  contributions  to  our  joint  missions. 

Thank  you  for  the  opportunity  to  report  to  the 
Association.  It  is  always  a pleasure  to  inform  the 
delegates  and  the  membership  of  our  activities  and 
continued  progress. 

Respectfully  submitted, 

Richard  L O'Brien,  M.D. 

Vice  President,  Health  Services 
Dean,  School  of  Medicine 
Creighton  University 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

This  has  been  an  extremely  interesting,  and  some- 
what controversial,  year  for  the  College  of  Medicine. 
We  have  embarked  on  one  new  program  which  has 
aroused  considerable  interest  around  the  state  and 
nationally,  have  continued  in  fits  and  starts  our 
negotiations  with  Bishop  Clarkson  Memorial  Hospital 
and  our  student  body  has  remained  outstanding  (and 
also  the  most  active  in  the  American  Medical  Associa- 
tion) despite  a falling  number  of  applicants. 

With  respect  to  our  controversial  new  program,  we 
are  one  of  the  first  institutions  in  the  country  to 
develop  an  integrated  primary  care  residency  program. 
The  purpose  of  this  program  is  to  investigate  whether 
a more  integrated  residency  will  produce  a better 
trained  primary  care  physician,  whether  he/she  be  a 
family  practitioner  or  general  internist.  Many  have  felt 
that  the  training  of  both  general  internists  and  family 


practitioners  has  many  strengths,  and  some  weak- 
nesses, but  that  these  are  complementary.  The  idea  is 
that  by  training  together,  the  product  will  be  better 
able  to  practice  in  the  twenty-first  century  environ- 
ment, whether  that  be  in  a small  town  in  Nebraska,  or 
in  a managed  health  care  organization.  The  residency 
is  in  no  way  meant  to  eliminate  one  or  the  other  of 
these  specialties,  but  it  is  hoped  that  it  will  be  more 
attractive  to  applicants,  since  fewer  medical  school 
graduates  are  entering  primary  care  specialties. 

As  of  the  writing  of  this,  the  discussions  with  Bishop 
Clarkson  Memorial  Hospital  continue.  The  goal  is  to 
have  improved  educational  opportunities  and  patient 
care,  while  saving  money,  by  being  able  to  spread  the 
ever  increasing  cost  of  state  of  the  art  tertiary  care 
equipment  across  an  increased  number  of  beds,  i.e., 
two  hospitals  rather  than  one. 

We  are  proud  that  Stephen  T.  Diemont,  a third  year 
medical  student  received  an  award  for  outstanding 
efforts  in  membership  recruitment  from  the  American 
Medical  Association.  We  have  over  the  past  several 
years  been  the  medical  school  with  the  best  average 
representation  to  the  annual  and  interim  meeting  of 
the  AMA.  About  16-18  medical  students  have  been 
attending. 

During  the  past  year  several  important  appointments 
have  been  made.  These  include: 

Dr.  Dennis  F.  Landers  was  appointed  Professor  and 
Chairman  of  the  Department  of  Anesthesiology. 

Dr.  David  B.  Bylund,  formerly  Professor  of  the  De- 
partment of  Pharmacology  at  the  University  of 
Missouri-Columbia,  is  now  Professor  and  Chairman 
of  the  Department  of  Pharmacology,  at  the  University 
of  Nebraska  College  of  Medicine. 

Dr.  Irving  H.  Zucker  has  accepted  an  appointment  as 
Professor  and  Chairman  of  the  Department  of 
Physiology  and  Biophysics. 

Dr.  Karel  A.  Dicke,  formerly  Chief  of  the  Bone 
Marrow  Transplantation  Center  and  now  Professor 
of  Medicine  at  M.D.  Anderson  Hospital  and  Tumor 
Institute  in  Houston,  Texas,  will  become  Professor  of 
Internal  Medicine,  Chief  Section  of  Oncology  and 
Hematology  at  the  University  of  Nebraska  College 
of  Medicine  on  May  1,  1989. 

Dr.  James  Armitage,  Professor  of  Internal  Medicine, 
plans  to  devote  more  of  his  energies  to  the  position  of 
Vice-Chairman  of  the  Department  of  Internal  Medicine. 
We  are  disappointed  that  a very  valuable  member  of 
our  team.  Dr.  Edward  Bresnick,  Professor  and  Chairman 
of  the  Department  of  Biochemistry,  Eppley  Professor 
of  Oncology  and  Director  of  the  Eppley  Institute  for 
Research  in  Cancer  and  Allied  Disease,  is  leaving  us 
soon  to  become  Chairman  of  the  Department  of 
Pharmacology  and  Toxicology  at  Dartmouth  Medical 
School  and  Deputy  Director  of  the  Norris  Cotton 
Cancer  Center  and  James  C.  Chilcott  Professor  of 
Pharmacology. 

Among  the  new  programs  we  have  started  are 
pancreas  transplantation,  the  opening  of  our  geriatric 
center  and  the  identification  of  the  study  of  neurode- 
generative  disease  as  a new  area  of  emphasis. 

Respectfully  submitted, 

Robert  H.  Waldman,  M.D. 

Dean 
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REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL  STUDENT  CHAPTER,  UNMC 

The  Nebraska  Medical  Association-Medical  Student 
Chapter's  main  objectives  are  to  implement  programs 
which  expose  its  members  and  other  medical  students 
to  various  aspects  of  organized  medicine,  and  to 
organize  projects  which  serve  our  community. 

The  NMA-MSC  secured  funding  from  the  Nebraska 
Medical  Association  and  various  departments  at  the 
Univ.  of  NE  Medical  Center  to  send  a few  constituents 
to  the  annual  and  interim  meetings  of  the  AMA.  Also, 
two  delegates  attended  the  NMA  interim  meeting. 
Our  members  took  positions  on  the  AMA-MSS 
national  committees,  states  leadership  committee, 
and  the  NMA  commissions.  In  December,  the  Metro 
Omaha  Medical  Society  graciously  invited  the  NMA- 
MSC  to  participate  in  their  monthly  board  meetings. 
Attending  these  national,  state  and  local  meetings  has 
given  the  members  of  the  NMA-MSC  unique  insights 
into  the  policies  of  the  AMA. 

The  fourth  biennial  residency  symposium  was  held 
in  March.  With  a theme  centered  about  primary  care 
medicine,  the  symposium  accommodated  over  150 
medical  students  inquiring  about  various  career  op- 
portunities. In  addition  to  the  symposium,  the  NMA- 
MSC  is  sponsoring  three  community  service  projects. 
The  Bellevue  Public  Schools-UNMC  Outreach  program 
is  a new  project  designed  to  foster  interaction 
between  medical  students  and  children  of  the  com- 
munity. Specifically,  medical  students  are  attending 
sixth  grade  classes  to  teach  students  basic  principles 
of  anatomy.  The  NMA-MSC  is  also  working  on  ways  to 
implement  the  AMA-MSS'  AIDS  education  project  on 
a local  level.  Our  third  community  service  project  is  a 
relay  run  from  Omaha  to  Lincoln.  This  year's  Fun  Run 
goal  is  to  raise  $5,000  for  the  Child  Saving  Institute. 

I would  like  to  thank  the  Nebraska  Medical 
Association  for  the  continued  support  and  guidance. 
As  medical  students  and  future  physicians  we  have  a 
unique  opportunity  to  affect  our  society  in  a positive 
manner.  Your  support  enables  us  to  build  a foundation 
upon  which  we  can  develop  a strong  commitment  to 
our  fellow  physician  and  fellow  person. 

Respectfully  submitted, 

Rodney  Caniglia 

President,  NMA-MSC  (UNMC) 


REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC 

The  Nebraska  Medical  Foundation  has  provided  40 
years  of  service  in  varied  activity  areas. 

The  Foundation  continues  to  make  available  its 
student  loan  services  providing  loans  to  medical 
students  at  Nebraska's  two  medical  schools.  The 
current  balance  of  outstanding  loans  to  medical 
students  still  in  training  is  $39,014.15.  The  balance  of 
loans  currently  under  repayment  by  individuals  who 
have  completed  medical  school  training  is  $209,299.96. 

This  year  during  the  Annual  Session,  the  Foundation 
will  again  provide  two  scholarships.  One  student  from 
Creighton  University  School  of  Medicine  and  one 
from  the  University  of  Nebraska  College  of  Medicine 


will  receive  a check  in  the  amount  of  $1,000.  A second 
$1,000  check  will  be  provided  to  each  of  the  two 
students  when  they  have  completed  a written  report 
of  their  activity  and  it  has  been  submitted  to  the 
Foundation  office. 

The  Nebraska  Cancer  Registry  Program  continues  to 
operate  under  the  auspices  of  the  Foundation  through 
an  agreement  with  the  State  Department  of  Health 
and  the  Howard  Hunt  Tumor  Registry/Methodist 
Hospital.  Doctor  F.  William  Karrer,  who  chairs  the  Ad- 
Hoc  Committee  on  Tumor  Registry,  along  with  his 
committee,  deserve  a great  deal  of  credit  for  carrying 
out  this  important  activity. 

The  Nebraska  Medical  Foundation  has  been  given 
the  responsibility  of  developing  and  operating  the  C. 
A McWhorter,  M.D.  Memorial  Scholarship.  The  criteria 
for  the  awarding  of  an  annual  scholarship(s)  is  being 
finalized  as  we  continue  seeking  contributions  to 
build  the  fund  to  a point  where  it  will  be  perpetual. 
While  contributions  continue  to  arrive,  we  are  planning 
a second  mailing  to  Nebraska  physicians  immediately 
after  the  Annual  Session.  We  encourage  physicians  to 
contribute  to  this  worthwhile  project. 

The  Foundation  is  pleased  to  report  that  physicians 
contributed  $10,500.00  during  the  past  year.  In 
addition  $2,998.64  was  contributed  by  and  through 
the  efforts  of  the  Nebraska  Medical  Association 
Auxiliary.  The  Foundation  is  most  appreciative  of  the 
contributions  and  support  shown  by  NMA  members 
and  Auxilians. 

Respectfully  submitted, 

Sushil  Lacy,  M.D. 

President 


REPORT  OF  THE  NEBRASKA 
DEPARTMENT  OF  HEALTH 

Disciplinary  Task  Force.  Concerns  regarding  the 
current  disciplinary  system  led  to  the  formation  of  the 
Professional  Discipline  Task  Force  in  December,  1 988. 
Members  were  drawn  from  Boards  of  Examiners, 
consumers,  professsional  association  representatives. 
Department  of  Health  staff,  and  staff  from  the 
Attorney  General's  office.  NMA  is  represented  by 
Charles  Pallesen.  NMA  member  Dr.  James  Dunlap  also 
serves  on  the  task  force,  representing  the  Board  of 
Examiners  in  Medicine  and  Surgery. 

The  task  force  is  charged  with  examining  the  current 
system  and  the  issue  of  disciplinary  action  for  health 
professionals  who  are  chemically  impaired.  The  task 
force  has  been  asked  to  recommend  ways  to  insure 
that  our  system  is  both  fair  and  effective  and  that  the 
roles  of  the  boards,  the  attorney  general,  and  the 
department  are  appropriately  balanced.  Recommen- 
dations by  the  task  force  may  lead  to  statutory 
changes  as  well  as  improvements  in  policies,  pro- 
cedures and  regulations.  A report  and  recommenda- 
tions are  expected  by  September  1989. 

Epidemiologist  and  MCH  Director  positions.  The 

Department  of  Health  is  recruiting  for  two  additional 
physicians.  A medical  epidemiologist  will  be  centrally 
located  in  the  organization  and  will  work  on  chronic 
disease  and  environmental  issues  as  well  as  traditional 
disease  control  issues.  A national  search  is  also 
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underway  for  a Director  for  the  Maternal  and  Child 
Health  Division.  The  position  requirements  are  for  a 
physician  with  Board  Certification  or  Board  eligibility 
in  Obstetrics/Cynecology  or  Pediatrics  and  with 
public  health  experience  in  maternal  and  child  health. 

Perinatal  Guidelines.  The  Perinatal  Guidelines  con- 
tinue to  be  refined.  Meetings  allowing  for  imput  were 
held  in  Scottsbiuff,  Norfolk,  Lincoln,  Kearney  and 
Omaha.  The  Ad  Hoc  Committee  for  the  Development 
of  the  Perinatal  Guidelines  is  chaired  by  John  Esslinger, 
M.D.  His  work  and  that  of  the  other  committee 
members  is  greatly  appreciated  by  the  Department 

AIDS  Program.  Working  closely  with  the  Department 
of  Education,  UNMC,  and  a Kenesaw  physician,  the 
Department  of  Health  AIDS  Program  staff  assisted  a 
Kenesaw  student  and  family  with  the  student's 
decision  to  disclose  positive  HIV  status.  The  AIDS 
Program  staff  provided  support  to  the  physician  as 
well  as  education  and  consultation  to  the  student's 
school  and  community.  The  Department  also  provided 
information  to  the  press. 

The  number  of  persons  in  the  state  who  have  been 
diagnosed  with  AIDS  is  105.  Of  those,  39  were  still 
living  as  of  March  31,  1989. 

Smoking  and  low  birthweight  priorities.  The  pre- 
vention of  low  birthweight  has  been  established  as 
one  of  the  Department's  priorities  for  1989-91.  This 
priority  is  to  be  addressed  by  all  bureaus/divisions. 
The  state's  Vital  Statistics  for  1987  include  an  infant 
mortality  rate  which  dropped  to  8.6  per  1,000  live 
births,  but  a low  birthweight  rate  which  remained 
stable  at  55/1000  live  births. 

Another  priority  of  each  division  of  the  Department 
is  to  explore  ways  to  reduce  the  number  of  Nebraskans 
who  begin  smoking,  to  support  smokers  in  their 
attempts  to  quit  or  cut  down  and  to  protect  non- 
smokers  from  second-hand  smoke.  In  September  the 
Department  unveiled  a display  of  the  death  toll  in  the 
state  from  smoking-related  diseases.  The  display  is 
located  in  the  third  floor  lobby  of  the  State  Ofhce 
Building.  The  state  recorded  2,305  smoking-related 
deaths  through  December  31,1 988.  This  is  calculated 
from  a formula  of  attributable-fraction  from  information 
on  death  certificates.  The  death  certificate  has  been 
modified  to  ask  the  physician  to  make  a judgement 
(for  statistical  purposes  only)  whether  smoking  was  a 
factor  contributing  to  the  death.  Several  other  states 
have  done  this  and  it  will  give  one  more  estimate  of 
the  effects  of  smoking  on  Nebraskans.  I urge  all 
physicians  to  consider  this  and  mark  this  part  of  the 
certificate  when  appropriate. 

Rural  Health  Conference.  The  Department  of  Health 
is  working  with  other  state  agencies  to  convene  a Rural 
Health  Conference  to  encourage  state  and  local 
leaders,  public  and  private  sectors,  and  health  and 
human  services  providers  to  join  together  in  accepting 
the  challenges  and  taking  advantage  of  the  op- 
portunities in  meeting  the  health  and  mental  health 
needs  of  rural  Nebraskans.  The  conference  is  scheduled 
for  September  19-20  in  North  Platte. 

Medical  Student  Loan  Program.  In  1988,  four  new 
loans  and  twelve  continuation  loans  were  made  to 
Nebraska  medical  students  with  signed  agreements  to 
practice  in  shortage  areas  to  achieve  low  interest 


benefits.  Total  loans  amounted  to  $134,000.  Currently, 
16  physicians  are  practicing  in  rural  Nebraska  under 
this  program  and  16  more  are  expected  to  locate  a 
practice  this  summer. 

Nebraska  Credentialing  Review  Program  (407  Review). 

Five  applications  were  processed  through  the  program: 
Recreational  therapy  group  requested  licensure;  no 
credentialing  was  recommended  and  a bill  was  not 
submitted.  Chiropractors  have  requested  to  add 
laboratory  work  and  peripheral  x-rays  to  their  scope  of 
practice.  All  three  levels  of  review  recommended 
against  the  laboratory  tests.  The  Board  of  Health  and 
the  Department  recommended  that  they  be  allowed 
peripheral  x-rays  for  a limited  purpose.  Naturopathic 
physicians  requested  licensure  as  independent  primary 
practitioners  but  all  three  levels  of  review  recom- 
mended against  Alcohol  and  Drug  Abuse  Counselors 
requested  a transfer  of  certification  from  DPI  to  the 
Department  of  Health.  This  report  is  pending 

Certificate  of  Live  Birth  Task  Force.  The  Department 
of  Health  convened  a Birth  Certificate  Task  Force 
comprised  of  representatives  of  the  Nebraska  Medical 
Association,  Nebraska  Chapter  of  the  American  Acad- 
emy of  Pediatricians,  Nebraska  Chapter  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists, 
Nebraska  Hospital  Association  and  the  National 
Academy  of  Family  Practices.  Several  recommenda- 
tions made  by  the  Task  Force  are  either  being 
implemented  or  are  being  considered  at  this  time. 

One  of  those  recommendations  was  that  a strong 
effort  be  made  in  the  area  of  educating  the  physicians 
in  regard  to  accurately  completing  their  birth  records 
and  it  was  implied  that  this  effort  be  a combined  effort 
of  the  Department  of  Health  and  the  associations.  To 
facilitate  such  cooperation,  it  was  recommended  that 
an  Advisory  Task  Force  be  established. 

Respectfully  submitted, 

Gregg  F.  Wright,  M.  D.,  M. Ed. 

Director 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Francis  D.  Donahue,  M.D.,  Omaha  - Chairman;  R.  A.  Blatny,  M.D., 
Fairbury;  Stuart  P.  Embury,  M.D.,  Holdrege;  Joel  T.  Johnson,  M.D., 
Kearney;  Bernard  L Kratochvil,  M.D.,  Omaha;  Walter  O'Donohue, 
M.D.,  Omaha;  Joseph  L Stitcher,  M.D.,  Lincoln;  R.  C.  Weldon,  M.D., 
Nebraska  City;  Dan  Schiefelbein. 

The  Board  of  Directors  of  the  Association  presented 
various  ideas  for  possible  By-law  changes  as  a portion 
of  its  report  to  the  1988  Fall  Session  of  the  House  of 
Delegates.  The  Commission  on  Association  Affairs 
considered  these  issues  at  a meeting  on  January  19, 
1989.  We  will  address  the  changes  in  a sequential 
order  as  they  appear  in  the  attached  copy  of  the  By- 
Laws. 

1.  Inasmuch  as  multiple  changes  were  considered  in 
the  By-Laws  of  the  Association,  it  was  decided  to  make 
the  document  gender  neutral.  Consequently,  you  will 
note  that  change  throughout. 

2.  In  Chapter  8,  Section  7 there  are  two  amendments. 
The  first  would  provide  that  the  Vice-Speaker  could 
serve  six  years  if  elected  to  the  position  of  Speaker 
after  having  served  six  years  in  the  Vice-Speaker 
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position.  The  existing  By-Laws  would  have  limited  the 
Vice-Speaker  to  one  three-year  term  as  Speaker  in  the 
situation  described.  The  second  amendment  would 
allow  a Board  member  to  serve  the  full  term  specified 
even  though  they  may  have  filled  a vacancy  that 
existed  on  the  Board.  The  Commission  noted  that 
many  organizations  currently  utilize  such  language  in 
their  By-Laws.  This  section  as  amended  will  read  as 
follows: 

SECTION  7.  The  terms  of  the  at-large  members  of 
the  Board  of  Directors  shall  be  for  three  years  and  shall 
be  staggered  as  determined  by  the  House  of  Delegates. 
At-large  members  shall  be  limited  to  two  consecutive 
terms  of  three  years.  No  member  or  ex-officio  member 
of  the  Board  shall  serve  for  more  than  six  consecutive 
years  as  a member  of  the  Board,  except  that  nothing 
herein  shall  prevent  any  member  or  ex-officio  member 
from  serving  on  the  Board  through  the  completion  of 
his  or  her  duly  elected  term  of  office  as  Secretary- 
Treasurer,  Speaker,  or  Vice  Speaker  of  the  House  of 
Delegates,  or  Chairman  of  the  Board  of  Councilors, 
although  such  term  may,  in  fact,  exceed  six  consecutive 
years.  In  the  case  of  the  President-Elect,  President  or 
immediate  Past  President,  nothing  herein  shall  prevent 
such  officer  from  serving  on  the  Board  through  the 
completion  of  his  or  her  term  of  office  as  President- 
Elect,  President  and  Immediate  Past  President,  re- 
spectively, although  such  term  may,  in  fact,  exceed  six 
consecutive  years.  Eurther,  in  the  case  of  a member  or 
ex-officio  member  of  the  Board  who  has  served  six 
consecutive  years  as  a member  of  the  Board,  such 
member  may  continue  to  serve  on  the  Board  for  an 
additional  period  not  to  exceed  three  years  if  elected 
and  serving  in  the  capacity  as  President-Elect,  President, 
Immediate  Past  President,  Secretary-Treasurer,  Speak- 
er or  Vice  Speaker  of  the  House  of  Delegates  or 
Chairman  of  the  Board  of  Councilors;  Provided, 
however,  a person  who  has  served  as  Vice-Speaker  for 
up  to  six  years  may  serve  as  Speaker  for  an  additional 
six  years  if  so  elected.  In  determining  the  limitation  on 
consecutive  board  terms,  the  filling  of  the  vacancy  of 
another  person's  term  shall  not  be  considered  as  a 
term  for  the  person  completing  such  vacancy. 

3.  The  amendment  in  Chapter  9,  Section  2(8)  came 
about  following  the  Board's  consideration  of  the 
situation  following  the  death  of  Doctor  McWhorter.  The 
By-Laws  provide  that  various  changes  take  place 
automatically  upon  the  deatn,  resignation,  removal  or 
disability  of  the  President  Utilizing  an  Acting  President 
concept  would  avoid  possible  confusion  and  allow  the 
Board  to  more  easily  establish  the  transition  of  positions 
for  presentation  to  the  House  of  Delegates  for 
endorsement  at  its  next  session.  This  wordage  would 
give  the  Board  greater  latitude  for  addressing  and 
remedying  situations  that  may  occur.  This  section,  as 
amended,  will  read  as  follows: 

(8)  Assume  office  of  Acting  President  in  event  of 
death,  resignation,  removal  or  disability  of  the 
President  The  Acting  President  shall  serve  the 
remainder  of  the  existing  term  or  until  a President 
is  elected  by  the  Board  of  Directors  to  fill  the 
remainder  of  the  term,  if  such  election  is  held. 
Serving  as  Acting  President  or  elected  President 
to  fulfill  the  term  of  a deceased,  resigned, 
removed  or  disabled  President  shall  not  disqualify 
the  person  so  serving  from  subsequently  filling  full 
terms  to  which  he/she  is  elected 


4.  The  change  in  Chapter  9,  Section  6 is  needed  as  the 
second  segment  of  the  amendment  considered  with 
regard  to  the  Vice-Speaker  being  able  to  serve  six  years 
in  the  position  of  Speaker.  This  section,  as  amended, 
will  read  as  follows: 

SECTION  6.  The  Vice-Speaker  shall: 

(1)  Assume  the  duties  of  the  Speaker  during  his/her 
absence  or  at  his/her  request 

(2)  Assist  the  Speaker  in  the  performance  of  his/her 
duties 

(3)  Act  in  the  capacity  of  Sergeant-at-Arms 

(4)  Have  the  right  to  vote  only  when  acting  in  the 
capacity  of  Speaker,  and  then  only  in  case  of  a tie 
vote 

(5)  In  the  event  of  death,  resignation,  removal  or 
disability  of  the  Speaker,  automatically  succeed 
to  that  position  for  the  unexpired  term 

(6)  Be  an  ex-officio  member  of  the  Board  of  Directors 
and  Board  of  Councilors,  and  have  the  same 
rights  and  privileges  as  does  the  Speaker 

(7)  In  the  event  the  Speaker  of  the  House  of 
Delegates  assumes  the  office  of  President-Elect, 
assume  the  office  of  Speaker  of  the  House  of 
Delegates  until  the  next  Annual  Session 

In  the  event  of  death,  resignation,  removal  or 
disability  of  both  the  Speaker  and  Vice  Speaker,  the 
Board  of  Directors  shall  appoint  a Speaker  for  the 
current  or  next  regular  session,  at  which  time  a Speaker 
shall  be  elected  by  the  House  of  Delegates.  Such 
election  will  be  the  first  order  of  business.  No  person 
shall  serve  more  than  six  (6)  years  as  Speaker  or  as  Vice- 
Speaker. 

5.  Section  7 deals  specifically  with  the  Secretary- 
Treasurer  and  would  provide  the  same  criteria  as 
previously  discussed  in  regard  to  the  completion  of  a 
partial  term  as  Secretary-Treasurer  and  thus  as  a 
member  of  the  Board.  This  section  as  amended  would 
read  as  follows: 

SECTION  7.  The  Secretary-Treasurer  shall: 

(1)  Be  custodian  of  all  money,  securities  and  deeds 
belonging  to  the  Association,  and  hold  the  same 
subject  to  the  direction  and  disposition  of  the 
Board  of  Directors,  except  as  prescribed  in 
Chapter  X 

(2)  Make  such  periodic  reports  of  his/her  official 
transactions  as  may  be  required  by  the  Board  of 
Directors 

(3)  Be  bonded  at  the  expense  of  the  Association,  in 
an  amount  designated  by  the  Board  of  Directors 

(4)  Assume  the  duties  of  the  Executive  Director 
pending  the  appointment  of  another  Executive 
Director,  should  the  office  of  Executive  Director 
be  vacated 

(5)  Be  a member  of  the  Board  of  Directors 

(6)  Be  a member  of  the  Scientific  Sessions  Committee 

(7)  Be  an  ex-officio  member  of  all  commissions  and 
committees,  and  of  the  House  of  Delegates, 
without  the  right  to  vote 

(8)  Attest  the  President's  signature  on  all  charters 
and  on  other  documents  requiring  attestation 
and  signed  by  the  President 

(9)  Serve  as  the  additionai  alternate  to  the  American 
Medical  Association,  if  so  designated,  as  des- 
cribed in  Chapter  VII,  Section  1(1) 
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In  case  of  death,  resignation,  removal  or  disability  of 
the  Secretary-Treasurer,  the  Board  of  Directors  shall 
select  a member  of  the  Association  to  fill  such  vacancy 
until  a Secretary-Treasurer  is  chosen  at  the  next 
ensuing  session  of  the  House  of  Delegates.  Serving  as 
Secretary-Treasurer  to  fulfill  the  term  of  a deceased, 
resigned,  removed  or  disabled  Secretary-Treasurer  shall 
not  disqualify  the  person  so  serving  from  subsequently 
filling  full  terms  to  which  he/she  is  elected." 

6.  The  proposed  amendment  in  Chapter  10,  Section 
1 would  provide  that  the  two  immediate  past 
presidents  would  serve  on  the  Board  in  contrast  to  the 
situation  at  present  where  only  the  immediate  past 
president  serves.  The  continued  involvement  of  past 
presidents  in  Association  activities  has  been  mentioned 
on  several  occasions  over  the  years  and  the  Board  of 
Directors  recommended  this  change  in  order  to  more 
fully  utilize  the  expertise  of  physicians  who  have 
served  the  Association  as  President-Elect  and  President 
It  was  the  Commission's  opinion  that  this  would  be  an 
appropriate  mechanism  to  utilize  the  experience 
which  these  individuals  had  accumulated  during  their 
service  in  the  chairs  of  the  presidency.  This  section,  as 
amended,  would  read  as  follows: 

SECTION  1.  The  Board  of  Directors  shall  be  tee fl9) 
eleven  (11)  in  number  composed  as  follows:  the 
President,  President-Elect,  the  two  Immediate  Past 
Presidents,  Secretary-Treasurer,  three  members-at- 
large  and  three  ex-officio  members  with  voting 
privileges,  being  the  Speaker  and  Vice  Speaker  of  the 
House  of  Delegates  and  the  Chairman  of  the  Board  of 
Councilors. 

7.  In  Chapter  11,  Section  4(b)  an  amendment  is 
carried  which  would  update  the  complaint  handling 
procedure  currently  utilized  by  the  Board  of  Councilors. 
All  complaints  are  provided  to  the  Chairman  of  the 
Board  of  Councilors  immediately  after  their  receipt  in 
the  Association  office.  This  amendment  would  give 
the  Chairman  of  the  Board  of  Councilors  discretion  in 
determining  how  the  affected  physician  is  to  be 
notified.  There  are  situations  best  handled  by  having  a 
copy  of  the  letter  of  complaint  sent  directly  to  the 
affected  physician  immediately,  while  on  other  oc- 
casions it  is  more  beneficial  to  have  the  complaint 
letter  presented  to  the  affected  physician  by  the 
appropriate  councilor  from  the  individual's  district 
This  section,  as  amended,  would  read  as  follows: 

(b)  Upon  receipt  of  such  complaint,  the  head- 
quarters office  of  the  Nebraska  Medical  Associa- 
tion shall  send  a copy  thereof  to  the  Chairman  of 
the  Board  of  Councilors  and  a copy  of  the 
transmittal  letter  and  of  the  complaint  to  the 
physician  or  physicians  or  component  society 
involved  for  disposition,  including  notification  of 
the  affected  physician. 

The  Commission  on  Association  Affairs  presents 
these  amendments  to  the  House  of  Delegates  with  the 
recommendation  they  be  adopted. 

REPORT  OF  THE  COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Lincoln  - Chairman;  Charles  Heider,  )r.,  M.D., 
North  Platte:  Harry  E.  Keig,  M.D..  Papillion;  Barney  B.  Rees,  M.D., 
Omaha;  )oseph  C.  Rogers,  M.D.,  Lincoln;  Larry  D.  Ruth,  M.D.,  Lincoln; 
Steven  A.  Schwid,  M.D.,  Omaha;  Jerry  K.  Seiler,  M.D.,  Hastings;  William 
A.  Shiffermiller,  M.  D.,  Omaha;  Stephen  D.  Torpy,  M.  D.,  Omaha. 


The  Hospital  Medical  Staff  Section  of  the  AMA  met 
in  early  December  in  Dallas,  Texas.  In  attendance  at 
this  meeting  were  five  physicians  from  the  State  of 
Nebraska. 

At  the  Assembly,  48  resolutions  and  1 6 reports  were 
considered.  24  resolutions  and  six  reports  were 
adopted.  Seven  resolutions  and  two  reports  were 
referred  to  the  Governing  Council  for  additional  study 
and  eight  of  the  reports  were  filed.  Of  the  total 
number  of  resolutions  and  reports  considered,  16 
were  sent  on  to  the  House  of  Delegates  for  considera- 
tion. Of  the  16  sent  on  to  the  House,  seven  were 
adopted  by  the  House  of  Delegates.  Four  reports  were 
adopted  in  lieu  of  the  resolutions  and  three  were 
referred  to  the  Board  of  Trustees  for  study  and  two 
were  referred  to  the  Board  of  Trustees  for  action.  The 
ratio  of  success  continues  to  emphasize  the  quality  of 
the  considerations  carried-out  by  that  Hospital  Med- 
ical Staff  Section  at  the  AMA  level. 

The  resolutions  adopted  by  the  House  of  Delegates 
included  a resolution  which  asks  that  the  American 
Medical  Association  advise  the  Joint  Commission  on 
Accreditation  of  Health  Care  Organizations  that  the 
proposed  principles  of  organizational  and  manage- 
ment effectiveness  are  inappropriate  for  acute  care 
hospitals,  because  there  is  no  mention  of  the  Hospital 
Medical  Staff  and  its  distinct  responsibilities. 

The  second  resolution  referred  to  the  House,  which 
was  acted  favorably  upon,  was  one  regarding  educa- 
tion for  prescribing  controlled  substances.  This  resolu- 
tion resolved  that  the  American  Medical  Association 
develop  and  make  available  educational  materials, 
guidance  and  educational  programs  for  physicians 
regarding  the  proper  prescribing  and  dispensing  of 
controlled  substances. 

Another  resolution  adopted  by  the  House  of 
Delegates  was  one  that  encouraged  the  American 
Medical  Association  to  encourage  each  Hospital 
Medical  Staff  and  local  Medical  Societies  to  develop 
committees  and  local  programs,  in  cooperation  with 
local  nursing  organizations,  to  insure  an  adequate 
supply  of  well  trained  nurse  professionals. 

Another  resolution  asks  the  AMA  to  direct  its 
commissioners  to  the  Joint  Commission  on  Accredita- 
tion of  Health  Care  Organizations  to  make  clear  to  the 
organization  that  efforts  must  be  made  to  reduce 
administrative  excesses  imposed  on  health  care 
providers,  while  maintaining  those  provisions  which 
define  the  role  of  the  self-governing  medical  staff,  in 
order  to  assure  quality  patient  care. 

We  have  also  asked  the  American  Medical  Associa- 
tion to  dramatically  intensify  its  lobbying  efforts  to 
repeal  the  medically  unnecessary  provisions  of  Section 
93/32  C,  the  Omnibus  Budget  Reconciliation  Act  of 
1986. 

The  sixth  resolution  referred  to  the  House  of 
Delegates  was  one  in  which  we  asked  the  American 
Medical  Association  to  oppose  by  whatever  means  it 
deemed  appropriate,  state  or  federal  laws  which 
would  allow  HMO's  to  have  "hold  harmless  clauses", 
which  would  abrogate  them  of  responsibilities  to  both 
patients  and  providers,  in  case  of  insolvency.  It  was 
further  resolved  that  the  AMA  encourage  states  and 
federal  HMO's  enabling  legislation  that  would  require 
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HMO's  as  part  of  their  enabling  requirements  to 
develop  a guaranteed  fund,  which  would  be  used  to 
pay  providers  for  legitimate  claims  rendered  for 
patient  care  before  HMO's  insolvency  had  been 
declared. 

No  meetings  of  the  Commission  on  Hospital 
Medical  Staff  in  the  State  of  Nebraska  were  held  in  the 
interim.  It  is  felt  that  communication  should  be 
established  with  each  individual  hospital  medical  staff 
in  the  State  of  Nebraska  to  disseminate  the  actions  of 
HMSS  AMA 


REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 


Ronald  L Klutman.  M.D.,  Columbus  - Chairman:  Robert  C.  Osborne, 
M.  D..  Lincoln:  Rodney  S.W.  Basler,  M.D..  Lincoln:  Judith  A.  Butler,  M.  D„ 
Superior:  L Dwight  Cherry,  M.D.,  Lincoln:  James  H.  Dunlap,  M.  D„ 
Norfolk:  Dale  W.  Ebers,  M.  D„  Lincoln:  Vernon  F.  Garwood,  M. D., 
Lincoln:  Charles  Gregorius,  M.D.,  Lincoln:  Barbara  M.  Heywood,  M.D., 
Papillion:  Ann  E.  Lott,  M.D,,  Lincoln:  William  R.  Marsh,  M.D.,  Grand 
Island:  John  T.  McCreer,  III,  M.D.,  Lincoln:  Dennis  C.  O'Leary,  M.D., 
Omaha:  George  W.  Orr,  M. D.,  Omaha:  Dwaine  J.  Peetz,  M. D„  Neligh: 
Herbert  E.  Reese,  M. D„  Lincoln:  C.  Lee  Retelsdorf,  M. D„  Omaha: 
Blaine  Y.  Roffman,  M.  D.,  Omaha:  Todd  S.  Sorensen,  M.  D„  Scottsbiuff: 
Richard  B.  Svehia,  M.D.,  Omaha:  Timothy  O.  Wahl,  M. D.,  Omaha: 
Philip  Jacobs,  Omaha:  Michael  Lane,  Omaha:  Denise  Kendall,  Omaha. 

This  session  of  the  Nebraska  Legislature  is  two- 
thirds  of  the  way  through  its  ninety-day  session.  The 
importance  of  the  involvement  of  medicine  in  the 
legislative  process  is  again  borne  out  by  the  fact  that  of 
approximately  800  bills  introduced  into  the  legislature, 
80  of  them  deal  with  medicine  and  the  practice  of 
medicine.  This  ten  percent  shows  why,  we  as  physi- 
cians, need  to  continue  our  aggressive  approach  in  the 
legislative  process.  The  committee  as  a whole  is  very 
optimistic.  At  this  time,  it  is  too  early  to  predict  the 
outcome  of  many  bills,  however  we  think  that  many  of 
them  will  be  handled  or  voted  in  a way  that  is 
favorable  to  our  point  of  view. 

There  are  several  developments  that  have  made  us, 
as  a committee,  very  optimistic  for  the  future.  The  first 
is  the  introduction  by  medicine  of  bills  which  have 
direct  impact  on  the  treatment  of  our  patients.  Two 
bills  of  significance  are  the  Rural  Health  Bill,  which  will 
be  explained  later.  The  second  is  Laboratory  Licensure 
- a bill  that  was  drafted  entirely  by  members  of  the 
Nebraska  Medical  Association. 

This  year  we  have  probably  seen  well  over  fifty 
physicians  testify  before  the  Health  and  Human 
Services  Committee  and  other  related  Unicameral 
committees.  This  input  by  different  and  diverse 
physicians,  all  showing  their  caring  for  their  patients, 
has  had  a dramatic  effect 

Physicians,  in  their  interaction  with  their  state 
senators,  have  been  the  catalysts  for  the  introduction 
of  several  bills.  We  have  seen  a series  of  five  mandated 
health  care  bills  ranging  from  mammograms  to  well 
baby  care.  The  committee  thinks  it  is  important  that 
physicians  are  independent  individuals.  We  feel  that 
"united  we  stand,  divided  we  fall"  does  not  always 
prove  to  be  true.  We  do,  however,  think  that  there 
must  be  communication  between  the  medical  special- 
ties of  organized  medicine  so  that  all  involved  have 
some  concept  of  what  is  being  introduced  into  the 
legislative  process. 


Our  lobbyist  Dave  Buntain,  has  performed  admirably. 
The  respect  he  generates  among  other  lobbyists 
allows  us  to  be  represented  well  by  him.  The  physician 
key  contacts  with  senators  have  been  most  helpful  in 
developing  recognition  of  our  interests.  We  need 
these  contact  physicians  to  take  our  senators  to  lunch, 
to  communicate  with  them  during  the  non-legislative 
days  and  thus  to  be  able  to  put  forth  the  viewpoints  of 
the  Nebraska  Medical  Association.  We  also  wish  to 
recognize  and  commend  the  Nebraska  Medical 
Association  Auxiliary  for  its  efforts  in  contacting 
members  of  the  Legislature. 

A run-down  of  bills  which  the  Nebraska  Medical 
Association  is  following  are: 

LB  348  - Expands  the  chiropractors  scope  of 
practice. 

In  this,  after  some  manipulation  by  the 
chiropractors,  they  have  asked  for  the 
privilege  to  take  X-rays  of  the  extremities. 
NMA  stands  opposed.  This  bill  has  been 
voted  out  of  committee. 

LB  376/ 

551  - Medical  Laboratory  Licensure. 

NMA  has  testified  and  at  this  time  we 
are  in  a semihold  pattern  because  the 
rules  and  regulations  from  the  Federal 
Government  have  not  yet  been  released. 

LB  757  - License  Naturopaths. 

We  are  opposed.  This  bill  is  being  held 
in  committee. 

LB  673  - Repeal  of  the  Medical  Liability  AcL 

We  have  strongly  opposed  and  this  bill 
is  being  held  in  committee. 

LB  378  - Rural  Health  Office. 

This  bill  would  create  an  office  of  rural 
health  in  the  Dept,  of  Health.  We  have 
supported  this  strongly.  At  this  time  it  is 
unopposed  and  should  pass  this  year. 

LB  690  - Motorcycle  Helmet  Law. 

Again,  we  have  gone  on  record  of 
opposing  any  age  group  not  wearing 
helmets.  This  bill  is  being  held  in 
committee. 

LB  64  - Mandated  Insurance  Benefits. 

etc.  The  Nebraska  Medical  Association  be- 

lieves that  insurance  coverage  is  an 
agreement  or  contract  between  the 
insurer  and  the  insured.  NMA  needs  to 
become  much  more  aggressive  in  press- 
ing for  more  equitable  insurance  cover- 
age for  our  patients,  especially  in  the 
areas  of  child  health  care,  immunizations, 
mammography  and  other  procedures 
which  would  be  cost  effective. 

Appropriations  Bill 

The  Association  has  been  very  active  in 
an  effort  to  increase  the  Legislature's 
appropriation  to  the  Medicaid  Program. 

In  summary,  our  legislative  endeavors  are  only  as 
successful  as  the  quality  of  our  input  by  our  local 
physicians.  We  need  both  your  time  and  your 
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resources.  If  called  upon  to  testify  or  to  develop  an 
area  of  expertise,  we  would  hope  that  all  Nebraska 
Medical  Association  members  would  be  willing  to  do 
so. 


REPORT  ON  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M. D.,  Lincoln  - Chairman;  H.  Jeoffrey  Deeths, 
M.D..  Omaha;  Herbert  D.  Feidler,  M.D.,  Norfolk;  Edward  E.  Catz,  M.D., 
Omaha;  Donald  T.  Clow,  M.D.,  Omaha;  John  J.  Hoesing,  M.D,  Omaha; 
Roger  P.  Massie,  M.D.,  Plainview;  Donald  E.  Matthews,  M. D.,  Lincoln; 
Harlan  C.  Shriner,  M.D.,  Lincoln;  F.  Thomas  Waring  M.  D.,  Fremont; 
Steve  Saathoff,  Omaha 

The  Commission  is  presently  making  a concerted 
effort  to  apprise  the  general  NMA  membership  of  our 
willingness  to  receive  their  input  on  any  issues  which 
they  feel  would  be  of  public  interest  or  concern. 
Topics  of  general  interest  could  be  incorporated  into 
future  press  releases,  while  those  dealing  with  specific 
new  medical  or  public  health  issues  can  be  developed 
into  one  of  the  "Health  Tips"  which  we  prepare  and 
gratuitously  distribute  to  local  newspapers  and  radio 
stations.  These  short  subjects  are  well  received,  and 
have  been  getting  an  increasing  amount  of  media 
attention  and  use  over  the  last  two  or  three  years. 

The  Commission  also  provides  an  annotated  pre- 
release copy  of  the  Nebraska  Medical  journal  to  the 
health  editors  of  the  major  state  newspapers.  These 
editors  have  been  encouraged  to  develop  some  of  the 
general  interest  articles  into  press  releases,  if  possible 
after  interviewing  the  author.  This  program  has,  at 
best,  enjoyed  mixed  success,  but  continues  to  be 
aggressively  pursued.  The  Commission  has  also  pro- 
vided the  media  with  contacts  among  our  physician- 
members  to  be  interviewed  on  specific  topics  within 
their  respective  areas  of  expertise. 

Annually,  the  Commission  distributes  the  "State  of 
the  Health"  report  presented  by  the  NMA  President, 
who  also  prepares  recorded  "spots"  on  health  items 
which  receive  frequent  airing  on  Nebraska  raoio 
stations.  In  addition,  the  Commission  has  the  respons- 
ibility of  developing  news  releases  relating  to  special 
areas  of  professional  interest  which  affect  the  public 
as  directed  by  the  NMA  House  of  Delegates,  and  has 
done  so  at  several  times  in  recent  years. 

Ongoing  projects  continue  to  advance  the  concept 
of  the  physician  as  patient  advocate,  including  the 
promotion  of  fitness,  good  health  habits,  and  the 
attitude  of  wellness.  The  Commission  has  been 
working  closely  with  the  Commission  on  Legislative 
Affairs  in  positively  presenting  the  NMA  stance  on 
vital  legislative  issues  and  in  generating  proposals  for 
potential  future  legislative  action. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION  & ATHLETIC  MEDICINE 

Warren  G.  Bosley,  M. D.,  Grand  Island  - Chairman;  Patrick  E.  Clare, 
M. D.,  Lincoln;  Joseph  R.  Ellison,  M.D.,  Omaha;  Richard  W.  Hammer, 
M. D..  Lincoln;  Richard  E.  Jackson,  M. D.,  Pawnee  City:  Stephen  J. 
Lanspa,  M.D.,  Omaha:  Morris  B.  Mellion,  M.D.,  Omaha;  Paul  H.  Phillips, 
M. D„  Scottsbluff;  Eileen  C.  Vautravers,  M.D.,  Lincoln:  Hobart  E. 
Wallace,  M.D.,  Lincoln;  Wesley  C,  Wilhelm,  M.D.,  Omaha;  Gregs  F. 
Wright,  M. D.,  Lincoln:  Lael  Paul,  Omaha;  Mark  Young,  Omaha;  Lynn 
Mack,  Omaha 


The  Committee  submits  the  following  report  to  the 
House  of  Delegates: 

Although  the  Committee  has  planned  to  have  a 
survey  of  health  education  curriculums  in  Nebraska 
schools  implemented  by  this  time,  the  questionnaire 
to  be  developed  by  the  consultant  from  the  Depa'rt- 
ment  of  Education  has  not  been  submitted  to  the 
Committee  for  use  by  the  Auxiliary. 

As  a result,  the  Committee  has  discussed  with  Dr.  Ian 
Newman  of  the  University  of  Nebraska  his  plans  to 
conduct  a survey  of  students  in  selected  schools  in  the 
state  regarding  their  attitudes  and  knowledge  about 
AIDS  and  HIV  infection.  The  Committee  will  work 
with  Dr.  Newman  in  this  project  and,  taking  direction 
from  the  results,  will  develop  a survey  of  curriculums 
in  as  many  of  the  schools  of  Nebraska  as  is  feasible. 
The  Committee  believes  that  information  about  the 
level  of  knowledge  of  students  will  permit  a better 
evaluation  of  the  curriculums  to  which  they  are 
exposed  and  will  make  it  possible  to  make  recom- 
mendations about  the  improvement  of  health  educa- 
tion in  our  schools.  The  Committee  will  have  a report 
on  this  forthe  next  meetingof  the  House  of  Delegates. 

Dr.  Newman  has  already  completed  a survey  of 
7000  Nebraskans  in  the  area  of  substance  abuse,  to  be 
published  soon.  Other  surveys  are  being  conducted, 
so  the  study  of  Al  DS  will  continue  in  this  same  field  of 
concern. 

The  student  members  of  the  Committee  reported 
that  the  Student  Section  of  the  NMA  has  begun  an 
AIDS  education  program  in  the  Omaha  and  Bellevue 
school  districts,  with  medical  students  talking  with 
students  in  these  programs.  The  Committee  agrees 
that  this  involvement  of  young  people  ought  to  be 
especially  effective  in  reaching  junior  and  senior  high 
school  students. 

The  Committee  wishes  to  emphasize  that  curricu- 
lums in  health  education  in  our  schools  must  be 
comprehensive,  including  all  aspects  of  health  and 
fitness.  We  must  work  diligently  to  prevent  their  being 
perceived  as  courses  in  "sex  education".  Human 
sexuality  is  only  one  aspect  of  health  and  is  a much 
broader  subject  than  the  view  all  too  often  taken  of  it 
It  is  important  that  the  NMA  support  efforts  to  require 
this  sort  of  comprehensive  program  in  our  schools. 

The  Committee  discussed  pre-participation  examin- 
ations of  athletes  in  our  schools  and  recognized  that 
the  Nebraska  School  Activities  Association  has  re- 
quirements in  this  area  that  ought  to  be  observed  by 
schools  and  physicians. 

The  Committee  will  continue  to  develop  short  notes 
on  athletic  conditioning  and  participation  to  appear  in 
the  NMA  Newsletter  from  time  to  time. 

The  Committee  proposes  to  renew  the  programs  on 
athletic  medicine  that  have  been  held  in  the  past. 
These  have  included  coaches  and  physical  education 
instructors,  together  with  physicians.  It  is  clear  that 
such  programs  will  improve  communication  in  this 
area  and  may  permit  more  participation  by  physicians 
in  athletic  programs  and  in  setting  standards  for 
athletes  in  our  schools.  For  example,  it  might  be 
possible  to  develop  a procedure  to  measure  body  fat 
in  setting  guidelines  for  ideal  weight  in  wrestlers. 


206  Nebraska  Medical  Journal  July  1989 


At  the  formation  of  this  Committee,  its  chief  interest 
was  in  fostering  the  training  of  teachers  in  the  area  of 
health  education.  This  has  been  a difficult  task,  since 
interest  in  this  subject  is  not  very  high  in  teachers' 
colleges,  together  with  the  fact  that  not  many  schools 
in  Nebraska  are  interested  in  employing  these  teachers. 
Health  education  does  not  enjoy  a very  high  priority  in 
most  of  our  schools,  and  with  the  financial  problems  of 
nearly  every  school  district,  it  is  an  even  greater  task  to 
develop  interest  in  this  aspect  of  our  children's 
education.  However,  in  the  twenty-some  years  of  the 
Committee's  activity,  considerable  progress  has  been 
made,  and  the  subject  of  health  education  is  accepted 
generally  as  a legitimate  part  of  a studenT s experience 
in  our  schools.  We  must  continue  to  work  to 
emphasize  the  importance  of  adequate  knowledge 
about  health  and  fitness. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Lincoln  - Chairman;  Judith  A Butler,  M.D., 
Superior:  Donald  J.  Darst,  M. D.,  Omaha:  David  R.  Dyke,  M. D„  Lincoln; 
Dale  W.  Ebers,  M.D.,  Lincoln:  Vernon  F.  Garwood,  M.D.,  Lincoln; 
Russell  L Corthey,  M.D.,  Lincoln:  Roger  A.  Jacobs,  M.D.,  Seward; 
Ronald  Klutman,  M.D.,  Columbus:  Paul  F.  Meyer,  M. D„  Aurora;  Dale  E. 
Michels,  M.D.,  Lincoln:  Harold  M Nordlund,  M.D.,  York;  Richard  B. 
Svehia,  M.D.,  Omaha;  M.  Allen  Tompkins,  M.D.,  Grand  Island;  Tom  F. 
Tonniges,  M.D.,  Hastings. 

Your  Committee  on  Medicaid  Services  has  convened 
on  three  occasions.  Present  were  members  of  the 
Committee,  plus  representatives  of  the  Department  of 
Social  Services  on  each  occasion.  Problems  identified 
were  the  following:  1)  Adequacy  of  reimbursement  for 
all  services  provided  but  particularly  for  obstetrical 
procedures;  2)  Complexity  of  the  present  Medicaid 
system;  3)  The  Sunderbruch  Corporation. 

The  first  two  issues  were  faiiV  unanimously  accepted 
as  problems  with  the  present  lystem.  Some  attempt  to 
utilize  the  McGraw-Hill  relative  value  scale  was 
proposed  by  the  Department  of  Social  Services  but  in 
keeping  this  revenue  neutral,  there  were  serious 
inequities  created,  and  serious  inequities  which 
already  existed  were  not  addressed.  In  support  of  the 
Department  of  Social  Services'  request  for  5.4  million 
dollars  infusion  of  additional  monies  into  the  Medicaid 
budget,  representatives  of  the  Ad-Hoc  Committee 
presented  testimony  before  the  Appropriations  Com- 
mittee of  Nebraska  Unicameral  on  March  6,  1989.  It  is 
the  consensus  of  your  committee  and  representatives 
of  the  department  that  the  addition  of  such  monies 
would  improve  the  reimbursement  level  for  several 
important  services  including  obstetrical  services  while 
permitting  implementation  of  the  McGraw-Hill  relative 
value  scale.  The  latter  would  achieve  a uniform  coding 
and  method  of  reimbursement  across  the  state 
disregarding  geographic  or  population  areas  as  has 
previously  permeated  and  confused  the  present 
system.  The  results  of  our  efforts  at  this  point  are 
uncertain,  but  should  the  Appropriations  Committee 
choose  not  to  support  the  recommendation  we  will 
then  proceed  to  intensely  lobby  individual  senators  in 
order  to  bring  this  important  addition  to  the  budget  to 
a floor  debate.  More  information  as  to  the  status  of 
this  situation  may  be  available  at  the  time  of  the  April 
28th  meeting 

Finally,  we  were  informed  as  was  the  Appropriations 


Committee  of  the  Legislature,  that  the  participation  of 
Sunderbruch  in  a review  capacity  has  saved  the 
Department  of  Social  Services  approximately  4 million 
dollars  during  its  first  year  of  activity.  Although  this 
may  represent  a "honeymoon  phenomenon",  it  is 
unlikely  that  the  State  or  the  Department  of  Social 
Services  will  recommend  abandoning  this  form  of 
review  for  the  time  being  as  long  as  it  appears  to  be 
meeting  their  goals. 


REPORT  OF  THE  AD-HOC 
COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Lincoln  - Chairman;  Richard  A Blatny,  M.D., 
Fairbury:  L Dwight  Cherry,  M.D.,  Lincoln;  Thomas  M.  Connors,  M.D., 
Omaha;  Vernon  Garwood,  M. D.,  Lincoln;  Roger  Massie,  M. D,,  Plainview; 
Richard  B.  Svehia,  M.D.,  Omaha;  Hiram  R.  Walker,  M.D.,  Kearney. 

The  Ad-Hoc  Committee  Re:  Medicare  of  the 
Nebraska  Medical  Association  has  met  on  three 
separate  occasions  since  the  transition  of  Medicare 
carrier  responsibilities  from  Blue  Cross/Blue  Shield  of 
Iowa  to  Blue  Cross/Blue  Shield  of  Kansas.  The  first 
meeting  was  held  on  December  1 5,  1 988,  at  the  NMA 
Headquarters  in  which  the  major  concern  at  that  time 
was  the  evaluation  of  the  MAACs  recently  received  by 
Nebraska  physicians.  After  lengthy  discussion  it  was 
determined  that  the  MAACs  received  by  Nebraska 
physicians,  on  which  to  determine  whether  or  not  to 
become  participating  or  nonparticipating  physicians 
were  indeed  totally  inaccurate.  It  was  noted  that  many 
of  the  MAACs  were  less  for  1989  than  during  the  past 
fiscal  year,  and  that  in  many  instances  the  figures  had 
been  reduced  30-40%.  It  was  specifically  noted  to  the 
HCFA  representatives,  as  well  as  the  Blue  Cross/Blue 
Shield  of  Kansas  and  Nebraska  representatives,  that 
the  OBRA  legislation  had  provided  for  a 1 % increase  in 
fees  for  physicians.  Since  the  Nebraska  Medical 
Association  has  assumed  the  role  of  being  the 
advocate  for  the  patient  beneficiaries  of  the  Medicare 
plan  in  Nebraska,  such  a reduction  of  30-40%  could 
well  have  a $10  million  effect  on  Nebraska  citizens 
insofar  as  their  payment  for  medicare  services  is 
concerned.  Lengthy  discussion  took  place  regarding 
the  validity  of  data  that  was  transmitted  from  the  Iowa 
Blue  Cross/Blue  Shield  Medicare  carrier  to  the  Kansas 
Blue  Gross/Blue  Shield  Medicare  carrier.  It  was 
determined  that  much  data  was  indeed  inaccurate 
and  that  an  extension  of  the  signup  period  for 
physicians  deciding  whether  or  not  to  participate 
should  be  made  until  the  MAAC  levels  could  be 
corrected  and  reviewed  by  Nebraska  physicians. 

This  extension  subsequently  was  indeed  requested 
and  granted  and  in  fact  showed  that  the  situation  in 
Nebraska  was  unique.  This  matter  was  reported  back 
to  the  Ad-Hoc  Committee  on  Medicare  at  their 
February  16,  1989,  meeting.  The  Blue  Cross/Biue 
Shield  representatives  from  Kansas  as  well  as  HCFA 
personnel  did  review  the  data  and  it  was  found  that 
the  data  that  they  had  received  was  indeed  wrong  or 
missing  and  that  the  profiles  had  been  rebuilt  based 
on  that  situation.  Due  in  part  to  the  diligence  of  the 
Ad-Hoc  Committee  Re:  Medicare,  the  extension  for 
the  enrollment  period  was  placed  at  March  1,  1989.  It 
was  stated  at  that  time  that  any  physician  who  had 
replied  by  the  first  deadline  on  December  31,  would 
have  the  opportunity  to  modify  his/her  decision. 
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At  the  meeting  on  February  16,  1989,  a further 
request  of  the  Committee  was  brought  forward.  Since 
it  was  felt  by  the  Committee  that  the  entire  profile 
upon  which  the  MAACs  were  based  seemed  to  be 
inaccurate  and  the  calculations  inconsistent,  the 
entire  profile  billed  for  fiscal  year  1973  including  the 
base  year  charge  history  data  for  each  locality  by 
specialty,  carrier  wide  by  specialty,  locality  without 
specialty,  and  carrier  wide  without  specialty  as  well  as 
the  base  year  relative  value  scale  that  was  utilized, 
should  be  available  for  the  review.  This  information  is 
available  under  the  Freedom  of  Information  Act  and 
should  be  readily  available. 

There  was  some  concern  on  the  part  of  HCFA 
representatives  that  this  data  may  not  be  readily 
available  but  since  this  data  is  so  important  to 
determine  the  amount  of  monies  that  Medicare  will 
pay,  and  how  much  monies  will  have  to  be  paid  by  the 
beneficiaries  it  was  felt  by  the  Ad-Hoc  Committee  that 
it  was  imperative  that  this  data  be  available.  Therefore, 
due  to  the  efforts  of  the  Ad-Hoc  Committee  on 
Medicare,  the  MAACs  were  refigured  and  all  physicians 
were  able  to  raise  their  MAACs  by  the  acceptable  1% 
limit  as  approved  by  OBRA  and  the  extension 
deadline  for  the  decision  to  participate  or  to  not 
participate  in  the  Medicare  program  was  extended 
from  December  to  March. 

In  late  1988,  a request  was  made  of  Kansas  Blue 
Cross/Blue  Shield  that  an  impact  study  of  going  to  a 
single  level  reimbursement  statewide  be  undertaken, 
and  that  a study  comparing  Nebraska  reimbursement 
with  surrounding  states  be  carried  out  and  made 
available.  The  Medicare  carrier  was  willing  to  imple- 
ment this  request  and  the  impact  study  is  to  be 
completed  by  June  1.  The  study  comparing  Nebraska 
reimbursement  with  the  surrounding  states  was  to  be 
available  at  the  next  scheduled  meeting  on  March  23, 
1989.  (A  copy  of  that  study  is  attached  to  this  report) 

The  Committee  next  met  on  March  23,  at  which 
time  the  charge  data  from  fiscal  year  1973  remained 
unavailable,  and  a great  deal  of  uncertainty  was 
present  as  to  whether  or  not  the  data  would  be 
available.  HCFA,  thus  far,  has  been  unable  to  locate  or 
provide  the  charge  data  for  fiscal  year  1973.  Also 
complicating  the  locale  study  will  be  the  fact  that 
there  are  30  subspecialties  recognized  by  the  carrier 
and  this  will  provide  a significant  problem.  It  was 
agreed  by  the  carrier,  as  well  as  the  Committee,  that  in 
order  to  prepare  an  accurate  study,  the  data  had  to  be 
confirmed  as  to  its  accuracy  and  since  the  1 973  charge 
data  is  thus  far  unavailable,  further  suggestions  may  be 
appropriate.  One  of  the  suggestions  brought  forth  by 
the  Committee  was  that  the  system  should  be  based 
on  the  75th  percentile  of  participating  physicians' 
actual  charges  since  HCFA  seems  not  to  be  able  to 
produce  the  1973  charge  data  It  would  be  difficult,  in 
our  opinion,  for  any  agency  to  show  a discrepancy  in 


charges  between  the  rural  and  urban  areas  of  the  state. 

If  satisfactory  resolution  of  problems  with  the 
Medicare  program  cannot  be  accomplished,  the 
Committee  feels  it  may  be  advantageous  at  some 
point  to  request  the  assistance  of  Nebraska's  Con- 
gressional Delegation. 

Further  discussions  were  carried  out  insofar  as  the 
performance  of  the  carrier  and  the  providers  was 
concerned.  It  was  noted  by  the  carrier  that  only  35%  of 
the  claims  received  by  Blue  Cross/Blue  Shield  of 
Kansas  were  "clean"  claims.  The  carrier  is  more  than 
willing  to  work  with  physicians  individually  to  deter- 
mine particular  problems  within  their  billing  proce- 
dure, however,  this  is  a considerable  change  in  the 
number  of  "clean"  claims  from  the  previous  Medicare 
carrier.  In  reference  to  this  problem,  an  educational 
program  on  Sunday  afternoon  of  the  1989  Annual 
Session  was  developed. 

In  addition,  Kansas  Blue  Cross/Blue  Shield  has 
utilized  toll-free  lines  for  the  beneficiary  and  the 
provider,  and  they  indicate  that  on  the  average  there 
were  10,820  calls  received  on  the  beneficiary  line  per 
month  utilizing  1 0 lines  with  1 0 staff.  There  are  1 5,709 
calls  received  monthly  on  the  provider  lines  with  5 
lines  and  4 staff.  There  has  been  an  average  of  10% 
more  claims  being  received  by  Kansas  Blue  Cross/Blue 
Shield  than  were  received  by  Iowa  Blue  Cross/Blue 
Shield,  and  the  carrier  stated  that  the  dollar  amount 
being  paid  to  Nebraska  physicians  is  up  considerably 
over  last  year's  figures.  The  carrier  also  stated  that 
clean  claims  from  participating  physicians  must  be 
paid  in  1 8 days  and  clean  claims  from  nonparticipating 
physicians  are  being  paid  within  25  days.  95%  of  all 
claims  must  be  paid  in  60  days  and  99%  of  all  claims 
must  be  paid  in  90  days.  The  number  of  participating 
physicians  versus  nonparticipating  physicians  in  Ne- 
braska was  52%  versus  48%. 

The  implementation  of  the  ICD-9  coding  system 
utilized  in  billing  will  remain  April  1 , 1 989,  but  a two- 
month  grace  period,  without  penalty,  will  be  utilized 
to  assist  physicians  in  learning  the  system.  The  carrier 
is  well  aware  that  this  may  create  voluminous  billing 
forms  in  that  only  4 ICD-9  codes  will  be  able  to  be 
listed  per  form.  If  any  more  ICD-9  codes  were 
required,  it  would  be  necessary  to  list  them  on 
subsequent  claim  forms.  The  institution  of  the  ICD-9 
codes  is  a way  to  insure  the  avoidance  of  payment  of 
concurrent  care  by  two  or  more  physicians.  It  is 
believed  that  the  ICD-9  coding  is  being  implemented 
to  assist  in  the  eventual  development  of  physician 
DRCs  for  payment  of  "global"  services. 

This  Committee  has  worked  diligently  for  the 
Nebraska  Medical  Association  over  the  past  several 
months  as  well  as  for  the  benefit  of  our  patients.  The 
Chairman  wishes  to  thank  the  Committee  members 
for  their  dedication  in  addressing  this  arduous  task. 
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NMA  - 4/89 
fled  i care 

Office  Visits 


Code  Kansas  Nebraska  Colorado  North  Dakota  South  Dakota  Wyoming 

Spec  01 Spec  01 Spec  01 


90015 

32.75 

15 

- 21.80 

35.00 

42.10 

34.40 

33.50 

16 

- 21.38 

Office 

Call/ Intermediate 

Service 

- New  Patient 

17 

- 21.38 

90060 

28.40 

15 

- 20.00 

23.80 

23.80 

21.90 

21.00 

16 

- 18.00 

Office 

Call/ Intermediate 

Service 

- Established  Patient 

17 

- 18.00 

NUKSING/SKILLED  VISITS 


Code 

Kansas 

Nebraska 
Spec  01 

Colorado 
Spec  01 

North  Dakota  South  Dakota 

Wyoming 

90350 

25.50 

15  - 

22.00 

28.40 

20.00  20.50 

17.70 

16  - 

17.50 

Subsequent  Care/Limited  Service  (Skilled  Nursing  Home)  - 

17  - 

20.00 

New  or  Established  Patient 

90450 

18.40 

15  - 

18.00 

28.40 

14.20  16.60 

23.70 

16  - 

16.20 

Established  Patient  - Limited  Service 

17  - 

15.20 

EMERGENCY  VISITS 

Code 

Kansas 

Nebraska 

Colorado 

North  Dakota  South  Dakota 

Wyoming 

Spec 

01 

Spec  01 

Spec  01 

9515 

32.75 

15  - 

47.70 

35.50 

40.50  41.70 

65.00 

16  - 

25.70 

Emergency  Room/Intermediate  Service  - 

New  Patient 

17  - 

50.80 

90560 

30.90 

15  - 

36.00 

35.50 

40.50  37.00 

39.40 

16  - 

21.90 

Emergency  Room/ Intermediate  Service  - 

Established 

Patient 

17  - 

25.00 

HOSPITAL  VISITS 

Code 

Kansas 

Nebraska 

Colorado 

North  Dakota  South  Dakota 

Wyoming 

Spec 

01 

Spec  01 

Spec  01 

90220 

88.70 

15  - 

70.00 

97.20 

108.60  79.20 

73.50 

16  - 

60.00 

Initial  Hospital  Care/Comphrensive  History  & Exam 

17  - 

54.10 

90260 

35.75 

15  - 

23.40 

21.90 

27.20  24.00 

34.90 

16  - 

22.50 

Intermediate  Subsequent  Hospital  Care 

17  - 

18.50 

Surgery 

Code 

Kansas 

Nebraska 
Spec  02 

Colorado  North  Dakota 

Spec  02 

South  Dakota 

Wyoming 

Spec  01  Spec  02 

27130 

2015.66 

NB/15  - 1919.00 
* 15  - 1780.00 

17  - 1941.32 
200  pts  X 8.90  CF 

1,710.00  2,015.15 

Total  Hip  Replacement 

2,165.35 

None  2,270.90 

Available 

Code 

Kansas 

Nebraska 

Colorado  North  Dakota 

Spec  02 

South  Dakota 

Wyoming 

Spec  01  Spec  02 

66984 
ASST.  : 

1373.60  15  - 1373.60  1181.04  1496.98 

16  - 1176.70  Extracapsular  Cataract 

17  - 1373.60 

—This  is  at  CW  CW  Level 
SURGERY 

1533.69  1180.20  1259.30 

Removal  With  Insertion  of  Lens 

Code 

Kansas 

Nebraska 
Spec  02 

Colorado  North  Dakota 

Spec  02 

South  Dakota 

Wyoming 

27130 

403.13 

15  - 383.80 

16  - 391.00 
70/17  - 392.10 

360.00  456.00 

Total  Hip  Replacement 

448.20 

None  Available 

Code 

Kansas 

Nebraska 
Spec  02 

Colorado  North  Dakota 

Spec  02 

South  Dakota 

Wyoming 

66984 

274.72 

15  - 274.72 

16  - 133.50 

248.64  None  None  20%  of  Allowable 

Extracapsular  Cataract  Removal  With  Insertion  of  Lens 

17  - 274.72 
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RADIOLOGY 


Code 

Kansas 

Nebraska 

Colorado 

North  Dakota 

South  Dakota 

Wvoraina 

Spec 

30 

Spec  30 

Spec  01  Spec  02 

71020 

40.80 

15  - 

46.30 

33.90 

40.70 

39.50 

33.80 

33.80 

16  - 

23.00 

Chest  X-Ray/Two  Views 

17  - 

23.00 

74000 

31.00 

15  - 

46.40 

22.70 

33.80 

27.20 

22.60 

22.60 

16  - 

33.50 

Abdominal 

X-Ray,/Single 

View 

17  - 

35.50 

SPECIAL  DIAGNOSTIC 

Code 

Kansas 

Nebraska 

Colorado 

North  Dakota 

South  Dakota 

Wyoming 

Spec 

06 

Spec  06 

93000 

39.50 

15  - 

35.00 

32.90 

40.30 

29.00 

16  - 

35.00 

Routine  ECG  With  at  Least  Twelve  Leads 

17  - 

35.00 

- All  Specialities  Profiled  Together 

- Speciality  01  is  for  Generalists 
Speciality  02  is  for  Specialists 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Norfolk  - Chairman;  David  L Bacon,  M.D., 
Kearney:  Warren  C.  Bosley,  M.  D.,  Grand  Island;  F.  M.  Cawecki,  M.D., 
Papillion;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Richard  M.  Pitsch,  Jr.,  M.D., 
Lincoln;  Herbert  E.  Reese,  M.  D.,  Lincoln;  Blaine  Y.  Roffman,  M.D., 
Omaha:  Larry  E.  Roffman,  M.D.,  Omaha. 

Your  Professional  Liability  Committee  met  on  January 
5,  1989,  with  representatives  of  the  St.  Paul  Insurance 
Company.  This  meeting  was  for  purposes  of  com- 
munication dealing  with  current  liability  experiences 
regarding  frequency  and  severity  of  claims.  It  is  the 
intent  of  your  chairman  to  present  charts  dealing  with 
these  subjects  at  the  meeting  of  the  House  of 
Delegates  on  April  30.  In  general  though,  Nebraska's 
claim  experience  has  been  very  favorable  compared 
to  national  statistics.  We  in  Nebraska  are  showing  a 
decreasing  frequency  of  claims  and  a definite  de 
escalation  trend  on  severity  of  claims.  No  premium 
increases  are  anticipated.  If  the  current  decreasing 
trend  in  severity  continues,  the  SL  Paul  policyholders 
may  in  fact,  be  due  fora  premium  refund  in  the  future. 

The  malpractice  pattern  throughout  1988  in  the 
United  States  and  in  Nebraska  demonstrates  a 
decreasing  frequency  rate  (claims  per  100  insured) 
but  a continuing  escalation  in  severity  (cost  per  claim). 
Nebraska,  however,  has  a very  definite  lessening  of 
the  trend  escalation  as  compared  to  the  United  States 
as  a whole.  If  this  trend  change  continues,  we  will  have 
reason  for  a certain  amount  of  pride  in  what  the 
medical  society  has  helped  to  accomplish  by  the  tort 
changes  created  in  1976  with  LB  434,  our  Nebraska 
Hospital  Medical  Liability  Act.  A great  deal  of  the 
credit  must  go  the  the  Legislature's  passage  of  that  bill 
and  to  the  public  awareness  of  the  problem. 

it  is  worthy  of  note  that  in  addition  to  the  availability 
of  professional  liability  insurance  through  the  St.  Paul 
Company,  Medical  Liability  Mutual,  Medical  Protective 
of  Indiana,  a fourth  underwriter.  Preferred  Physicians 
Insurance  Company  has  now  been  licensed  to  write  in 
Nebraska.  This  fact  also  bespeaks  a healthier  climate 
for  professional  liability  than  is  experienced  in  most 
states. 

On  February  22,  1989,  your  committee  met  to 
consider  the  implications  of  LB  673,  a bill  to  repeal  the 


Nebraska  Hospital  Medical  Liability  Act  On  March  7, 
1989,  members  of  the  committee  together  with  Dr. 
Richard  Svehia  and  President  Donald  Pavelka,  together 
with  the  NMA  attorneys  and  administrative  staff  met 
with  Senator  Chizek  of  Omaha  who  introduced  LB 
673.  Subsequent  to  this  we  presented  testimony  at 
the  Judiciary  Committee  hearing  on  this  bill.  Senator 
Chizek  is  the  Chairman  of  the  Judiciary  Committee.  At 
the  conclusion  of  that  public  hearing  Senator  Chizek 
announced  that  it  was  his  desire  to  hold  this  bill  in 
committee  for  purposes  of  public  hearings  during  the 
summer  months  of  1989.  Further  information  on  this 
bill  may  be  forthcoming  at  the  time  of  the  House  of 
Delegates  meeting. 

On  two  occasions  during  this  past  year  we  have 
included  with  the  "pink  sheet"  mailings,  a question- 
naire for  the  NMA  members  to  direct  questions 
regarding  their  insurance  coverage  to  their  own 
liability  underwriters.  These  questions  have  all  been 
forwarded  to  the  respective  insurance  companies.  The 
responses  to  the  questions  have  been  published  in  the 
"pink  sheet"  and  in  most  cases,  individual  responses 
have  been  sent  by  the  insurance  company  back  to  the 
physician  raising  the  questions.  To  date  we  have 
received  communications  only  from  the  St.  Paul 
Company. 

Your  attention  is  drawn  once  again  to  the  P.R.I.M.E. 
mailing  which  most  of  you  have  received.  These 
mailings  have  solicited  professional  liability  under- 
writing. This  company  is  not  licensed  to  write 
insurance  in  Nebraska  and  has  been  pursued  and 
censored  by  our  State  Insurance  Commissioner. 
Despite  a cease  and  desist  order  directing  them  to 
discontinue  this  type  of  solicitation,  the  company  has 
failed  to  comply.  We  will  continue  to  monitor  this 
activity. 

Supplied  with  this  report  will  be  two  booklets.  At 
our  request  the  booklet  entitled  A Guide  for  the 
Defendant  Doctor  by  H.  Harvey  Cass,  M.  D.  is  being 
supplied  to  us  by  the  SL  Paul  Company  for  distribution 
to  the  delegates.  In  addition,  plans  call  for  this  booklet 
to  be  distributed  by  that  company  to  their  insured 
physicians  at  the  time  of  their  notification  by  the 
physician  of  a claim.  Additionally,  you  are  being 
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supplied  with  a booklet  entitled  Deposition  Guidelines 
and  a Synopsis  of  the  Nebraska  Hospital  Medical 
Liability  Act  which  has  been  prepared  by  your 
committee.  It  is  our  plan  to  mail  copies  of  this  to  the 
NMA  members  in  the  near  future.  We  commend  these 
booklets  to  you  for  your  future  reference,  hoping  that 
the  need  for  these  will  lessen  as  time  passes. 

We  have  been  extremely  pleased  with  our  relation- 
ships and  with  the  help  that  we  have  obtained  through 
Mr.  Bill  McCartney,  Nebraska's  Insurance  Commis- 
sioner. Both  Mr.  McCartney  and  his  staff  have  been 
very  cooperative  and  most  helpful. 

REPORT  OF  THE  NMA  PRO  OVERVIEW  COMMITTEE 

Cordon  J.  Hrnicek,  M.D.,  Grand  Island  - Chairman;  David  Bacon, 
M. D.,  Kearney;  A.  H.  Bergman,  M.D.,  Fremont;  Dennis  M.  Connolly, 
M.  D„  Lincoln;  Carl  J.  Cornelius,  M.D.,  Sidney;  Richard  A Cottingham, 
M.  D„  McCook;  Francis  D.  Donahue,  M.D.,  Omaha;  Daniel  S.  Durrie, 
M.  D.,  Omaha;  Wendell  L.  Fairbanks,  M.  D„  Alliance;  John  F.  Fitzgibbons, 
M. D„  Omaha;  C.  T.  Frerichs,  M. D.,  Beatrice;  Richard  jackson,  M.D., 
Pawnee  City;  M.  Jack  Mathews,  M.  D.,  Lincoln;  Frederick  F.  Paustian, 
M. D.,  Omaha;  Herbert  E.  Reese,  M.D.,  Lincoln. 

Since  the  last  meeting  of  the  House  of  Delegates 
there  has  been  very  little  activity  in  the  NMA  PRO 
Overview  Committee.  Only  one  meeting  was  held, 
primarily  because  of  a paucity  of  complaints  regarding 
the  PRO.  Because  of  the  charge  from  the  NMA  House 
of  Delegates  to  set  up  a Grievance  Committee,  a 
meeting  was  arranged  for  March  22,  1989.  The 
minutes  of  that  meeting  are  available  at  the  NMA 
Office. 

The  primary  purpose  of  the  meeting  was  to  set  up 
and  discuss  the  mechanism  for  the  Grievance  Gom- 
mittee.  The  final  consensus  was  that  the  Grievance 
Committee  should  be  made  up  of  four  or  five  people. 
It  will  function  as  a sub-committee  of  the  NMA  PRO 
Overview  Committee,  rather  than  as  a separate 
committee.  It  shall  be  chaired  by  Dr.  Jack  Mathews  in 
Lincoln.  Three  members  of  the  committee,  pending 
their  consent,  will  be  Doctors  Tim  Biga,  Wendell 
Fairbanks,  and  C.  T.  Frerichs.  One  more  member  was 
to  be  selected  by  Dr.  Mathews,  to  represent  Omaha. 

The  future  function  of  this  Grievance  Committee 
will  in  large  part  depend  on  the  numbers  of  future 
complaints.  The  committee  will  develop  the  mechanism 
it  will  follow,  giving  consideration  to  the  confidentiality 
aspects  of  the  process.  This  information  will  be 
distributed  to  members  of  the  Association.  The 
primary  purpose  of  the  committee  will  be  to  review 
complaints  about  the  PRO,  and  if  they  are  felt  to  be 
legitimate,  they  will  be  forwarded  to  the  NMA  PRO 
Overview  Committee,  who  will  then  act  as  advocate 
for  the  complainant 

The  remainder  of  the  meeting  was  spent  in  a joint 
session  with  officers  and  directors  of  the  Sunderbruch 
Corportion.  The  thrust  of  that  meeting  seemed  to  be 
to  further  educate  us  as  to  the  function  of  the 
Sunderbruch  Corporation.  It  was  generally  felt  that 
future  meetings  should  continue  to  maintain  some 
sort  of  dialogue  between  this  NMA  PRO  Overview 
Committee  and  the  Sunderbruch  Corporation. 

No  further  meetings  were  scheduled  for  the  time 
being.  They  will  be  scheduled  dependent  upon  future 
complaints  and  problems,  and/or  need  for  educational 
dialogue  with  the  Sunderbruch  Corporation. 


REPORT  OF  THE  SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman;  DavicJ  L Bacon,  M.D., 
Kearney;  Lawrence  C.  Bausch,  M.D.,  Lincoln;  Robert  A.  Beer,  M.D., 
Omaha;  Mark  A.  Christensen,  M.  D.,  Omaha;  Richard  A Hranac,  M.D., 
Kearney;  Richard  M.  Tempero,  M.D.,  Omaha;  Donald  E.  Waltemath, 
M.D.,  Lincoln;  Richard  S.  Yates,  M.D.,  Lincoln;  Anthony  J.  Yonkers,  M.D., 
Omaha:  Elizabeth  Waldman,  Omaha. 

The  1989  Annual  Session  format  reflects  the  changes 
considered  by  the  House  of  Delegates  over  the  last 
several  sessions.  The  meeting  is  being  held  over  a 
three-day  period,  with  the  House  of  Delegates 
scheduled  on  Friday  and  Sunday,  in  response  to 
expressed  concern  over  the  Session  taking  too  much 
time  away  from  the  office.  The  Committee  believes 
the  current  format  should  alleviate  this  concern  and  is 
hopeful  increased  attendance  will  result  In  addition 
to  the  House  of  Delegates  change  of  schedule,  the 
Committee  would  like  to  point  out  that  Fun  Night  and 
the  Inaugural  Banquet  have  been  combined  and 
encourage  the  membership  to  attend  this  event 

Several  specialty  societies  are  again  presenting 
scientific  and  socio-economic  programming  in  con- 
junction with  the  1989  Annual  Session.  The  Committee 
appreciates  the  participation  of  these  groups  and 
encourages  you  to  attend  sessions  of  interest  to  you. 

The  Committee  recently  applied  for  reaccreditation 
by  the  NMA  Commission  on  Medical  Education  to 
continue  providing  Category  I CME  credits  to  at- 
tendees of  our  programming.  We  have  been  re- 
accredited by  the  Commission  for  a period  of  four 
years.  The  Committee  thanks  the  Commission  for  their 
examination  of  our  program  and  their  suggestions  for 
providing  Annua!  Session  registrants  with  high  quality 
CME  programming. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  GALLERY 

Russell  L Corthey,  M.D.,  Lincoln  - Chairman;  Warren  C.  Bosley,  M.D., 
Grand  Island:  Clen  F.  Lau,  M. D.,  Lincoln;  Richard  C.  OIney,  M.D., 
Lincoln;  John  L Reed,  M. D.,  Lincoln;  Stanley  M.  Truhlsen,  M. D„ 
Omaha. 

The  Committee  has  held  two  meetings  since  our  last 
report  to  the  House.  At  both  meetings,  the  topic 
remained  how  best  to  provide  the  highest  quality, 
health-oriented  educational  experience  for  Nebraska 
children.  It  was  ultimately  decided  to  concentrate  on 
the  Lincoln  exhibit  rather  than  trying  to  move 
materials  across  the  state,  especially  when  considering 
the  number  of  children  who  make  field  trips  to  the 
University  of  Nebraska  State  Museum  each  year. 

The  Committee  has  asked  the  University  of  Nebraska 
Museum  to  remodel  the  space  currently  being  utilized 
as  the  Health  Gallery  during  the  renovation  which  is 
currently  in  progress.  Dr.  Hugh  Genoways,  Director  of 
the  Museum,  has  been  asked  by  the  Committee  to 
obtain  conceptual  drawings  and  cost  estimates  for 
remodeling  the  area  from  the  architectural  firm 
responsible  for  the  museum  renovation.  The  Com- 
mittee is  awaiting  Dr.  Cenowa/s  response  to  this 
request 

The  Health  Gallery  fund  totals  approximately  $98,000 
and  an  additional  $9,000  of  Health  Gallery  funding 
remains  on  deposit  in  the  University  of  Nebraska 
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Foundation.  It  is  the  Committee's  intent  to  utilize  the 
funding  in  the  Foundation  to  repair  and  replace 
equipment  and  exhibits  necessary  to  update  the 
Gallery  and  to  provide  an  annual  grant  consisting  of 
interest  earned  on  the  fund  to  maintain  a quality 
exhibit  for  Nebraska's  children. 

The  Committee  remains  quite  active  regarding  the 
Health  Gallery  and  will  keep  the  House  informed  of 
future  decisions  as  they  are  made.  We  welcome  input 
and  support  from  members  of  the  Association. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  & CHILD  HEALTH 

Kenton  L Shaffer,  M.D.,  Kearney  - Chairman 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

George  M.  Adam,  M.D.,  Hastings;  L Palmer  Johnson,  M,D„  Lincoln; 
Charles  W,  Marlowe,  M.D.,  Omaha;  Cary  D.  Milius,  M. D.,  Lincoln; 
William  Rayburn,  M.D.,  Omaha;  William  L Rumbolz,  M.D.,  Omaha; 
Larry  Wilson,  M.D.,  Gothenburg. 

SECTION  ON  PERINATAL  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Lincoln;  Stacie  R.  Bleicher,  M.D.,  Lincoln; 
Robert  M.  Nelson,  M. D.,  Omaha;  Gregg  Wright,  M.D.,  Lincoln. 

The  Ad-Hoc  Committee  on  Maternal  and  Child 
Health  dealt  with  several  issues  in  1988  and  1989. 
Two  Committee  meetings  were  held  and  many  of  the 
members  served  on  various  Ad-Hoc  Committees  for 
the  State  Health  Department,  dealing  with  various 
issues. 

The  Committee  reviewed  the  Summary  of  Maternal 
Deaths  recorded  in  1988.  Dr.  Rumbolz  stated  that  six 
deaths  were  maternal  related  deaths.  These  were 
reviewed.  Dr.  Rumbolz  reported  that  there  had  been 
difficulty  obtaining  information  from  the  Department 
of  Health  needed  to  prepare  a report  for  the  National 
Pregnancy  Mortality  Surveillance  Program.  Dr.  Wright 
stated  that  it  had  been  a question  of  manpower 
and  having  personnel  available  for  this  Program.  The 
Committee  urged  Dr.  Wright  to  make  this  a priority 
item  in  his  department. 

The  Committee  has  discussed  the  Perinatal  Death 
Review.  This  has  not  been  carried  out  for  the  last  two 
to  three  years  because  the  data  has  not  been 
abstracted  from  the  charts.  The  Department  of  Health 
— Maternal  and  Child  Health  Division  had  been 
previously  abstracting  this  data.  Dr.  Wright  again 
stated  that  it  was  a question  of  manpower  and  having 
personnel  available  for  this  Program.  The  Committee 
has  urged  Dr.  Wright  to  consider  this  a priority,  as  the 
Committee  feels  that  perinatal  deaths  in  the  State 
need  to  be  reviewed.  There  is  a possibility  of  obtaining 
Federal  grant  monies  for  this  project 

The  Committee  discussed  current  status  of  the 
Maternal  and  Child  Health  Division  of  the  State 
Health  Department  The  NMA  has  gone  on  record  as 
requesting  that  the  Department  hire  a physician 
director  of  this  Division.  It  has  been  discussed  with  Dr. 
Wright  and  has  been  discussed  in  the  legislative 
forum. 

The  Committee  discussed  the  current  immunization 
concerns  in  the  State,  i.e.,  cost  private.  State  and 
Federal  funding  as  well  as  access,  etc.  The  State  Health 
Department  currently  administers  about  one-fourth  of 


the  vaccines  in  the  State  of  Nebraska.  The  Federal 
government  provides  the  vaccine  at  no  cost  through  a 
grant  to  the  State  Health  Department.  There  are  53 
immunization  sites  in  43  counties.  Each  site  has  a 
sponsoring  physician.  The  clinics  cannot  charge  for  the 
vaccine,  only  the  administration  fee  can  be  charged 
and  this  ranges  from  no  charge  to  $5.00  per  patient 
We  discussed  that  there  has  been  very  little  increase 
in  funding  from  the  Federal  government  to  the  State  of 
Nebraska.  We  also  discussed  the  National  Childhood 
Vaccine  Injury  Act  of  1986.  For  physicians  to  qualify 
for  this  compensation  system  certain  guidelines  will 
have  to  be  followed  in  the  immunization  process.  The 
Committee  discussed  that  this  may  indeed  be  very 
time  consuming  and  throw  more  children  into  the 
public  immunization  arena,  which  may  overburden 
the  current  system.  The  Committee  also  discussed 
legislation  which  had  been  presented  to  the  legislature 
regarding  insurance  payment  for  immunization  and 
altering  a physician's  liability  for  immunizations.  Since 
this  time,  there  has  been  discussion  between  the 
Nebraska  Medical  Association,  the  State  Health 
Department,  the  Nebraska  Chapter  of  the  American 
Academy  of  Family  Practice  and  the  Nebraska  Chapter 
of  the  Academy  of  Pediatrics  about  the  desirability  of 
forming  a task  force  to  look  into  the  immunization 
concerns  in  our  State,  and  to  present  a unified  medical 
voice  to  the  governor  and  legislature.  The  Committee 
would  appreciate  the  House's  endorsement  of  this 
concept 

Various  Committee  members  have  served  on  an  Ad- 
Hoc  Committee  for  the  State  Health  Department  in 
developing  perinatal  guidelines  for  the  State  of 
Nebraska  The  Committee  looked  at  surrounding 
states  which  had  developed  individual  perinatal 
guidelines,  Iowa,  Kansas  and  Colorado,  and  also 
looked  at  published  guidelines  for  perinatal  care  from 
the  Academy  of  Pediatrics  and  the  American  College 
of  Obstetrics  and  Gynecology.  The  Committee  mem- 
bers have  presented  regional  meetings  regarding  these 
guidelines  with  the  State  Health  Department  and 
these  guidelines  for  perinatal  care  for  the  State  of 
Nebraska  probably  will  be  formally  adopted  by  the 
State  Health  Department  this  summer. 

Various  Committee  members  have  also  served  on  a 
task  force  for  the  revision  of  the  standard  birth 
certificate  in  the  State  of  Nebraska.  The  Federal 
government,  through  the  National  Center  for  Health 
Statistics,  has  mandated  a standard  certificate  of  live 
birth  and  a standard  certificate  of  fetal  death.  As  of 
January  1,  all  states  in  the  United  States  except  four 
(including  Nebraska)  were  in  compliance  with  this. 
The  Ad-Hoc  Committee  for  the  the  Development  of 
Perinatal  Guidelines  addressed  this  issue  at  several  of 
their  meetings.  The  task  force  has  dealt  also  with 
various  issues.  It  is  the  feeling  of  the  members  that 
have  served  on  this  task  force  that  the  confidentiality 
of  these  records  indeed  will  be  maintained.  The  task 
force  members  also  wish  to  encourage  all  physicians 
to  help  accurately  fill  out  these  certificates.  The  task 
force  has  challenged  the  State  Health  Department  to 
begin  analyzing  this  data  and  to  report,  on  a regular 
basis,  to  the  Nebraska  physicians.  It  would  seem  very 
appropriate  that  the  NMA  House  of  Delegates  would 
encourage  the  State  Health  Department  to  use  the 
current  Maternal  and  Child  Health  Committee  to 
review  this  data. 
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REPORT  OF  THE  NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Lincoln  - Chairman;  Monte  M.  Scott,  M,D„ 
Lincoln:  Samuel  F.  Boon,  M.D.,  Lincoln;  Jane  S.  Roccaforte,  M, D., 
Omaha;  Robert  C.  Rosenlof,  M.D.,  Kearney:  Philip  W.  Smith,  M.D., 
Omaha;  Cindy  Hannibal,  Omaha, 

The  Task  Force  on  AIDS  of  the  Nebraska  Medical 
Association  met  on  several  occasions  over  the  last 
year,  A number  of  topics  pertaining  to  AIDS  were 
discussed  in  general  including  professional  and  public 
education,  safeguards  for  health  care  workers  and 
review  of  proposed  legislative  bills  dealing  with  AIDS, 

Importantly,  committee  members  were  involved 
with  input  on  LB  376  dealing  with  notification  of  first 
responders.  They  were  instrumental  in  providing 
information  on  the  wording  and  practical  implications 
of  this  bill  as  well  as  testifying  to  the  Health  and 
Human  Services  sub-committee  of  the  Legislature. 

The  Task  Force  will  continue  to  monitor  the  latest 
developments  on  Al  DS  that  may  affect  the  membership. 


REPORT  OF  AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.  D„  Omaha  - Chairman;  Prentiss  M.  Dettman, 
M.D.,  Lincoln:  Allen  D.  Dvorak,  M.D.,  Omaha;  David  J,  Hoelting,  M.D., 
Pender;  Ernest  O.  Jones,  Ph. D„  Omaha;  Martin  R.  Lohff,  M. D.,  Omaha; 
W.  E.  Lundak,  M. D„  Lincoln;  William  H.  Northwall,  M.D.,  Kearney. 

The  committee  has  continued  to  review  activities  in 
the  area  of  low  level  radioactive  waste  disposal 
(LLRWD)  and  the  progress  of  the  establishment  of  a 
LLRWD  facility  in  our  state.  As  the  host  state  in  the 
Central  States  Compact,  we  have  progressed  down 
the  required  milestone  trail  in  a timely  fashion 
with  minor  exception  of  the  official  selection  of  the 
three  sites  for  detailed  site  characterization  at  the  end 
of  last  year. 

The  referendum  issue  related  to  this  matter  was 
defeated  by  a significant  margin.  We  wish  to  thank  all 
of  you  for  your  individual  and  collective  efforts  to 
provide  information  on  the  medical  facts  bearing  on 
this  issue  contributing  the  key  ingredient  to  correct 
misperceptions  and  alleviate  the  hysteria  which  was 
created.  Meaningful  activities  growing  out  of  the  NMA 
resolution  and  the  reaffirmation  of  that  original 
resolution  last  year,  provided  the  official  basis  for 
educational,  public  relations,  and  political  arena 
actions  by  the  membership.  We  believe  that  this 
contributed  significantly  to  the  rational  understanding 
of  issues  and  the  importance  of  carrying  out  the 
legislative  requirements  for  the  Irenefit  of  our  patients 
in  particular  as  well  as  the  public  at  large. 

Our  task  is,  however,  not  over.  Opponents  are 
aggressively  continuing  their  efforts  to  prolong  the 
process  if  they  are  not  successful  in  battling  the  site 
selection  and  ultimate  facility  construction  and  opera- 
tion. We  must  be  vigilant  in  seizing  opportunities  to 
provide  understanding  through  a logical  and  rational 
statement  of  facts  relative  to  medical  issues.  Political 
pressure  on  governmental  subdivisions  will  likely 
increase.  In  this  emotionally  charged  arena  the  calm 
voice  of  Medicine  must  be  heard  whenever  and 
wherever  medical  issues  are  raised  and  irrational  fears 
relating  to  radiation  effects  are  voiced.  Educational 
activities  with  patients,  colleagues,  and  the  public, 
particularly  in  those  geographically  areas  selected  for 


intensive  site  characterization,  should  be  a priority  of 
the  NMA.  To  this  end,  we  should  continue  to  make 
ourselves  available  for  such  educational  activities,  i.e., 
service  clubs,  other  organized  groups,  medical  staff 
meetings,  hospital  staff  activities  (nursing,  allied 
health  professional  and  administrative  staff  members). 
Public  affairs  and  media  opportunities  may  be  valuable 
but  should  be  carefully  considered  statements  of  fact, 
as  out  of  context  releases  or  edited  versions  of 
comments  can  have  adverse  influence  from  those 
intended. 

Medical  issues  which  appear  significant  in  some  of 
the  rhetoric  currently  circulating  in  geographic  areas  of 
the  "three  sites"  are  1)  accidents  or  incidents 
involving  radiation  and/or  radioactive  materials  a)  in 
the  site  vicinity  and  the  facility  itself,  b)  along 
transportation  routes  to  the  facility;  2)  medical  and 
emergency  preparedness  for  response  to  such  in- 
cidents or  accidents.  This  is  a vital  area  of  action  for 
organized  medicine.  Recall  that  in  the  past,  we  have 
been  active  in  providing  information  and  guidance  to 
medical  staffs  and  hospitals  throughout  the  state  in 
the  areas  of  evaluation  and  management  of  radiation 
accidents.  A packet  of  information  was  developed  by 
the  Nebraska  Association  of  Nuclear  Physicians  and 
the  Nebraska  Radiological  Society  which  was  dis- 
tributed under  the  auspices  of  the  NMA  to  all 
hospitals  in  the  State  of  Nebraska  (directed  to  both 
the  Chief  of  the  Medical  Staff  and  the  Administrator). 
We  also  conducted,  at  an  annual  meting,  a seminar  on 
evaluation  and  management  of  radiation  accidents. 
The  timely  revitalization  of  resources  and  updating 
information  would  be  appropriate  for  medical  person- 
nel, particularly  those  involved  with  the  emergency 
medical  service  system  in  our  state. 

We  recommend,  that  as  an  action  item  for  the 
Annual  Meeting,  the  reaffirmation  of  the  NMA  standing 
resolution  on  the  LLRWD  issue. 

RESOLUTION 

WHEREAS,  the  Nebraska  Medical  Association  has 
a long  standing  and  vital  commitment  to  the  health 
and  medical  care  of  the  people  of  the  State  of 
Nebraska,  and 

WHEREAS,  the  Nebraska  Medical  Association  has 
a key  role  in  the  education  of  our  patients  and  the 
public  at  large  through  the  dissemination  of  informa- 
tion leading  to  an  enlightened  understanding  of 
health  matters,  and 

WHEREAS,  the  constituent  membership  of  the 
Nebraska  Medical  Association  provides  a resource 
of  expertise  in  knowledge  of  the  effects  of  ionizing 
radiation,  as  well  as  applications  and  benefits  from 
the  use  of  radioactive  materials  and  radiation  in  the 
practice  of  medicine,  and 

WHEREAS,  the  requirements  for  low  level  radio- 
active waste  disposal  are  inexorably  connected  to 
the  practice  of  medicine,  not  only  related  to 
concerns  about  the  effects  of  ionizing  radiation,  but 
also  the  application  of  radioactive  materials  and 
radiation  in  the  practice  of  medicine,  and 

WHEREAS,  the  continuing  advances  in  medical 
research  are  likewise  intimately  interrelated  to  the 
application  of  radioactive  materials  and  ionizing 
radiation  to  the  evolution  of  new  concepts  in 
diagnosis  and  treatment  of  disease; 
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BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association: 

- Supports  the  logical,  carefully  considered  imple- 
mentation of  federal  and  state  legislation  directed 
toward  the  solution  of  the  issues  of  low  level 
radioactive  waste  disposal  in  our  state  and  region,  by 
the  establishment  of  a facility  in  our  state. 

- Believes  it  vital  that  advice  and  counsel  related  to 
decisions  on  implementation  of  operational  ele- 
ments of  the  legislation,  i.e.,  siting,  construction,  and 
operation  of  such  facilities,  always  include  repre- 
sentation of  medical  practitioners  and  medical 
scientists  to  insure  appropriate  consideration  of 
medical  and  health  related  issues. 

- To  this  end,  the  Nebraska  Medical  Association 
offers  its  expertise  for  the  purpose  of  insuring  the 
continuing  excellence  in  medical  care  in  our  con- 
temporary health  care  delivery  system  and  the 
provision  for  vital  health  related  information  in  the 
decision-making  process  of  governmental  actions 
and  activities. 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

Frederick  F.  Faustian,  M.D.,  Omaha  - Chairman;  Robert  L Bass,  M.D., 
Elkhorn:  Warren  C.  Bosley,  M.D.,  Grand  Island;  Patrick  E.  Brookhouser, 
M.D.,  Omaha;  Charles  F.  Damico,  M.  D.,  Hastings;  Charles  A.  Dobry, 
M. D..  Omaha;  A.  Dean  Cilg,  M.D.,  Lincoln;  William  E.  Lundak,  M.D., 
Lincoln;  Richard  L O'Brien,  M. D.,  Omaha;  Dwaine  J.  Peetz,  Jr.,  M.D., 
Omaha;  Joseph  C.  Scott,  M.D.,  Omaha;  Robert  H.  Waldman,  M.D., 
Omaha,  Kay  Arbegast,  Omaha 

The  Commission  on  Medical  Education  met  12/1/88 
and  3/23/89  at  the  NMA  Headquarters  Office, 
Lincoln,  Nebraska 

The  current  composition  of  the  Commission  has 
been  quite  stable,  with  nine  of  the  thirteen  com- 
missioners serving  as  members  since  1 985.  As  a result, 
the  Commission  has  been  able  to  complete  the 
following  activities: 

1.  Complete  revision  and  publication  of  the 
Structure  and  Function  of  the  Commission  as 
the  accreditor  of  sponsors  of  continuing  medical 
education  in  the  State  of  Nebraska 

2.  Complete  revision,  publication  and  distribution 
of  the  application  for  accreditation  or  re- 
accreditation of  sponsors  of  continuing  medical 
education  in  the  State  of  Nebraska 

3.  Complete  revision  of  the  process  by  which 
sponsors  of  continuing  medical  education  are 
accredited. 

4.  Establishment  of  yearly  interim  reports  from 
each  sponsor  of  continuing  medical  education 
so  as  to  monitor  the  performance  of  the 
sponsors.  Sixteen  applications  for  accreditiation 
have  been  received  by  the  Commission  over 
the  past  five  years  resulting  in  the  following 
actions: 

1.  New  Applications  - 2 

Provisional  approval  - 1 for  2 years 
Deferral  of  action  - 1 

2.  Application  of  Re-accreditation  - 14 
Full  accreditation 

2 Years -2  3 Years- 1 4 Years -8  6 Years -3 


(The  duration  of  full  accreditation  is  dependent  upon 
the  sponso/s  degree  of  compliance  with  the  seven 
essentials  for  continuing  medical  education,  pro- 
gramming activity  and  the  quality  of  the  programs.) 

The  most  frequent  deficiencies  identified  by  the 
Commission  are  as  follows: 

1.  Systematic  determination  of  C.M.E.  needs  and 
linkage  of  quality  assurance  problems  with 
continuing  medical  education  programming. 

2.  Advance  planning. 

3.  Quantitative  and  qualitative  assessment  of  each 
component  of  a continuing  medical  education 
program,  the  total  program,  and  an  annual 
internal  review  assessing  the  overall  quality  of 
programming  by  the  sponsor. 

4.  Identification  of  each  program's  objectives  and 
goals  in  all  supporting  collaterals  and  in  the 
agenda  for  each  program. 

5.  Continuing  medical  education  budgets  which 
are  complete  as  regards  income  resources 
(institutional,  registration/tuition  fees,  grants 
and  pharmaceutical/medical  supplier  donations 
or  contributions)  and  expenditures. 

It  is  the  recommendation  of  the  Commission  that  a 
stimulating  program  be  prepared  for  Nebraska  intra- 
state sponsors  of  continuing  medical  education  at  the 
next  Annual  Scientific  Meeting  of  the  Nebraska 
Medical  Association  to  assist  the  sponsors  in  the 
development  and  delivery  of  improved  continuing 
medical  education  programs. 

The  Board  of  Directors,  Nebraska  Medical  Associa- 
tion, referred  Resolution  #1 0,  "Anticipated  Decline  of 
Medical  Manpower^',  September  1988  House  of 
Delegates  Meeting,  Nebraska  Medical  Association,  to 
the  Commission  on  Medical  Education  for  study  and 
report  The  following  report  is  respectfully  submitted 
to  the  House  of  Delegates. 

Physician  manpower  data  derived  from  the  State  of 
Nebraska  Department  of  Health  Publication  "Better 
Health",  Spring  1989,  identified  a continued  increase 
in  the  number  of  practicing  physicians  within  the  state, 
rather  than  a decline.  The  number  of  active  physicians 
rose  from  2,51  7 to  2,655  between  1 984  and  1 986,  an 
increase  of  5.5%.  Eighty-two  percent  of  the  added 
physicians  entered  practice  in  Lancaster  and  Douglas 
Counties,  while  only  18%  went  to  other  counties. 

The  metropolitan  counties  of  Douglas,  Lancaster, 
and  Sarpy  in  1986  contained  44.1%  of  the  state's 
population  and  72.3%  of  the  state's  practicing  physicians. 
Of  concern,  19  counties  lost  physicians  and  19 
counties  were  without  physicians  in  1986. 

68.4%  of  Nebraska's  doctors  graduated  from  the 
state's  two  medical  schools;  51 .8%  from  the  University 
of  Nebraska  and  16.6%  from  Creighton  University. 

The  Commission  requested  a report  from  Dean 
Richard  O'Brien,  Creighton  University  School  of 
Medicine,  and  Dean  Robert  Waldman,  University  of 
Nebraska  College  of  Medicine,  regarding  the  adequacy 
of  the  pool  of  applicants  to  their  respective  medical 
schools.  A copy  of  the  report  is  attached. 

In  brief,  applications  to  the  nation's  medical  schools 
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declined  25.7%  from  1 984-1  988,  and  in  Nebraska  the 
decline  was  34%  for  the  same  period.  Of  major 
concern  was  the  identification  in  the  national  data  that 
the  decline  in  the  applicant  pool  was  greatest  in  rural 
areas  such  as  the  State  of  Nebraska. 

The  Commission  on  Medical  Education  requested  a 
survey  be  conducted  of  current  medical  students  for 
the  reasons  underlying  the  declining  interest  in 
becoming  a physician.  A copy  of  the  report  prepared 
by  Kay  Arbegast,  sophomore  medical  student,  and 
Frederick  F.  Paustian,  M.  D.,  Associate  Dean  for 
Continuing  and  Graduate  Medical  Education,  Univer- 
sity of  Nebraska  College  of  Medicine,  is  attached.  The 
survey  target  group  was  the  preclinical  medical 
students  at  the  state's  two  medical  schools.  The  most 
frequent  sources  of  advice  against  a career  in 
medicine  were  identified  as  undergraduate  college 
faculty  advisors  and  practicing  physicians. 

The  most  frequent  reasons  for  the  negative  medical 
career  advice  were  as  follows: 

1.  Excessive  regulation  of  medical  practice. 

2.  Professional  liabiity  problems. 

3.  Long  working  hours  and  family  hardship. 

Prominent  reasons  from  other  published  studies  for 
not  entering  a career  in  medicine  are  summarized  as 
follows: 

1.  The  length  of  education  required  to  enter 
medical  practice  is  too  long. 

2.  The  cost  of  medical  education  is  too  high. 

3.  Practicing  physician  dissatisfaction  over  the 
future  of  medicine. 

4.  Negative  media  reports  concerning  the  practice 
of  medicine,  cost  of  health  care,  and  public 
dissatisfaction  with  health  care. 

5.  The  practice  of  mec'cine  will  not  be  as 
financially  rewarding  in  the  future  as  in  the  past 

It  is  evident  from  the  above  that  practicing  physicians, 
high  school  and  undergraduate  college  career  coun- 
selors must  be  reoriented  to  present  very  positive 
attitudes  and  concepts  to  students  considering  a 
career  in  medicine  as  a physician.  This  can  be 
accomplished  in  part  by  pursuing  the  following 
recommendations  excerpted  from  reports  by  the 
American  Association  of  Medical  Colleges  Task  Force 
on  Physician  Supply  and  the  AMA  Invitational  Con- 
ference on  Declining  Applicant  Pool  in  the  United 
States  Medical  Schools. 

1.  Convey  an  accurate  picture  of  medicine  as  a 
career. 

2.  Encourage  qualified  individuals  to  consider  a 
career  in  medicine. 

3.  Encourage  the  medical  education  community 
and  practicing  physicians  to  take  a more  active 
role  in  promoting  medicine  as  a highly  desirable 
career  profession. 

4.  Develop  public  service  programs  depicting 
medicine  in  a positive  manner. 

5.  Provide  definition  and  information  regarding 
medical  profession  careers  and  lifestyles  to  high 
school  and  college  counselors. 

6.  Analyze  and  publicize  data  on  physician  re- 
muneration by  location  and  discipline. 


7.  Provide  positive  information  on  the  future  of 
medicine  and  its  various  specialties. 

8.  Identify  medicine  as  a helping  profession  and  a 
patient  advocate. 

9.  Identify  medicine  as  a career  with  great  in- 
tellectual challenges  and  a wide  variety  of 
career  opportunities  which  can  be  very  reward- 
ing professionally  and  personally. 

10.  Demonstrate  that  a successful  medical  school 
education  is  well  within  the  intellectual  and 
financial  capabilities  of  most  intelligent  young 
people. 

It  is  the  conclusion  of  the  Commission  on  Medical 
Education  based  on  the  reports  cited  above,  that  there 
is  a significant  potential  for  insufficient  physician 
health  manpower  to  meet  the  needs  of  the  State  of 
Nebraska  in  the  next  1 0 years.  The  current  situation  of 
a slow  rise  in  the  number  of  state  physicians  is  the 
result  of  the  large  number  of  students  having  received 
their  medical  education  in  the  past  10  years.  Based  on 
the  well  documented  decline  in  the  pool  of  applicants 
to  medical  school  and  the  time  it  takes  from  a career 
decision  to  enter  medical  school  to  becoming  a 
practicing  physician,  it  is  strongly  recommended  the 
Nebraska  State  Medical  Association,  together  with  the 
state's  two  medical  schools,  sponsor  a task  force  NOW 
to  develop  and  implement  a program  which  will 
influence  qualified  students  at  the  high  school  and 
college  level  to  become  physicians.  The  State  of 
Nebraska  cannot  depend  on  medical  institutions 
elsewhere  in  the  country  to  meet  its  physician  health 
manpower  needs.  Our  future  physicians,  for  the  most 
part,  must  be  derived  from  within  the  state's  population. 


REPORT  TO  MEDICAL  EDUCATION  COMMISSION 
OF  THE  NEBRASKA  MEDICAL  ASSOCIATION 

The  Nebraska  Medical  Association  and  the  Metro- 
politan Omaha  Medical  Society  have  expressed 
concern  about  the  decline  in  applicants  to  medical 
schools  and  the  increasing  number  of  physicians 
leaving  medicine  or  retiring  early.  The  Nebraska 
Medical  Association  has  requested  that  the  Commis- 
sion on  Medical  Education  study  these  trends  and 
report  their  findings  to  the  1989  Annual  Session. 

This  report  covers  the  trends  in  declining  applica- 
tions to  medical  schools. 

Applications  to  medical  schools  have  declined 
25.7%  from  1 984  to  1 988.  This  decline  is  even  greater, 
34%,  for  Nebraska  residents.  (The  number  of  actual 
Nebraskans  may  have  declined  even  further  because 
many  of  the  Nebraska  residents  have  achieved 
residency  by  attending  school  or  living  in  the  State  for 
the  short  period  of  time  required  to  acquire  residence.) 

The  declining  applicant  pool  may  be  even  more 
ominous  for  predominantly  or  largely  rural  states  such 
as  Nebraska  because  the  national  decline  in  the 
applicant  pool  has  been  greatest  in  rural  areas  and 
considerably  greater  than  average  in  towns  and  small 
towns.  Because  origin  is  correlated  with  where 
physicians  practice,  this  bodes  ill  for  the  non-urban 
areas  of  Nebraska,  which  already  have  physician 
shortages. 
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In  addition  to  the  decline  in  total  applicants,  there 
has  been  a small  decline  in  the  academic  talent  of 
applicants  to  medical  school  and  matriculants  (those 
who  are  accepted  and  who  enroll).  The  decline  in 
academic  quality  has  not  been  great  but  if  the 
applicant  pool  continues  to  decline,  it  may  become  a 
matter  of  concern. 

The  AAMC  (Association  of  American  Medical  Colleges) 
and  the  American  Medical  Association  have  studied 
reasons  for  the  declining  interest  in  medicine  as  a 
career  and  are  exploring  ways  to  stimulate  greater 
interest  in  medicine  among  young  people.  Among  the 
reasons  cited  for  declining  interest  are  the  following; 

a The  length  of  education  required  to  enter 
medical  practice  is  too  long. 

b.  The  costs  are  too  high. 

c.  Physicians  have  advised  them  against  entering 
medicine. 

d.  Negative  media  reports  about  medicine,  the 
costs  of  health  care  and  public  dissatisfaction 
with  it. 

Another  ominous  feature  for  Nebraska  is  the 
changing  career  patterns  of  medical  school  graduates. 


The  number  of  medical  school  graduates  expressing 
interest  or  intent  to  practice  in  small  cities,  towns  or 
small  towns  has  declined  by  almost  half  (44%). 

The  American  Medical  Association  held  a conference 
addressing  the  problems  of  a declining  applicant  pool 
to  the  United  States  medical  schools  in  May,  1988. 
The  minutes  of  that  conference  and  its  discussion  are 
attached.  There  are  also  attached  other  documents 
pertaining  to  this  problem  and  its  pertinence  to  the 
State  of  Nebraska  and  its  physician  needs. 

In  addition  to  the  above  changes,  there  has  been  a 
shift  in  interest  in  specialties;  the  greatest  decline  has 
occurred  in  medical  school  graduates  intending  to 
enter  general  internal  medicine;  interest  has  increased 
in  radiology,  neurology,  emergency  medicine  and 
other  subspecialties. 

Richard  L.  O'Brien,  M.D. 

Vice  President,  Health  Sciences 
Dean,  School  of  Medicine 
Creighton  University 

Robert  H.  Waldman,  M.D. 

Dean,  College  of  Medicne 
University  of  Nebraska 


CREIGHTON  UNIVERSITY 

Applicants  and  Matriculants,  1962-1987 


YEAR 

□ Matriculants  + Applicants 

SOURCE:  1962-1977  AAMC  Applicant  Studies;  1978-1987  AMCAS  Final  Admission  Action  Summary 
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UNIVERSITY  OF  NEBRASKA 

Applicants  and  Matriculants,  1962-1987 


□ Matriculants  + Applicants 

SOURCE:  1962-1977  AAMC  Applicant  Studies;  1978-1987  AMCAS  Final  Admission  Action  Summary 


Survey 

Preclinical  Medical  Students 
for  Reasons  Declining  Interest 
In  Becoming  a [’hysician 

submitted  to: 

The  Nebraska  Medical  Association 
Commission  on  Medical  Education 

Kay  Arbegast 

Sophomore  Medical  Student 

Frederick  F.  Paustian,  M.D. 

Associate  Dean,  Continuing  and 

Graduate  Medical  Education 

University  of  Nebraska  College  of  Medicine 
March  23,  1989 

Survey  Preclinical  Medical  Students  for  Reasons 
Declining  Interest  In  Becoming  a Physician 

Resolution  10  of  the  Nebraska  Medical  Association 
Elouse  of  Delegates  meeting,  September  1988,  re- 
quested a study  be  conducted  to  identify  the  reasons 
for  the  serious  decline  in  the  number  of  student 
applicants  to  medical  schools.  Under  the  sponsorship 
of  the  Nebraska  Medical  Association  Commission  on 
Medical  Education,  Kay  Arbegast,  sophomore  medical 
student.  University  of  Nebraska  College  of  Medicine 
conducted  a survey  of  the  preclinical  medical  students 
at  the  University  of  Nebraska  College  of  Medicine  and 
the  Creighton  University  School  of  Medicine  regarding 
this  problem.  The  results  are  presented  in  the 
following  report. 


Survey  Results 

480  survey  forms  (Appendix  I)  were  distributed  to 
the  first  and  second  year  medical  students  at  the 
University  of  Nebraska  College  of  Medicine  and 
Creighton  University  School  of  Medicine.  252  students, 
53%,  completed  and  returned  the  survey.  80  students, 
32%,  reported  no  one  had  discouraged  them  from 
attending  medical  school.  170  students,  68%,  reported 
someone  tried  to  discourage  them  from  pursuing  a 
medical  career  during  their  undergraduate  careers. 


Table  I identifies  the  categories  of  “advisors"  and 
the  related  percent  of  current  preclinical  medical 
students  who  were  advised  during  their  undergraduate 
education  not  to  pursue  a medical  career. 


TABLE  I 


Negative  Medical  Career  Advice 


Advisors  M-l,  II  Respondents 


N=252 


Undergraduate  School  Facuitv/Advisors 

Personal  Physicians 

Practicing  Physicians 

Nurse/Other  Health  Care  Worker 

Family  Member 

Business  Person 

Friend 


% Yes 

% Total 

36 

24 

11 

7 

56 

38 

17 

12 

28 

19 

7 

5 

32 

22 
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Table  II  provides  the  reasons  for  the  negative 
medical  career  advice  and  the  associated  degree  of 
emphasis  as  understood  by  the  responding  preclinical 
medical  students. 

TABLE  II 

Reasons  and  related  degree  of  emphasis  as  under- 
stood by  medical  students,  for  not  becoming  a 
physician.  (0  = no,  1 = mild,  2 = moderate,  3 = 
marked  emphasis) 


Negative  Reasons  Degree  Emphasis  Total  % 

Percent  With 


(0) 

(1) 

(2) 

(3)  Negative  Em[ 

Excess  Regulation 

27 

21 

16 

36 

N=170 

73 

Excess  Tuition 

47 

23 

18 

12 

53 

Societal  Attitudes 

49 

24 

15 

12 

51 

Inequitable  Liability 

27 

18 

27 

28 

73 

Long  Hours 

25 

1 1 

29 

35 

75 

Eamily  Hardship 

27 

17 

22 

34 

73 

Total  Indebtedness 

42 

25 

18 

15 

58 

Bad  Publicity 

64 

22 

9 

5 

36 

Discussion 

The  above  data  indicates  practicing  physicians  and 
undergraduate  college  educators  were  the  most  likely 
to  have  advised  current  preclinical  medical  students 
not  to  become  physicians  at  a time  in  their  education 
when  they  were  making  a career  choice.  These  people 
should  be  the  most  knowledgeable  about  the  positive 
and  negative  aspects  of  a physician  career  and  are 
certainly  the  most  likely  to  have  a significant  influence 
upon  an  undergraduate  college  student's  career 
choice. 

The  reasons  for  advising  against  a medical  career  as 
a physician  which  had  an  accumulation  total  of  greater 
than  70  percent  are  balanced  between  the  external 
forces  of  government  and  society,  excessive  regulation 
and  liability  premiums,  and  the  intrinsic  demands  of 
the  profession,  long  hours  and  family  hardship.  Such 
dominant  reasons  indicate  the  need  for  change  both 
within  and  outside  of  the  profession. 

Of  interest  was  the  lack  of  correlation  between  the 
cost  of  liability  insurance,  societal  attitudes  and  bad 
publicity  when  the  former  is  indirectly  reflective  of  the 
publics  feeling  toward  physicians.  It  is  evident  monetary 
concerns  are  very  threatening  and  thereby  have  a 
career  choice  influence.  Does  such  a lack  of  correlation, 
however,  identify  a problem  of  indifference  regarding 
the  publics  attitude  toward  the  medical  profession 
among  our  future  physicians? 

Recommendations 

It  is  therefore  recommended  that  the  Nebraska 
Medical  Association  in  conjunction  with  the  medical 
educators  of  the  2 intrastate  medical  schools  target 
undergraduate  college  faculty  career  advisors  and 
practicing  physicians  for  reorientation  as  to  the 
satisfaction  and  rewards  to  be  derived  from  a 
professional  career  as  a physician.  It  is  further 
recommended  the  data  contained  in  this  report  be 
considered  for  publication  in  the  Nebraska  Medical 
Journal  to  identify  physicians  themselves  as  a major 
source  of  the  problem  for  a declining  interest  among 


college  students  to  pursue  a career  in  medicine.  The 
definition  of  the  reasons  for  a declining  interest  in  a 
medical  career  should  assist  our  medical  profession, 
especially  its  leadership  and  educators,  to  focus  on  the 
areas  of  need  for  change  in  our  society  and  government 
in  order  that  an  adequate  number  of  high  quality 
medical  providers  can  be  maintained  within  the  State 
of  Nebraska  and  the  country  at  large. 


APPENDIX  I 

Study  of  Causes  of  Declining 
Medical  School  Applicant  Pool 

As  most  of  you  are  aware,  the  applicant  pool  for 
medical  school  has  progressively  declined  throughout 
the  past  few  years.  The  NMA  Commission  on 
Education  is  currently  studying  the  reasons  why  the 
applicant  pool  has  declined  as  well  as  whether  or  not 
the  current  students  were  discouraged  from  entering 
medical  school. 

Please  complete  this  questionnaire  and  hand  it  to 
the  student  representative  at  the  door  as  you  leave 
class.  Thank  you  for  your  assistance. 

During  your  undergraduate  years,  did  someone 
discourage  you  from  attending  medical  school? 

Yes  No 

(If  you  answered  "no",  do  not  continue  this  survey.) 

If  you  answered  "yes",  what  type  of  position  did  this 
person  hold? 

undergraduate  instructor 

your  family  physician 

another  practicing  physician 

nurse  or  other  health  care  worker 

a family  member 

business  person 

friend 

Place  a value  (0-3)  in  front  of  the  reason(s)  below  to 
show  the  amount  of  emphasis  that  was  placed  on 
it/them. 

0 = no  emphasis  (did  not  mention) 

1 = mild  emphasis 

2 = moderate  emphasis 

3 = marked  emphasis 

excessive  regulation  by  outside  influences 

(i.e.,  government  controls.  Managed  Health 
Care  plans,  insurance  companies,  etc.) 

excessive  tuition  costs 

societal  attitude  changes  (i.e.,  M.D.'s  aren't  as 

highly  respected  anymore) 

inequitable  liability  charges 

long  hours 

too  much  hardship  on  family  life 

total  indebtedness 

bad  publicity  or  media  coverage  (TV  News, 

radio,  newspaper,  talk  shows,  etc) 
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BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  April  28,  1989,  at 
the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Drs.  Richard  Svehia,  Sushil 
Lacy,  C.  T.  Frerichs,  Roger  Massie,  Kenneth  Bagby, 
Richard  Pitsch,  R.  A.  Blatny,  Richard  D.  Fitch,  Stanley 
Nabity,  Charles  Damico,  Ronald  Asher,  Donald  Pavelka, 
Richard  Raymond  and  L Dwight  Cherry. 

The  meeting  was  called  to  order  by  the  Chairman, 
Dr.  C.  T.  Frerichs. 

Dr.  Frerichs  called  for  approval  of  the  minutes  of  the 
Fall  Session  as  printed  in  the  December  issue  of  the 
Nebraska  Medical  Journal  and  these  were  approved 
as  printed. 

The  requests  for  Life  Memberships  and  Associate 
Memberships  were  reviewed  by  the  Councilors.  It  was 
mentioned  that  Dr.  James  Ramsay  did  not  meet  the 
criteria  for  Life  Membership  as  he  has  not  retired  from 
active  practice.  The  criteria  specifies  that  if  you  are 
totally  retired  from  the  practice  of  medicine  and 
related  activities  after  40  years  in  practice,  a physician 
is  qualified  for  Life  Membership,  or  if  still  practicing,  a 
physician  must  have  completed  45  years  of  practice. 
Dr.  Ramsay  has  practiced  43  years.  The  Councilors 
approved  the  requests  for  Life  and  Associate  Member- 
ships with  the  exception  of  Dr.  Ramsay.  He  is  to  be 
notified  by  Dr.  Frerichs  as  to  the  reason  for  the  denial 
of  his  request. 

The  Councilors  discussed  the  reports  and  Resolu- 
tions contained  in  the  handbook. 

The  Board  expressed  concern  over  the  substitution 
of  generic  medications  and  the  potential  liability  risk 
associated  with  their  usage  and/or  substitution. 

LB  525  proposes  the  appropriation  of  $2.1 64  million 
for  medical  services  to  the  Medicaid  program.  The 
Association  supports  this  portion  of  LB  525. 

Dr.  Frerichs  stressed  the  importance  of  contacting 
non-member  physicians  for  membership  in  the  Ne- 
braska Medical  Association.  Dr.  Raymond  suggested 
that  personal  contacts  be  made  rather  than  relying 
solely  upon  written  correspondence. 

Additional  participation  in  the  Visa  card  program 
was  strongly  encouraged. 

Following  review  of  cases  received,  the  meeting  was 
adjourned. 


HOUSE  OF  DELEGATES 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
April  28,  1989,  at  the  Cornhusker  Hotel,  Lincoln, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Richard  Meissner.  A call  for  a quorum  was  made.  77 
delegates  were  present  and  the  meeting  was  declared 
in  session. 

The  Speaker  called  for  approval  of  the  minutes  of 
the  Fall  Session,  and  these  were  approved  as  printed 


in  the  December  issue  of  the  Nebraska  Medical 
Journal. 

The  following  50-Year  Practitioners  were  recognized 
by  the  House: 

John  H.  Easley,  M.D.,  Grand  Island 
Frederick  H.  Hathaway,  M.D.,  Omaha 
Sanford  M.  Rathbun,  M.  D.,  Beatrice 
Joseph  E.  Sobota,  M. D.,  Omaha 

The  following  50-Year  Practitioners  were  not  in 
attendance: 

Charles  R.  Hankins,  M.D.,  Omaha 

Leo  T.  Heywood,  M. D.,  Omaha 

Leroy  W.  Lee,  M.  D.,  Omaha 

Robert  E.  Lovgren,  M. D.,  Harlingen,  Texas 

Merle  M.  Musselman,  M. D.,  Omaha 

Otto  A Wurl,  M. D.,  Omaha 

The  Necrology  was  read  by  Dr.  L Dwight  Cherry  and 
a moment  of  silence  was  observed. 

Dr.  Pavelka  addressed  the  House  regarding  his 
tenure  as  President  of  the  Nebraska  Medical  Association. 

The  following  oral  reports  were  presented: 

Robert  Waldman,  M.D.,  Dean,  University  of  Ne 
braska  College  of  Medicine 
Rodney  T.  Caniglia,  President,  NMA-MSC,  UNMC 
F.  Wm.  Karrer,  M.D.,  Chairman,  Ad-Hoc  Committee 
on  Tumor  Registry 

Gregg  Wright,  M.  D.,  Director,  State  Department  of 
Health 

Dr.  Paul  Collicott  addressed  the  House  regarding 
the  Nebraska  Medical  Association's  Visa  Card  program. 
Only  10%  of  the  membership  currently  participate  in 
the  Visa  card  program.  He  also  informed  the  House 
regarding  the  new  collection  agency  under  contract 
with  the  Nebraska  Medical  Association. 

Following  an  Executive  Session,  the  House  took  a 
brief  recess  to  meet  in  Councilor  Districts  in  order  to 
select  Nominating  Committee  members.  The  following 
delegates  were  chosen  to  represent  their  district  on 
the  Nominating  Committee: 

1st  District:  Muriel  Frank,  M.D. 

2nd  District  Richard  M.  Pitsch,  Jr.,  M.D. 

3rd  District  George  Voigtiander,  M.D. 

4th  District  Roger  Massie,  M.D. 

5th  District  Peter  Diedrichsen,  M.D. 

6th  District  Richard  Pitsch,  M.D. 

7th  District  Robert  Travnicek,  M.D. 

8th  District  Joel  Hutchins,  M.D. 

9th  District  Rod  Sitorius,  M.D. 

10th  District  Ken  Johnson,  M.D. 

11th  District  Dwight  Larson,  M.D. 

12th  District  Donald  Fischer,  M.D. 

Reference  Committee  assignments  were  made  as 
follows: 

REFERENCE  COMMITTEE  #1 
Report,  Commission  on  Hospital  Medical  Staff 
Report,  Commission  on  Medical  Education 
Report,  NMA  PRO  Overview  Committee 
Report,  Board  of  Directors,  Item  #6,  Medical 
Manpower 

Report,  Board  of  Directors,  Item  #9,  Generic 
Medications 
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REFERENCE  COMMITTEE  #2 
Report,  University  of  Nebraska  College  of  Medicine 
Report,  Creighton  University  School  of  Medicine 
Report,  NMA-Medical  Student  Section,  UNMC 
Report,  Ad-Hoc  Committee  on  Health  Education  & 
Athletic  Medicine 

Report,  Ad-Hoc  Committee  on  Maternal  & Child 
Health 

Resolution  #8  - Metro  Omaha-  Interest  on  Education 
Related  Debt 

Report,  Board  of  Directors,  Item  #10,  State  Agency 
Appointments 

Report,  Nebraska  Medical  Foundation,  Inc. 

Report,  Ad-Hoc  Committee  on  Health  Gallery 


REFERENCE  COMMITTEE  #3 
Report,  Delegate  to  the  A.M.A. 

Report,  Delegate,  Young  Physicians  Section,  AMA 
Report,  Ad-Hoc  Committee  Re:  Medicare 
Resolution  #1  - Antelope-Pierce  County  - Establish- 
ment of  One  Tier  Medicare  Payment  System 
Resolution  #5  - Metro  Omaha  - Medicare  Pre- 
vailing Fee  Profiles 

Resolution  #9  - Metro  Omaha  - Medicare  Re- 
imbursement I 

Report  Board  of  Directors,  Item  #4,  Nursing  Shortage 

REFERENCE  COMMITTEE  #4 
Life  & Associate  Membership  Requests 
Report,  Commission  on  Association  Affairs 
Resolution  #6  - Metro  Omaha  - NMA  Voluntary 
Assignment  Program  (Personal  Care) 

Resolution  #1 1 - Lincoln  County  - Third  Party  Payors 
Report  Board  of  Directors,  Item  #1,  Non-Member 
Contacts 

Report  Board  of  Directors,  Item  #8,  NMA  Blue 
Cross/Blue  Shield  Croup  Health  Insurance  Program 
Report  Board  of  Directors,  Item  #11,  Member 
Benefit  Non-Dues  Income  Activities 
Annual  Audit  and  Report  of  Board  of  Directors, 
Item  #12,  1988  Annual  Audit 
Resolution  #14  - C.  J.  Cornelius,  Jr.,  M. D.  - Delegate 
Status  for  Past  Presidents  of  the  Nebraska  Medical 
Association 

REFERENCE  COMMITTEE  #5 
Report,  State  Department  of  Health 
Report  Commission  on  Legislation  and  Govern- 
mental Affairs 

Report  Ad-Hoc  Committee  on  Medicaid  Services 
Resolution  #2  - Cheyenne-Kimball-Deuel  County  - 
Regulation  of  Physician'  Office  Laboratories 
Resolution  #3  - Cheyenne-Kimball-Deuel  County  - 
Non-Support  for  Mandated  Benefits  for  Health 
Insurance  Policies 

Resolution  #10  - Lincoln  County  - Tobacco  Tax 
Increase  and  Usage 

Report,  Board  of  Directors,  Item  #2,  Task  Force  on 
Disciplinary  Action 

Report,  Board  of  Directors,  Item  #3,  Health  Care 
Quality  Improvement  Act 
Report,  Board  of  Directors,  Item  #7,  Immunization 
of  Children 

Report,  Ad-Hoc  Committee  on  Professional  Liability 
Resolution  #4  - Metro  Omaha  - Informed  Patient 
Resolution  #12  - Lancaster  County  - Mandated 
Health  Insurance  Coverage 


REFERENCE  COMMITTEE  #6 
Report,  Commission  on  Public  Affairs 
Report,  Ad-Hoc  Committee  on  Low  Level  Radio- 
active Waste  Disposal 
Report,  NMA  Task  Force  on  AIDS 
Resolution  #7  - Metro  Omaha  - Physicians  for  a 
National  Health  Program 

Report,  Board  of  Directors,  Item  #5,  Workmen's 
Compensation  Court 

Report  of  the  Scientific  Sessions  Committee 
Minutes,  Board  of  Councilors 
Resolution  #13  - C.  J.  Cornelius,  Jr.,  M.D.  - Release 
to  the  Media  of  the  "Average  Physician  Income" 
by  the  AMA 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning. 


HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  April  30,  1989.  The  meeting  was  called  to  order 
by  the  Vice  Speaker,  Dr.  Little.  70  delegates  were 
present  and  the  meeting  was  declared  in  session. 

Dr.  Little  called  for  approval  of  the  minutes  of  the 
First  Session,  and  these  were  approved  as  printed. 

The  AMA-ERF  checks  were  presented  by  Mrs. 
Robert  Osborne,  Immediate  Past  President  of  the 
NMA  Auxiliary,  to  Dr.  Michael  Haller,  representative 
of  the  Creighton  University  School  of  Medicine  and 
Dr.  Frederick  Paustian,  representative  of  th^  University 
of  Nebraska  College  of  Medicine.  Mrs.  Osborne  also 
presented  a report  of  the  Nebraska  Medical  Association 
Auxiliary's  activities  during  the  past  year. 

The  Nebraska  Medical  Foundation  Student  Research 
Scholarship  Program  checks  were  presented  by  Dr. 
Sushil  Lacy  to  Mr.  R.  Ray  Morrison  of  the  University  of 
Nebraska  College  of  Medicine  and  to  Mr.  Joseph 
George  of  the  Creighton  University  School  of  Medicine. 

Dr.  Little  extended  appreciation  to  Dr.  Donald  F. 
Rodawig,  President  of  the  Iowa  Medical  Society,  for 
attending  this  year's  session. 

Dr.  Richard  Meissner  assumed  the  podium  as 
Speaker  of  the  House  of  Delegates. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee  #1 

Mr.  Speaker  and  members  of  the  House  of  Delegates, 
Reference  Committee  #1  considered  5 reports  and  no 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  COMMISSION  ON  HOSPITAL  MED- 
ICAL STAFF 

The  report  reviewed  the  Hospital  Medical  Staff 
Section  meeting  of  the  AMA  held  in  December,  1 988. 
There  was  no  comment  in  the  reference  committee 
hearing  relative  to  any  of  the  resolutions  adopted  by 
the  House  of  Delegates  of  the  AMA. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIl 
SECTION  OF  OUR  REPORT  FOR  INFORMATION. 
This  was  adopted  by  the  House. 

(2)  REPORT,  COMMISSION  ON  MEDICAL  EDUCA- 
TION AND  REPORT  BOARD  OF  DIRECTORS, 
ITEM  #6,  MEDICAL  MANPOWER 

The  report  contained  two  components.  The  first 
portion  related  to  the  activity  of  the  Commission  as 
regards  its  responsibility  to  accredit  sponsors  of 
continuing  medical  education  within  the  State  of 
Nebraska.  The  Commission  was  commended  for  the 
diligence  with  which  it  pursued  its  charge.  The 
recommendation  of  the  Commission  to  prepare  a 
program  for  Nebraska  intrastate  sponsors  of  continuing 
medical  education  at  the  next  annual  scientific 
meeting  of  the  Nebraska  Medical  Association  to  assist 
the  sponsors  in  the  development  and  delivery  of 
improved  continuing  medical  education  programs  was 
deemed  very  worthwhile. 

The  second  component  of  the  report  pertaining  to 
Resolution  #10  from  the  September,  1988  House  of 
Delegates  "Anticipated  Decline  of  Medical  Manpower," 
stimulated  considerable  discussion.  Commendation 
was  given  to  the  deans  of  the  two  medical  schools  of 
the  state  and  to  Kay  Arbegast,  sophomore  medical 
student,  and  Doctor  F.  F.  Paustian,  University  of 
Nebraska  College  of  Medicine,  for  their  respective 
reports.  It  was  agreed  a task  force  should  be 
established  under  the  auspices  of  the  NMA  with 
representation  from  the  NMA  and  each  of  the  two 
medical  schools  of  the  state  but  with  an  expanded 
charge  as  follows: 

(1)  Develop  and  implement  a career  counseling 
program  which  will  influence  qualified  students 
at  the  high  school  and  college  level  to  become 
physicians. 

(2)  Reorient  practicing  physicians,  high  school  and 
undergraduate  college  career  counselors  to 
present  very  positive  attitudes  and  concepts  to 
students  considering  a career  in  medicine  as  a 
physician. 

(3)  Develop  and  implement  a public  relations 
program  based  on  the  recommendations  of 
the  American  Association  of  Medical  Colleges 
Task  Force  on  Physician  Supply  and  the  AMA 
Invitational  Conference  on  Declining  Applicant 
Pool  in  United  States  Medical  Schools  to 
enhance  the  image  of  the  physician  in  the 
minds  of  the  public  at  large  and,  secondarily, 
to  prevent  further  restrictions  on  medical 
practice  by  legislators  and  governmental  reg- 
ulatory agencies.  It  was  recommended  the 
Commission  report  together  with  the  report  of 
the  deans  of  the  two  medical  schools  and  the 
report  of  sophomore  medical  student,  Arbegast, 
and  Doctor  Paustian,  with  appropriate  editing, 
should  be  published  in  the  Nebraska  Medical 
Journal. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Both  Dr.  Paustian  and 
Kay  Arbegast  were  commended  for  the  excellent  job 
they  performed  in  compiling  the  information  contained 
in  the  report  for  presentation  to  the  House.  There  was 


some  concern  as  to  why  this  task  had  not  been 
undertaken  by  the  University  of  Nebraska  Medical 
Center  in  light  of  the  severe  reduction  in  their  number 
of  applicants.  Following  this  discussion,  this  section  of 
the  report  was  adopted  by  the  House. 

(3)  REPORT  NMA  PRO  OVERVIEW  COMMITTEE 

The  PRO  Overview  Committee  was  commended  for 
the  establishment  of  a grievance  committee  to  review 
concerns  of  Nebraska  Medical  Association  members 
regarding  PRO  actions.  It  was  recommended  the 
establishment  of  the  grievance  committee  and  the 
process  for  filing  a grievance  should  be  periodically 
published  in  the  Nebraska  Medical  Journal  and  NMA 
headquarters  information  letters  as  well  as  announcing 
the  availability  of  such  service  at  county  medical 
society  meetings  when  attended  by  the  officers  of  the 
NMA  It  was  strongly  recommended  that  there  be  a 
solicitation  for  submission  of  grievances  of  well- 
documented,  inappropriate  PRO  actions. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  BOARD  OF  DIRECTORS,  ITEM  #9,  GEN- 
ERIC MEDICATIONS 

There  was  strong  commendation  for  the  quality  of 
the  report  prepared  by  our  President-Elect,  Doctor 
Richard  Raymond.  The  report  contained  much  infor- 
mation which  was  new  to  all  in  attendance  at  the 
Reference  Committee  hearing.  Accordingly,  it  was 
recommended  the  report  be  published  in  the  Nebraska 
Medical  Journal.  It  was  recommended  to  the  Board  of 
Directors  that  consideration  be  given  to  preparation 
and  submission  of  legislation  to  the  Nebraska  Legisla- 
ture which  would  markedly  narrow  the  latitude 
permissible  for  bioavailability  and  bioequivalency  of 
drugs.  Such  legislation,  conceivably,  would  reduce  the 
untoward  responses  currently  associated  with  generic 
medication. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  After  comments  which 
both  commended  and  complimented  the  Nebraska 
Medical  Association's  actions  regarding  the  substitution 
of  generic  medications,  this  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  YOUR 
REFERENCE  COMMITTEE  #1'S  REPORT  AS  A WHOLE. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

Frederick  F.  Paustian,  M.D.,  Chm.,  Omaha 
M.  Jack  Mathews,  M.D.,  Lincoln 
John  Wilcox,  M. D.,  Aurora 


Reference  Committee  #2 

Reference  Committee  #2  considered  8 reports  and 
1 resolution.  Reference  Committee  #2  submits  the 
following  report  and  recommendations. 

(1)  REPORTOF  UNIVERSITYOF  NEBRASKA  COLLEGE 
OF  MEDICINE 

The  Committee  reviewed  this  information  and 
recommends  this  report  be  filed  for  information. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

The  Committee  reviewed  this  information  and 
recommends  this  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  w'as  adopted  by  the 
House. 

(3)  REPORT  OF  NMA-  MEDICAL  STUDENT  SECTION, 
UNMC 

The  Committee  reviewed  this  information  and  rec- 
ommends this  report  be  filed  for  information. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION  & ATHLETIC  MEDICINE 

The  Committee  reviewed  this  information  and 
recommends  this  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  & CHILD  HEALTH 

Much  discussion  was  heard  centering  around  the 
role  of  the  Department  of  Health  in  developing  long 
term  reviews  of  both  maternal  and  perinatal  mortality 
rates.  The  development  of  a standard  birth  certificate 
with  national  guidelines  was  thought  to  be  an 
important  factor  in  developing  statistics  for  the  future. 
The  consensus  of  the  testimony  was  that  more  public 
health  emphasis  in  these  matters  would  lead  to 
improved  maternal  and  perinatal  health. 

Recommendation; 

The  Committee  strongly  urges  the  Board  of  Direc- 
tors to  convey  the  need  for  increased  emphasis  in 
these  matters  to  the  State  Board  of  Health. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  RESOLUTION  #8  - METRO  OMAHA  - INTEREST 
ON  EDUCATION  RELAiTED  DEBT 

This  resolution  read  as  follows; 

WHEREAS,  post-secondary  education  is  an  in- 
vestment in  the  future,  and 

WHEREAS,  interest  on  education  related  debt  is 
no  longer  tax  deductible,  thus  greatly  increasing 
the  cost  of  post-secondary  education,  and 

WHEREAS,  the  nation  needs  to  maintain  a 
commitment  to  middle  class  access  to  quality 
post-secondary  education,  especially  in  the  health 
professions,  and 

WHEREAS,  the  middle  class  do  not  have  access 
to  the  grants  and  subsidized  loans  that  some  poor 
students  do,  and 


WHEREAS,  the  middle  class  do  not  have  the 
resources  to  pay  for  educational  costs  as  the  more 
affluent  students  and  their  families  do; 

TH  EREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  recommend  that  the  Congress 
return  tax  deductible  status  to  interest  on  post- 
secondary education  related  loans  as  it  was  prior 
to  the  1986  Tax  Reform  Act 

The  majority  of  discussion  centered  upon  the 
negative  financial  and  psychological  aspect  of  the 
1986  Tax  Reform  Act  on  higher  education.  One 
member  raised  the  point  that  the  interest  on  an 
expensive  piece  of  equipment  is  now  deductible,  but 
interest  on  a debt  to  gain  the  knowledge  to  use  that 
equipment  is  not  deductible.  Also,  home  equity 
financing  is  now  being  used  for  the  same,  which  could 
have  an  adverse  long-term  effect  on  family  and 
financial  stability.  The  Reference  Committee  urges 
that  each  member  convey  these  concerns  to  their 
members  of  Congress. 

Recommendation; 

The  Committee  recommends  that  the  resolved  be 
amended  to  read,  "THEREFORE,  BE  IT  RESOLVED, 
that  the  Nebraska  Medical  Association  delegation  to 
the  AMA  prepare  a resolution  directing  the  AMA 
solicit  Congress  to  return  tax  deductible  status  to 
interest  on  post-secondary  education  related  loans  as 
it  was  prior  to  the  1986  Tax  Reform  Act" 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#10,  STATE  AGENCY  APPOINTMENTS 

The  Reference  Committee  would  like  to  specifically 
thank  Doctor  F.  H.  Hathaway  for  serving  on  the 
Department  of  Health  Board  of  Examiners  in  Nursing 
Home  Administration,  Doctor  Clyde  L Kleager  for 
serving  on  the  Department  of  Environmental  Control 
Committee  of  the  Nebraska  Wellhead  Protection 
Program,  and  Doctor  James  M.  Plate  for  serving  on  the 
Nebraska  Department  of  Health  Physician  Assistant 
Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  THE  N EBRASKA  MEDICAL  FOUN DA- 
TION,  INC. 

The  Committee  reviewed  this  information  and 
recommends  this  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  GALLERY 

The  Committee  reviewed  this  information  and 
recommends  this  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE#2  ASA 
WHOLE.  I wish  to  thank  the  other  members  of  this 
Committee,  Muriel  Frank,  M.D.  and  Kenneth  Johnson, 
M.  D.,  for  their  assistance  in  the  preparation  of  this 
report  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Charles  Damico,  M. D.,  Chairman,  Hastings 
Muriel  Frank,  M. D.,  Omaha 
Kenneth  Johnson,  M.D.,  McCook 

Reference  Committee 

Reference  Committee  #3  considered  4 reports  and 
4 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  DELEGATE  TO  AMA 

Doctor  Coe  embellished  the  printed  report  of  the 
Delegate  to  the  AMA  He  pointed  out  that  the  AMA 
House  of  Delegates  stopped  short  of  endorsing  the 
current  version  of  the  Harvard  study  but  supported 
the  concept  when  sufficiently  extended,  corrected 
and  refined.  We  commend  Doctor  Coe  for  his 
complete  and  incisive  analysis  of  the  meeting. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  DELEGATE,  YOUNG  PHYSICIANS 
SECTION,  AMA 

There  were  no  comments  about  this  report  The 
Committee  commends  Doctor  Muffly  for  his  consid- 
ered and  complete  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT,  ‘this  was  adopted  by  the 
House. 

(3)  REPORT  OF  AD-HOC  COMMITTEE  RE;  MEDICARE 

Doctor  Collicott  spoke  to  a number  of  items 
contained  in  the  report  He  emphasized  that  the 
charge  data  from  fiscal  year  1973  remains  unavailable 
and  may  not  become  available.  The  lack  of  an 
adequate  data  base  for  fee  profiles  makes  physicians' 
charge  basis  undefined,  and,  therefore,  null  and  void. 
He  pointed  out  that  one  of  the  suggestions  brought 
forth  by  the  committee  was  to  have  a system  based  on 
the  75th  percentile  of  participating  physicians'  actual 
charges.  He  mentioned  that  physician  reimbursement 
schedules  will  change  because  of  the  lack  of  base  data 
from  1973  and  the  fluidity  of  subsequent  fee  adjust- 
ment schedules.  Other  physicians  during  the  committee 
hearing  commended  the  Ad-Hoc  Committee  Re: 
Medicare  for  their  hard  work,  persistence  and  diligence 
in  working  with  this  difficult  problem. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Considerable  discussion 
ensued  regarding  the  delay  in  payment  of  claims  by 
Kansas  Blue  Cross/Blue  Shield.  Dr.  Meissner,  Speaker  of 
the  House,  asked  for  a show  of  hands  of  those 
physicians  who  had  experienced  continued  delay  in 
payments  as  compared  to  a year  ago.  It  was  apparent 
that  no  one  felt  that  they  were  being  reimbursed  in  a 
timely  fashion  since  the  changeover  to  Kansas  Blue 
Cross/Blue  Shield.  Several  delegates  commented  on 


the  complexity  and  difficulty  in  coding  and  the  fact 
that  many  times  claims  which  had  been  returned  as 
"dirty"  were  found  to  have  been  accurate.  Not  only 
does  this  delay  impact  participating  physicians  but 
also  the  patients  of  nonparticipating  physicians.  Upon 
conclusion  of  this  discussion,  this  section  of  the  report 
was  adopted  by  the  House. 

(4)  RESOLUTION  #1  - ANTELOPE-PI  ERCE  COUNTY - 
ESTABLISHMENT  OF  ONE  TIER  MEDICARE  PAY- 
MENT SYSTEM 

This  resolution  read  as  follows: 

WHEREAS,  rural  Nebraska  is  fast  approaching  a 
crisis  in  medical  care  due  to  the  shortage  of 
doctors,  and 

WHEREAS,  Medicare  reimbursements  to  rural 
physicians  are  very  unfairly  low  compared  to 
urban  counterpart,  and 

WHEREAS,  rural  practice  many  times  entails 
many  more  hardships  and  at  least  an  equal 
financial  outlay  as  does  the  urban  counterpart; 

THEREFORE,  BE  IT  RESOLVED,  that  Medicare 
payments  be  established  on  a one  tier  system  in 
the  State  of  Nebraska. 

The  Committee  heard  lengthy  testimony  in  support 
of  this  resolution.  A number  of  themes  evolved  during 
the  discussion.  Access  to  adequate  medical  care, 
difficulty  in  recruiting  rural  physicians,  the  need  to 
support  rural  communities,  and  the  present  opportunity 
to  change  the  fee  profile  because  of  our  intermediary's 
lack  ot  data  were  presented  as  pertinent  issues.  A 
reservation  about  how  implementation  of  the  one- 
tiered system  because  of  poor  data  was  also  expressed. 
The  discussion,  however,  was  quite  direct  in  favor  of 
establishing  a one-tiered  Medicare  payment  system. 
The  Committee  recommends  the  following  resolution; 

"SUBJECT:  ESTABLISHMENT  OF  ONE-TIERED 

MEDICARE  PAYMENT  SYSTEM 

WHEREAS,  rural  Nebraska  is  quickly  approaching 
a crisis  in  access  to  medical  care  due  to  the  shortage 
of  physicians,  and 

WHEREAS,  Medicare  reimbursements  to  patients 
served  by  rural  physicians  are  unfairly  low  when 
compared  to  urban  counterparts,  and 

WHEREAS,  rural  practice  many  times  entails 
more  hardships  and  at  least  an  equal  financial 
outlay  as  does  the  urban  counterpart; 

THEREFORE,  BE  IT  RESOLVED  THAT  Medicare 
payments  and  Medicaid  payments  be  established 
on  a one-tier  system  in  the  State  of  Nebraska  at  a 
level  that  is  fair  to  all  Nebraskans." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  It  was  requested  that  the 
author  of  the  resolution  add  a second  "Resolved" 
clause  to  the  resolution  identifying  the  mechanism  to 
be  employed  to  assure  that  the  intent  of  the  resolution 
would  be  carried  out  Both  the  author  of  the  original 
resolution  and  the  Chairman  of  the  Reference  Commit- 
tee felt  this  was  unnecessary  as  the  Ad-Hoc  Committee 
Re:  Medicare  will,  upon  approval  by  the  House, 
undertake  implementation  of  the  directive.  Upon 
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reassurance  by  the  Chairman  of  the  Ad-Hoc  Committee 
Re:  Medicare  that  the  Committee  would  take  this 
charge,  discuss  the  resolution  with  the  carrier,  and 
communicate  the  results  of  these  discussions  to  the 
Board  of  Directors  for  any  further  action  which  may  be 
necessary,  this  section  of  the  report  was  adopted  by  the 
House. 

Upon  adoption  of  this  section  of  the  report, 
additional  discussion  continued  regarding  the  fact  that 
Senator  Robert  Kerrey  and  Representative  Virginia 
Smith  are  both  aware  of  the  discrepancy  in  reimburse- 
ment levels  which  exists  and  that  a concurrent 
resolution  will  be  introduced  in  Congress  addressing 
this  issue.  There  was  also  discussion  about  Nebraska's 
reimbursement  being  lower  than  that  of  surrounding 
states. 

Doctor  Donald  F.  Rodawig's  presence  in  the  House 
of  Delegates  was  noted  at  this  time  and  he  briefly 
addressed  the  House.  Dr.  Little,  Vice  Speaker,  assumed 
the  podium. 

(5)  RESOLUTION  #5  - METRO  OMAHA-  MEDICARE 
PREVAILING  FEE  PROFILES 

This  resolution  read  as  follows: 

WHEREAS,  Medicare  payment  fee  schedules  to 
Nebraska  physicians  have  not  been  based  on 
updated  1974  customary  and  prevailing  charges, 
as  required  by  regulations/laws; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  insist  that  the  Medicare 
carrier,  Nebraska  or  Kansas  Blue  Cross/Blue  Shield 
provide  accurate  and  updated  fee  profiles  for 
physicians  in  the  State  of  Nebraska. 

This  issue  is  being  addressed  in  the  present  Ad-Hoc 
Committee  Re:  Medicare.  No  action  is  recommended 
at  this  time  on  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  RESOLUTION  #9  - METRO  OMAHA-  MEDICARE 
REIMBURSEMENT  I 

This  resolution  read  as  follows: 

WHEREAS,  the  legitmate  purpose  of  the  Medi- 
care program  is  not  only  to  aid  the  elderly  in 
affording  medical  services,  but  also  to  fairly 
reimburse  physician  providers  for  services  appro- 
priately rendered,  and 

WH  EREAS,  the  reimbursement  profiles  for  many 
Nebraska  physicians  are  incorrect,  and 

WHEREAS,  whether  correct  or  not,  payment  has 
not  been  forth  coming  in  a timely  fashion; 

THEREFORE,  BE  IT  RESOLVED,  thatthe  Nebraska 
Medical  Association  petition  HCFA,  both  directly 
and  through  our  federal  legislators,  to  correct  not 
only  the  payment  inequities  that  have  plagued,  in 
general,  the  reimbursement  system  from  its  in- 
ception, but  also  the  serious  payment  delay  and 
incorrect  reimbursement,  particularly  to  Nebraska 
physicians,  that  have  characterized  the  system 
since  the  letting  of  the  contract,  first  to  Iowa  Blue 


Cross  and  Blue  Shield  and  more  recently  to  Kansas 
Blue  Cross  and  Blue  Shield. 

Again,  the  issues  of  Medicare  reimbursement  and 
the  specific  questions  developed  in  this  resolution  are 
being  pursued  by  the  Ad-Hoc  Committee  Re:  Medicare. 
The  Committee  believes  no  action  is  necessary  on  this 
resolution. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  BOARD  OF  DIRECTORS,  ITEM  #4, 
NURSING  SHORTAGE 

Doctor  Collicott  commented  about  the  Board's 
intent  to  introduce  the  resolution  contained  in  the 
Board  report. 

The  Committee  recommends  the  following  resolution: 

NURSING  RESOLUTION 

State  health  care  organizations  in  Nebraska  have 
been  cooperating  to  address  the  serious  problems 
occasioned  by  the  shortage  of  nurses  in  Nebraska 
Their  efforts  have  resulted  in  the  following  statement 
of  position: 

WHEREAS,  there  is  currently  a real  and  ongoing 
shortage  of  nursing  and  other  health  care  profes- 
sionals in  Nebraska  due  to  the  greatly  increased 
demand  produced  by  an  aging  population,  in- 
creasing acuity  of  patient  needs,  and  increasing 
use  of  technology;  and 

WH  EREAS,  it  is  estimated  that  by  the  year  2000, 
Nebraska  will  experience  a shortage  of  approxi- 
mately 4000  nurses;  and 

WHEREAS,  nurses  spend  30-40%  of  their  time 
away  from  the  patient's  bedside;  and 

WHEREAS,  reimbursement  for  health  care  has 
not  kept  pace  with  the  cost  of  health  care 
resources;  and 

WHEREAS,  some  known  problems  with  recruit- 
ment and  retention  of  nurses  involves  salaries  and 
salary  compression;  and 

WHEREAS,  the  Nebraska  Assembly  of  Deans 
and  Directors  (of  schools  of  nursing)  are  dedicated 
to  inproving  educational  mobility  between  all 
levels  of  nursing  education;  and 

WHEREAS,  there  is  a system  of  multiple  possi- 
bilities for  entry  into  the  nursing  profession 
existent  in  the  state  which  includes  care  staff 
members,  aides,  orderlies,  licensed  practical  nurses, 
and  registered  nurses  with  associate  degrees, 
diplomas,  baccalaureate  degrees,  and  graduate 
degrees;  and 

WHEREAS,  we  recognize  the  interdependence 
of  nursing,  medicine,  health  care  agencies,  health 
care  administration  in  meeting  the  evergrowing 
health  care  needs  of  our  citizens; 

WE,  THE  UNDERSIGNED,  TAKE  THE  POSITIONS 
THAT: 

(1)  We  shall  support  legislative  initiatives  to 
attract  men  and  women  to  the  health  care  field 
with  special  emphasis  on  nursing. 
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(2)  We  shall  support  efforts  by  individuals  at  all 
levels  of  nursing  to  pursue  further  education 
by  furnishing  accurate  information  concerning 
educational  options;  by  providing  financial 
incentives;  and  by  identifying  and  encouraging 
those  with  potential  for  advanced  education. 

(3)  We  shall  encourage  and  support  federal  initia- 
tives to  fund  reimbursement  by  government 
and  other  third  party  payers  for  nursing  costs  in 
order  that  agencies  may  effectively  address 
the  issue  of  salary  compression. 

(4)  We  shall  support  the  efforts  of  the  Nebraska 
Assembly  of  Deans  and  Directors  to  maximize 
educational  mobility  for  all  nurses  and  poten- 
tial nurses. 

(5)  We  shall  recommend  and  support  strategies 
that  promote  the  addition  of  support  personnel 
and  systems  that  will  enable  nurses  to  spend 
the  majority  of  their  time  providing  direct 
patient  care. 

(6)  Through  our  cooperative  efforts,  we  hope  to 
demonstrate  that  there  is  no  need  for  the 
development  of  a registered  care  technologist 
or  like  program  in  Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I would  like  to  thank  my  fellow  Reference  Committee 
members.  Doctors  Svehia  and  Fosnaugh,  for  their 
efforts  in  preparing  this  report.  Moreover,  I would  like 
to  express  my  appreciation  to  the  physicians  who 
testified  before  our  Committee  for  their  considered 
thoughts  and  enlightened  discussion  in  these  vital 
matters. 

Respectfully  submitted, 

R.  A.  Hranac,  M.D.,  Chairman,  Kearney 
Richard  Svehia,  M.D.,  Omaha 
James  A.  Fosnaugh,  M. D.,  Lincoln 


Reference  Committee  #4 

Reference  Committee  #4  considered  6 reports  and 
3 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  LIFE  & ASSOCIATE  MEMBERSHIP  REQUESTS 

Limited  testimony  was  heard  with  no  dissent.  The 
Committee  recommends  that  the  requests  be  accepted 
as  determined  by  the  Board  of  Councilors. 

They  were  as  follows: 

Life  Membership  Requests 

HOLT  & NORTHWEST  COUNTY  MEDICAL  SOCIETY 
Harold  Panzer,  M.  D.,  Ainsworth 
LANCASTER  COUNTY  MEDICAL  SOCIETY 
L Dwight  Cherry,  M. D.,  Lincoln 
R.  W.  Ehrlich,  M.D.,  Lincoln 
Charles  Newell,  M.D.,  Lincoln 


G.  E.  Place,  M.D.,  Lincoln 
j.  M.  Stemper,  M. D.,  Lincoln 
METRO  OMAHA  MEDICAL  SOCIETY 
John  A.  Aita,  M. D.,  Omaha 
John  H.  Brush,  M.D.,  Omaha 
J.  B.  Christensen,  M.  D.,  Omaha 
Merrill  T.  Eaton,  M.  D.,  Omaha 
Dwight  M.  Frost,  M.  D.,  Omaha 
Lee  B.  Grant,  M.  D.,  Omaha 
Paul  E.  Hodgson,  M.D.,  Omaha 
Lieberg  F.  Meyer,  M. D.,  Omaha 
Daniel  M.  Miller,  M. D.,  Omaha 
Joseph  F.  Ruscio,  M.D.,  Omaha 
Edward  K.  Connors,  M. D.,  Omaha 

Associate  Membership  Requests 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
J.  D.  Murrell,  M. D.,  Lincoln 
METRO  OMAHA  MEDICAL  SOCIETY 
John  M.  Grier,  M.D.,  Omaha 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  COMMISSION  ON  ASSOCIATION 
AFFAIRS 

This  report  dealt  with  the  problems  of  succession 
with  the  death  of  Doctor  C.  A.  McWhorter  who  was 
the  President  of  the  Nebraska  Medical  Association. 
Clarification  of  the  problems  of  succession  have  been 
outlined  in  the  bylaws  changes  as  summarized  in  the 
report  The  essential  result  is  that  the  President-Elect 
can  step  in  if  he/she  is  prepared  to  assume  the  duties 
at  that  time,  but  if  he/she  is  not  prepared,  then  the 
Board  of  Directors  can  elect  a member  to  become  the 
President  The  President-Elect,  if  he/she  chooses  to 
assume  the  presidency,  can  then  serve  that  term  and 
follow  it  with  his  own  term  for  which  he  had  been 
elected.  The  bylaws  were  amended  to  allow  the  Vice- 
Speaker  to  be  able  to  serve  six  years  in  the  position  of 
Speaker  instead  of  the  three  which  the  previous 
bylaws  had  stated.  Similar  criteria  for  completion  of  a 
partial  term  were  delineated  for  the  Secretary-Treasurer. 
The  proposed  amendment  in  Chapter  X,  Section  1 
would  provide  that  the  two  Immediate  Past  Presidents 
would  serve  on  the  Board  instead  of  the  situation  now 
where  only  one  Immediate  Past  President  serves. 
Testimony  suggested  that  this  would  help  with 
continuity  of  experience  and  input 

The  Commission  on  Association  Affairs  reviewed  the 
entire  bylaws  and  rendered  them  gender  neutral  as 
well  as  making  the  above-mentioned  changes.  There 
was  also  a minor  change  made  in  the  peer  review 
process  utilized  by  the  Board  of  Councilors.  The 
Committee  recommends  that  the  report  of  the 
Commission  on  Association  Affairs  be  accepted  and 
that  the  bylaws  of  the  Nebraska  Medical  Association, 
as  amended,  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Doctor  Donahue  was 
thanked  for  sharing  his  expertise  in  this  area  and  this 
section  of  the  report  was  adopted  by  the  House. 

(3)  RESOLUTION  #6  - METRO  OMAHA  - NMA 
VOLUNTARY  ASSIGNMENT  PROGRAM  (PER- 
SONAL CARE) 
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This  resolution  read  as  follows; 

WHEREAS,  Nebraska  physicians  have  tradition- 
ally taken  insurance  benefits  as  payment  in  full  for 
medical  services  provided  to  patients  with  limited 
resources,  and 

WHEREAS,  the  Nebraska  Medical  Association 
has  initiated  a program  of  voluntary  Medicare 
assignment; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Metro- 
politan Omaha  Medical  Society  urge  all  members 
of  the  Nebraska  Medical  Association  to  participate 
in  this  program.  (Personal  Care) 

The  Committee  recommends  that  this  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  RESOLUTION  #11  - LINCOLN  COUNTY-  THIRD 
PARTY  PAYORS 

This  resolution  read  as  follows: 

WHEREAS,  third  party  payors  promise  patients 
medical  care  on  demand  which  fosters  overutiliza- 
tion, and 

WHEREAS,  third  party  payors  put  limits  in 
medical  care  delivered  by  hospitals  and  physicians 
to  restrict  utilization,  and 

WHEREAS,  this  promotes  rancor  between  pa- 
tients and  physicians  and  does  not  promote  cost 
effective  medical  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
and  AMA  promote  honest,  open  discussions 
between  third  party  payors,  health  professionals, 
and  the  patients  about  the  optimal  level  of  health 
care. 

No  testimony  was  heard  on  this  resolution.  The 
Committee  recommends  that  it  be  tabled  and  referred 
to  the  Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #1, 
NON-MEMBER  CONTACTS 

No  testimony  was  heard  on  this  item.  The  Committee 
recommends  that  the  report  be  accepted. 

MR.  SPEAKER,  I MOVE  THAT  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #8, 
NMA  BLUE  CROSS/BLUE  SHIELD  GROUP  HEALTH 
INSURANCE  PROGRAM 

Discussion  was  heard  regarding  the  short  lead  time  to 
a significant  change  in  the  Blue  Cross/Blue  Shield  benefits 
program.  Additional  clarification  from  Mr.  Schellpeper 
was  obtained.  Any  individual  members  who  are  having 
trouble  with  the  transition  time  for  their  group  and  the 
Blue  Cross/Blue  Shield  program  should  contact  the 
NMA  office  for  help.  The  Committee  moves  that  this 
report  be  accepted. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  BOARD  DIRECTORS,  ITEM  #11, 
MEMBER  BENEFIT,  NON-DUES  INCOME  ACT- 
IVITIES 

The  Committee  recommends  acceptance  of  this 
report 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  ANNUAL  AUDIT  & REPORT  OF  BOARD  OF 
DIRECTORS,  ITEM  #12,  1988  ANNUAL  AUDIT, 
1989  BUDGET  ADOPTED  BY  BOARD  OF  DI- 
RECTORS 

Testimony  was  heard  from  the  Secretary-Treasurer 
regarding  various  items  on  the  balance  sheet  in  the 
statement  of  revenues  and  expenses  for  the  general 
fund  and  the  reserve  fund.  Comparison  of  the 
proposed  budget  of  1989  with  the  budget  of  1988 
suggests  a 4%  increase  in  fixed  expenses.  Executive 
management  is  to  be  commended  for  its  excellent  job 
of  managing  the  expenses.  The  Committee  recom- 
mends that  the  reports  and  proposed  1989  budget  be 
accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 


(9)  RESOLUTION  #14-  DELEGATE  STATUS  FOR  PAST 
PRESIDENTS  OF  THE  NMA 

This  resolution  read  as  follows: 

WHEREAS,  the  knowledge  of  persons  who  have 
served  as  presidents  of  the  Nebraska  Medical 
Association  is  a valuable  resource,  and 

WHEREAS,  the  availability  of  these  assets  de- 
pends on  whether  these  individuals  continue  to 
be  elected  as  delegates  by  their  component 
societies,  and 

WHEREAS,  the  AMA  and  other  medical  societies 
recognize  and  seat  past  presidents  in  their  House 
of  Delegates  to  insure  the  retention  of  their 
knowledge  and  expertise; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  provide  permanent  delegate 
status  for  all  past  presidents  of  the  Nebraska 
Medical  Association. 

Favorable  discussion  was  heard  regarding  this 
concept  and  the  Committee  moved  that  the  concept 
be  adopted  and  the  resolution  be  subsequently 
referred  to  the  Commission  on  Association  Affairs  for 
development  of  amendments  to  appropriately  alter 
the  bylaws. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE#4  ASA 
WHOLE.  This  was  adopted  by  the  House. 
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I would  like  to  thank  Doctors  Wilkins  and  Armstrong 
for  their  participation  and  interest. 

Respectfully  submitted, 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chm.,  Omaha 
Michael  D.  Wilkins,  M. D.,  Lincoln 
Alvin  Armstrong,  M. D.,  Scottsbiuff 

Reference  Committee  #5 

Reference  Committee  #5  considered  7 reports  and 
5 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  STATE  DEPARTMENT  OF  HEALTH 

No  testimony  was  heard  on  this  report.  The 
Committee  commends  Doctor  Wright  on  his  excellent 
report  and  submits  it  for  information  only. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AFFAIRS 

The  Committee  thanks  the  Commission  for  its  major 
efforts  on  behalf  of  the  NMA  There  was  considerable 
testimony  regarding  LB  348  which  expands  chiropractic 
scope  of  practice.  Discussion  pointed  out  the  extensive 
lobbying  effort  that  is  being  carried  out  on  behalf  of 
this  bill.  It  was  felt  that  local  contact  with  individual 
legislators  will  be  needed  to  defeat  this  bill. 

Additional  discussion  was  generated  regarding  man- 
dated insurance  benefits.  This  item  will  be  discussed 
with  subsequent  resolutions. 

Recommendations; 

(1)  The  Committee  recommends  that  individual  prac- 
titioners contact  your  legislators  to  oppose  LB  348. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  RESOLUTION  #3  - CHEYENNE-KIMBALL-DEUEL 
COUNTY  - NON-SUPPORT  FOR  MANDATED 
BENEFITS  FOR  HEALTH  INSURANCE  POLICIES: 
RESOLUTION  #12  - LANCASTER  COUNTY  - 
MANDATED  HEALTH  INSURANCE  COVERAGE, 
REPORT  OF  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AFFAIRS  (LB  64,  Mandated 
Insurance  Benefits,  etc.) 

These  resolutions  read  as  follows: 

RESOLUTION  #3 

WHEREAS,  there  are  a number  of  bills  introduced 
in  the  Unicameral  every  session  requesting  the 
mandation  of  benefits  for  certain  procedures  in  all 
health  insurance  policies  marketed  in  Nebraska,  and 

WHEREAS,  the  goals  may  be  laudable,  however 
they  amount  to  a request  for  mandated  reimburse- 
ment for  the  services  offered  by  a particular 
constituency,  and 

WHEREAS,  mandating  payment  for  a particular 
service  results  in  increased  premiums  for  all 
insureds,  not  just  those  desiring  coverage  for  that 
particular  service,  and 


WHEREAS,  additional  benefits  are  available  to 
insured  groups  for  almost  any  service  at  an 
additional  premium,  and 

WHEREAS,  health  insurance  premiums  are  pres- 
ently rising  at  such  a rate  that  increasing  numbers  of 
small  groups  (under  50  employees)  and  individual 
subscribers  are  opting  for  policies  with  limited 
coverage  or  are  going  without  health  insurance 
and 

WHEREAS,  almost  all  large  employers  covering 
approximately  50%  of  insured  persons  are  covered 
by  self-insured  plans  which  are  exempted  from 
mandated  benefits  by  ERISA  resulting  in  the 
increased  cost  of  mandated  benefits  being  borne 
by  small  groups  or  individuals  who  are  least  able  to 
pay,  and 

WHEREAS,  physicians  should  be  able  to  persuade 
purchasers  of  health  care  to  pay  for  benefits  which 
are  medically  justified  and  cost  effective  thru 
direct  consultation  and  negotiation,  and 

WHEREAS,  the  State  Legislature  is  not  qualified 
by  training  or  experience  to  act  as  "benefit 
managers"  for  the  health  insured  of  Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
actively  oppose  mandated  benefits  for  health 
insurance,  and 

BE  IT  FURTHER  RESOLVED,  that  NMA  through 
an  existing  commission  or  special  committee 
develop  a strategy  for  discussion  and  development 
of  Association  contacts  with  insurance  compani-es, 
and  other  entities  who  are  responsible  for  funding 
of  health  benefits,  regarding  additional  health 
benefits  which  will  be  both  cost  effective  and 
improve  the  health  of  Nebraskans. 

Resolution  #12 

WHEREAS,  regular  well-child  examinations  and 
immunizations  prevent  illness  in  children,  and 

WHEREAS,  such  prevention  decreases  the  cost 
of  medical  care  by  preventing  serious  diseases, 
and 

WHEREAS,  health  insurance  companies  in  Neb- 
raska have  not  recognized  the  cost-saving  po- 
tential of  these  measures; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  support  mandated  health 
insurance  coverage  of  well-child  examinations  and 
immunizations  and  support  appropriate  legislation 
to  this  effect 

There  was  extensive  discussion  regarding  the  issues 
of  mandated  care.  The  focus  was  immunization  and 
well-baby  examinations.  Testimony  supported  the 
concept  of  well-baby  care  and  immunizations  saving 
money  and  lives.  Historically,  the  Nebraska  Medical 
Association  has  been  opposed  to  mandated  benefits 
brought  about  through  legislative  solutions.  The 
Association  continues  to  be  concerned  about  this 
issue  from  a cost  effective  aspect  It  was  pointed  out 
that  only  20-30%  or  less  of  the  Nebraska  population 
would  be  covered  by  this  legislative  solution  because 
of  superseding  ERISA  legislation.  It  was  also  pointed 
out  that  an  educational  component  for  the  parents 
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would  need  to  be  part  of  a solution.  The  high  cost  of 
immunization  liability  has  contributed  to  the  current 
problems. 

No  clear  consensus  of  this  issue  was  achieved. 
However,  mandating  these  changes  through  the 
legislative  approach  seemed  flawed  with  many  diffi- 
culties. Therefore,  while  the  goals  are  felt  to  be 
appropriate,  the  mechanism  needs  to  be  considered 
further. 


Recommendations; 

(1)  Accept  Resolution  #3  with  particular  attention 
to  the  final  resolve  that  the  NMA  through  an 
existing  commission  or  special  committee 
develop  a strategy  for  discussion  and  develop- 
ment of  Association  contacts  with  insurance 
companies  and  other  entities  who  are  respon- 
sible for  funding  of  health  benefits. 

(2)  Reject  Resolution  #12  for  mandated  health 
insurance  coverage  but  recognize  the  intent 
that  insurance  coverage  for  well-child  examin- 
ations and  immunizations  is  appropriate. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Kenton  Shaffer  stated 
that  since  the  public  often  has  very  little  opportunity 
to  provide  input  in  their  health  insurance  coverage, 
the  NMA  needs  to  be  their  advocate.  As  there  were  no 
other  comments,  this  section  of  the  report  was 
adopted  by  the  House. 

(4)  RESOLUTION  #2  - CHEYENNE-KIMBALL-DEUEL 
COUNTY-  REGULATION  OF  PHYSICIANS'  OFFICE 
LABORATORIES 

This  resolution  read  as  follows: 

WHEREAS,  Federal  Regulations  regarding  labor- 
atory testing  in  physicians'  offices  are  currently 
being  written  in  Washington,  and 

WHEREAS,  the  regulatory  apparatus  has  the 
potential  of  forcing  physicians  in  private  practice 
to  discontinue  laboratory  testing,  which  will  result 
in  increasing  patient  inconvenience,  and 

WHEREAS,  the  provisions  of  the  NMA  sponsored 
state  legislative  bill  provides  for  administration  of 
a Nebraska  statute  by  the  Department  of  Health 
with  the  Director  of  the  Department  given 
authority  to  waive  the  requirements  for  physicians 
offices  for  certain  procedures  and  under  certain 
circumstances,  and 

WHEREAS,  this  proposed  bill  also  provides  for 
the  decertification  and  recertification  of  physicians 
office  laboratories; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
through  an  appropriate  committee  study  and 
determine,  through  consultation  with  both  urban 
and  rural  physicians  what  laboratory  procedures 
should  be  exempted  from  the  provisions  of  this 
law,  and, 

BE  IT  FURTHER  RESOLVED,  that  this  committee 
review  the  procedure  for  certification  and  recerti- 
fication of  office  laboratories  to  insure  that  the 
procedures  are  fair  and  that  recertification  can  be 
obtained  in  a prompt  and  orderly  fashion  so  that 


patients  are  not  inconvenienced  any  longer  than  is 
absolutely  necessary,  and 

BE  IT  FURTHER  RESOLVED,  that  this  committee 
review  the  allocation  of  regulation  costs  to  insure 
that  it  is  fair  to  rural  physicians  who  do  very  few 
laboratory  procedures  on  site. 

Concern  was  expressed  that  the  needs  of  the  rural 
practitioner  be  considered  in  regulations  regarding 
office  laboratory  testing.  A Federal  statute  exists, 
however,  regulations  have  not  yet  been  promulgated. 
These  regulations  are  being  closely  monitored.  The 
current  bill  designing  the  State  program  is  to  be  held  in 
committee  until  next  year  at  which  point  additional 
fine-tuning  will  be  possible  to  make  sure  it  meets  the 
Federal  requirements.  There  is  ongoing  NMA  monitor- 
ing of  this  legislation  to  be  sure  that  it  meets  the  needs 
of  quality  laboratory  testing  but  is  not  extreme  so  as  to 
exclude  the  services  of  rural  physician  laboratories. 

Recommendation: 

(1)  The  Committee  recommends  the  acceptance 
of  the  Resolution  #2. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House.  Dr.  Darroll  Loschen  was  commended  for  the 
excellent  Job  he  has  done  regarding  the  regulation  of 
physicians'  office  laboratories. 

(5)  REPORT  AD-HOC  COMMITTEE  ON  MEDICAID 
SERVICES 

No  testimony  was  heard  regarding  the  report 
However,  additional  testimony  supported  LB  525, 
especially  Section  1.  The  testimony  supports  the 
importance  of  contacting  our  legislators  to  support 
this  section.  The  potential  benefits  include  improved 
reimbursement  for  some  procedures  as  well  as 
simplifying  the  Medicaid  system.  The  Committee 
noted  that  currently  the  reimbursement  for  certain 
procedures,  such  as  office  visits,  does  not  cover  the 
physicians's  overhead. 

Recommendations: 

(1)  The  Committee  recommends  acceptance  of 
this  report  and  supports  the  passage  of  LB  525, 
Section  1. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  After  the  House  was 
urged  to  contact  their  respective  legislators  to  vote  for 
this  item,  this  was  adopted  by  the  House. 

(6)  RESOLUTION  #4  - METRO  OMAHA-  INFORMED 
PATIENT 

This  resolution  read  as  follows: 

WHEREAS,  numerous  limited  licensed  practi- 
tioners have  attempted  to  expand  their  scope  of 
practice  and  gain  reimbursement  through  legisla- 
tive fiat,  and 

WHEREAS,  it  is  of  the  utmost  importance  that 
Nebraskans  be  able  to  make,  not  only  a free,  but 
informed  choice  concerning  those  whom  they 
wish  to  provide  their  medical  care: 

THEREFORE,  BE  IT  RESOLVED,  thatthe  Nebraska 
Medical  Association  make  every  attempt  to  inform 
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Nebraskans,  by  legislative  amendment,  by  public 
information  campaigns,  and  any  other  acceptable 
avenue,  of  the  nature  of  training  and  scope  of 
practice  of  those  seeking  to  practice  under 
Nebraska  statute. 

Discussion  focused  on  the  importance  of  keeping 
our  patients  informed.  It  was  felt  that  the  proposal  was 
already  dealt  with  by  the  Ad-Hoc  Committee  on 
Health  Policy  Statements  and  a pamphlet  covering 
these  types  of  subjects  already  exists.  This  pamphlet 
should  serve  as  an  excellent  tool  in  informing  our 
patients  about  the  nature  of  training  and  the  scope  of 
practice. 

Recommendations: 

(1)  The  Committee  recommends  acceptance  of 
the  resolution  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Following  a comment 
stressing  the  importance  of  informing  patients  of  the 
difference  between  limited  licensed  practitioners  and 
their  M.D.  counterparts,  this  was  adopted  by  the 
House. 

(7)  RESOLUTION  - LINCOLN  COUNTY  - TO- 
BACCO TAX  INCREASE  AND  USAGE 

This  resolution  read  as  follows: 

WHEREAS,  smoking  contributes  to  significant 
morbidity  and  mortality  from  heart,  lung,  and 
malignant  diseases,  and 

WHEREAS,  a large  proportion  of  medical  and 
disability  payments  related  to  these  diseases 
come  from  tax  revenue,  and 

WHEREAS,  the  tax  revenue  generated  is  insuffi- 
cient to  make  these  payments; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
support  legislation  which  would  increase  taxes  on 
tobacco  products  by  100%  during  the  next  fiscal 
year  and  increase  the  taxes  by  twice  the  inflation 
rate  for  the  next  10  years,  and 

THEREFORE,  BE  IT  FURTHER  RESOLVED,  that 
ten  percent  of  the  revenue  be  designated  for 
research  in  Nebraska  on  tobacco  related  diseases 
and  the  rest  of  the  money  generated  to  be  used 
for  medically  related  expenses. 

Limited  comment  was  favorable  to  this  resolution. 

Recommendations: 

(1)  The  Committee  recommends  acceptance  of 
this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Discussion  ensued  regarding  the  propriety  of  stating 
specifics  when  dealing  with  taxation  issues.  Dr. 
Cornelius  moved  that  the  resolution  instead  be 
referred  to  the  Board  of  Directors  for  consideration. 
This  was  seconded.  Dr.  Klutman,  Chairman  of  the 
Commission  on  Legislation  and  Govermental  Affairs, 
cautioned  the  House  against  earmarking  funds  as  the 
Legislature  often  balks  at  such  actions.  The  House 
passed  Dr.  Cornelius'  motion  on  a hand  count. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  This  was 
adopted  by  the  House. 

(8)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#2,  TASK  FORCE  ON  DISCIPLINARY  ACTION; 
REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#3,  HEALTH  CARE  QUALITY  IMPROVEMENT 
ACT;  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  §7,  IMMUNIZATION  OF  CHILDREN;  and 
REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

No  testimony  was  heard  on  these  items.  They  are 
presented  as  information,  and  the  Board  of  Directors 
and  Ad-Hoc  Committee  are  thanked  for  their  thought- 
ful presentations. 


Recommendation: 

(1)  The  Committee  moves  the  acceptance  of 
these  items  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

I thank  the  members  testifying  and  my  coworkers. 
Doctors  Bagby  and  Gawecki  for  their  excellent  input. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  YOUR 
REFERENCE  COMMITTEE  #5  AS  A WHOLE.  This  was 
adopted  by  the  House. 

Respectfully  submitted, 

Ronald  Asher,  M.  D.,  Chm.,  North  Platte 
Kenneth  Bagby,  M. D.,  Blair 
Fred  Gawecki,  M. D.,  Papillion 


Reference  Committee  #6 

Reference  Committee  #6  considered  6 reports  and 
2 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

This  Commission's  ongoing  projects  continue  to 
advance  the  concept  of  the  physician  as  patient 
advocate,  including  the  promotion  of  fitness,  good 
health  habits,  and  the  attitude  of  wellness.  The 
Commission  expressed  their  willingness  to  receive 
input  on  any  issues  which  the  membership  feels 
would  be  of  public  interest  or  concern.  The  Reference 
Committee  expresses  appreciation  to  this  Commission 
and  encourages  their  current  activities. 

Recommendation: 

(1)  File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  AD-HOC  COMMITTEE  ON  LOW 
LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

The  Committee  has  continued  to  review  activities  in 
the  area  of  low  level  radioactive  waste  disposal 
(LLRWD)  and  the  progress  of  the  establishment  of  a 
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LLRWD  facility  in  our  state.  Educational  activities  with 
patients,  colleagues  and  the  public,  particularly  in 
those  geographical  areas  selected  for  site  consideration 
are  encouraged.  Medical  issues  which  appear  signifi- 
cant in  geographic  areas  of  the  "three  sites"  are  (1) 
accidents  or  incidents  involving  radiation  and/or 
radioactive  materials  (a)  in  the  site  vicinity  and  the 
facility  itself,  (b)  along  transportation  routes  to  the 
facility;  (2)  medical  and  emergency  preparedness  for 
response  to  such  incidents  or  accidents.  The  Reference 
Committee  expresses  its  appreciation  of  the  ongoing 
activities  of  this  ad-hoc  committee  and  encourages 
their  continued  activity. 

Recommendations: 

(1)  Reaffirmation  of  the  NMA's  standing  resolution 
on  the  LLRWD  issue. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT. 

Following  commendation  of  Dr.  Quaife  and  his 
committee,  this  was  adopted  by  the  House. 

(3)  REPORT  OF  NMA  TASK  FORCE  ON  AIDS 

This  task  force  has  focused  activities  on  public 
education,  safeguards  for  healthcare  workers  and 
review  of  proposed  legislative  bills  dealing  with  AIDS. 
Committee  members  were  involved  with  input  on  LB 
376  dealing  with  notification  of  first  responders.  The 
Reference  Committee  expresses  appreciation  to  this 
task  force  and  encourages  their  continued  activity  in 
this  important  area 

Recommendations; 

(1)  File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  RESOLUTION  #7  - METRO  OMAHA-  PHYSICIANS 

FOR  A NATIONAL  HEALTH  PROGRAM 

This  resolution  read  as  follows: 

WHEREAS,  the  Physicians  for  a National  Health 
Program  (PNHP)  have  through  articles  in  professional 
and  lay  press  promoted  the  concept  of  a national 
health  policy,  and 

WH  EREAS,  it  appears  that  the  majority  of  physicians 
listed  as  Founding  Members  are  not  in  positions  of 
primary  health  care,  and 

WHEREAS,  it  is  recognized  that  the  American 
Medical  Association  has  previously  taken  the  position 
that  a pluralistic  system  including  voluntary  privatized 
health  care  is  clearly  superior  to  a centralized, 
federally  controlled  health  care  system; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  urge  the  American  Medical 
Association  to  evaluate  the  position  of  the  Physicians 
for  a National  Health  Program  and  render  a report  to 
the  American  Medical  Association  House  of  Delegates. 

Testimony  submitted  pointed  out  that  the  majority 
of  physicians  listed  as  Founding  Members  of  the 
Physicians  for  a National  Health  Program  are  not  in 
positions  of  primary  health  care.  There  was  support  of 


the  AMA  position  that  a pluralistic  system  including 
voluntary,  privatized  health  care  is  clearly  superior  to  a 
centralized,  federally-controlled  health  care  system. 

Recommendation: 

(1)  Adoption  of  Resolution  #7. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 
WORKER'S  COMPENSATION  COURT 

The  Reference  Committee  heard  testimony  that  the 
standing  committee  or  ad-hoc  committee  which  is  to 
provide  administrative  support  to  physicians  making 
recommendations  to  the  Worker's  Compensation 
Court  should  become  functional  as  soon  as  possible. 

Recommendations: 

(1)  File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  SCIENTIFIC  SESSIONS  COMMITTEE 

The  current  three-day  format  appears  to  be  well 
received  by  the  physician  participants  at  the  meeting. 
Continuation  of  this  type  of  format  appears  appropriate. 
The  reaccreditation  by  the  NMA  Commission  on 
Medical  Education  to  continue  providing  Category  I 
CME  credits  to  attendees  of  our  programming  for  the 
next  four  years  was  noted.  This  Committee  should  be 
commended  for  their  hard  work  in  developing  an 
extremely  excellent  scientific  sessions  program. 

Recommendation: 

(1)  File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  MINUTES,  BOARD  OF  COUNCILORS 

The  minutes  indicate  that  LB  525  proposes  the 
appropriation  of  $2,164  million  in  state  funds  for 
medical  services  to  the  Medicaid  program.  The  House 
of  Delegates  members  are  encouraged  to  contact  their 
senators  to  ask  their  support  of  Section  1 of  LB  525. 

Recommendations: 

(1)  That  members  of  the  House  of  Delegates 
contact  their  state  senators  regarding  support 
of  Section  1 of  LB  525. 

(2)  That  the  minutes  of  the  Board  of  Councilors  be 
accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Klutman  suggested 
that  the  House  should  also  consider  supporting 
Section  2 of  LB  525  which  deals  with  hospitals,  as  the 
Nebraska  Hospital  Association  is  an  important  ally  of 
the  Nebraska  Medical  Association.  Mr.  William  Schell- 
peper  suggested  that  prior  to  urging  the  House  and 
Association  members  to  support  Section  2,  the 
Nebraska  Medical  Association  should  wait  to  see 
what  action  the  Nebraska  Hospital  Association  takes 
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regarding  Section  2 of  LB  525  and  the  Indigent  Care 
Bill.  Following  this  discussion,  this  section  of  the  report 
was  adopted  by  the  House. 

(8)  RESOLUTION  #1  3 - C.  J.  CORNELIUS  - AVERAGE 
PHYSICIAN  INCOME 

This  resolution  read  as  follows: 

WHEREAS,  the  release  of  AMA  statistical  in- 
formation regarding  physician  incomes  is  given 
wide  dissemination  in  the  public  media,  and 

WHEREAS,  the  release  of  the  "average  physician 
income"  has  very  little  relevance  to  the  incomes  of 
physicians  in  certain  specialties  and  physicians  in 
certain  geographical  settings,  and 

WHEREAS,  each  patient  perceives  this  personal 
physician  to  be  above  average  and  therefore 
having  an  income  in  excess  of  the  "average 
physician  income",  and 

WHEREAS,  this  perception  on  the  part  of  the 
public  does  considerable  disservice  to  many 
physicians,  particularly  those  in  primary  care 
specialties  and  in  low  reimbursement  states; 

THEREFORE  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  request  the  AMA  to  change 
the  way  in  which  statistics  concerning  physician 
incomes  are  presented  to  the  media  to  more 
accurately  depict  the  true  picture  of  physician 
incomes  in  certain  regions  of  the  country  and  in 
certain  medical  specialties,  and 

BE  IT  EURTHER  RESOLVED,  that  the  AMA  use 
"median"  physician  income  in  place  of  the 
"average"  physician  income  in  its  statistical  releases 
to  the  media 

Discussion  indicated  that  the  term  "average  physician 
income"  appears  to  be  prefe  able. 

Recommendation: 

(1)  Adoption  of  Resolution  #13. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OE  OUR  REPORT.  This  was  adopted  by  the 
House. 

I wish  to  thank  Jon  Hinrichs,  M.D.  of  Lincoln  and  R. 
C.  Weldon,  M.D.  Nebraska  City  for  their  participation 
and  input  into  this  reference  committee  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THE 


REPORT  OE  YOUR  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Allen  D.  Dvorak,  M.D.,  Chairman,  Omaha 

Jon  Hinrichs,  M.D.,  Lincoln 

R.  C.  Weldon,  M.D.,  Nebraska  City 

Eollowing  an  Executive  Session  of  the  House,  the 
meeting  was  recessed. 


HOUSE  OF  DELEGATES 

THIRD  SESSION 

The  Third  Session  of  the  House  of  Delegates  was 
held  April  30,  1989.  The  meeting  was  called  to  order 
by  the  Speaker.  70  delegates  were  present,  and  the 
meeting  was  declared  in  session. 

The  Speaker  called  for  the  report  of  the  Nominating 
Committee,  and  Dr.  Richard  Pitsch,  Sr.,  Chairman, 
presented  the  following  slate  of  officers: 

President-Elect  — 

Paul  E.  Collicott,  M. D.,  Lincoln 
Board  of  Directors,  At-Large  — 

Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha 
Delegate  to  the  AMA  — 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 
Alternate  Delegate  to  the  AMA  — 

Louis  J.  Gogela,  M. D.,  Lincoln 
Speaker,  House  of  Delegates  — 

Richard  Meissner,  M.  D.,  Omaha 
Vice  Speaker,  House  of  Delegates  — 

David  Little,  M. D.,  Hastings 
Councilors: 

9th  District  - Stanley  Nabity,  M.D.,  Grand  Island 
10th  District  - Charles  Damico,  M.D.,  Hastings 
11th  District  - Ronald  Asher,  M.D.,  North  Platte 
12th  District  - Donald  Wilkinson,  M.D.,  Alliance 
Council  on  Professional  Ethics  — 

V.  William  Meyers,  M. D.,  Omaha 

There  being  no  further  nominations  from  the  floor, 
the  slate  presented  was  unanimously  adopted  by  the 
House. 

Dr.  Cherry  escorted  Dr.  Collicott  to  the  front  of  the 
House.  Dr.  Raymond,  President,  installed  Dr.  Collicott 
as  President-Elect  of  the  Nebraska  Medical  Association. 

Eollowing  announcements,  the  House  was  adjourned. 
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AMA  NEWS  NOTES 


A drug  utilization  review  (DUR)  board 
comprised  of  physicians  and  other  health 
professionals  should  be  created  to  provide 
essential  expert  oversight  of  DUR  for  the 
Medicare  Catastrophic  Outpatient  Prescrip- 
tion Drug  Program,  AMA  has  again  recom- 
mended to  HCFA.  It  reiterated  that  recom- 
mendation in  commenting  on  HCFA's  Draft 
Request  for  Proposal  (RFP)  for  monitoring  of 
the  program  that  will  be  phased  in  starting  in 
1991.  A DUR  Board  is  needed  to  help  ensure 
that  appropriate  utilization  review  studies  are 
properly  designed,  performed  and  analyzed, 
AMA  said.  Members  of  that  Board  should 
include  practicing  physicians,  clinical  pharma- 
cologists, pharmacists  and  other  individuals 
having  recognized  expertise  in  drug  prescrib- 
ing, dispensing  and  utilization  review  and  in 
medical  quality  assurance.  Under  the  draft 
FICFA  proposal  DUR  activities  would  be 
controlled  completely  by  drug  bill  processors 
(DBPs),  including  a Prime  Drug  Data  Center. 
This  is  not  desirable,  AMA  said,  because  such 
entities  would  not  have  the  knowledge  of 
what  constitutes  appropriate  prescribing  prac- 
tice and  thus,  should  not  be  given  responsi- 
bility for  designing  DUR  studies  and  for 
interpreting  and  analyzing  study  results.  Such 
a mechanism  could  lead  to  inappropriate  and 
ill-advised  medical  practice  policy  decisions, 
the  Association  cautioned. 

In  its  communication  to  HCFA,  AMA  em- 
phasized that  the  primary  goal  of  DUR  should 
be  to  improve  the  quality  of  care  by  optimizing 
physician  prescribing  practices.  Improving 
cost-effectiveness  of  the  program  and  pre- 
venting fraud  and  abuse,  while  obviously 
important,  should  be  secondary  thrusts,  AMA 
said.  It  urged  HCFA  to  support  AMA's  concept 
for  a DUR  Board  that  would  have  appropriate 
linkages  with  DBPs.  AMA  also  was  critical  of 
the  HCFA  proposal  for  a Retrospective  Drug 
Utilization  Review  (RetroDUR)  program  since 
it  fails  to  address  appropriateness  of  drug 
therapy,  a key  component  of  any  DUR 
program.  It  is  that  type  of  review  which 
ultimately  results  in  improved  quality  of  patient 
care  by  improving  physician  prescribing  prac- 
tices, AMA  said.  The  RetroDUR  functions 
listed  in  the  RFP  primarily  address  cost 
containment  and  claims  administration,  rather 
than  the  core  problems  associated  with 
inappropriate  prescribing  and  dispensing,  it 
said.  * * 


Federal  incentives  for  encouraging  broader 
establishment  of  state  health  insurance  risk 
pools  were  supported  by  AMA  recently  in  a 
communication  to  Rep.  Fortney  (Pete)  Stark 
(D-CA),  Chairman  of  the  Subcommittee  on 
Health  of  the  House  Ways  and  Means  Com- 
mittee. Fifteen  states  thus  far  have  enacted 
legislation  to  form  risk  pools  through  health 
associations  that  sell  policies  to  high-risk, 
uninsurable  individuals.  State  health  insurance 
risk  pools  provide  a mechanism  for  assuring 
that  adequate  health  insurance  is  made 
available  through  the  private  sector,  at  reason- 
able cost,  to  individuals  having  incomes  above 
the  poverty  level,  AMA  said.  It  recommended 
that  states  provide  publicly  funded  vouchers, 
on  a sliding-scale  income  basis,  to  individuals 
having  incomes  between  1 00  and  1 50%  of  the 
poverty  level  to  pay  premiums  for  risk-pool 
coverage.  It  estimates  that  about  five  million 
persons  would  qualify  for  such  assistance. 

AMA  said  that  all  health  care  underwriting 
entities  in  a state  should  be  required  to 
participate  in  risk  pools  so  that  there  is  an 
adequate  financial  base  and  fair-sharing  of 
risks.  Unfortunately,  states  noware  prohibited 
by  the  Employee  Retirement  Income  Security 
Act  (ERISA)  from  requiring  self-funded  em- 
ployee benefit  plans  to  participate  in  these 
pools,  the  Association  pointed  out.  This  is 
detrimental  to  the  effective  operation  of  such 
pools  since  self-insured  plans  write  more  than 
half  of  the  employee  group  health  insurance 
coverage.  In  an  effort  to  eliminate  this  for- 
midable barrier  AMA  has  developed  draft 
legislation  to  amend  ERISA  so  that  states 
would  be  required  to  regulate  self-insured 
plans  as  they  do  other  plans.  AMA  advised 
Congressman  Stark  that  it  also  has  developed 
draft  legislation  that  would  permit  employers 
to  deduct  health  insurance  premiums  from 
their  income  taxes  only  if  they  participate 
directly  in  risk-pool  operations,  if  self-insured, 
or  to  purchase  their  group  coverage  from  an 
entity  that  is  part  of  the  risk  pool.  Significant 
gains  in  insurance  coverage  would  be  obtained 
if  these  two  important  federal  modifications 
were  made,  AMA  said. 

* + * 
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Nizatidine 


Additionalinformation available  to  the 

1.  Data  on  file.  UlyResearchLaboratories.  NZ-2907-B-949310  '4m969.euuu.y  and  company  profession  on  request 


AXID® 

nizatidirte  capsules 
Brtet  Summary 

Consul!  tht  packaga  lilaratiirt  tor  complata  Irriormatton 

Indications  and  Usage:  Axid  ts  indicated  for  up  to  eight  weeks  tor  the  treatment  of 

actrve  duodenal  ulcer  hi  most  patients,  the  ulcer  will  heal  wrthin  four  weeks 

And  IS  indicated  tor  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  And  lor  longer  than  one  year  are  not  known 
Contraindication:  And  is  contraindicated  in  patients  with  known  hypersensitivrty  to 
the  drug  and  should  t>e  used  with  caution  in  patients  with  hypersensitivity  to  o^r 
Hrreceptor  antagonists 

Precautions;  Genera/  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  mzatdine  is  excreted  pnmanty  by  the  kidney,  dosage  should  be 
reduced  m pat^  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  m patients  with  hepatorenal  syndrome  have  not  been 
done  Pan  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  pabertts  with  normal 
renal  function  and  uncomplicated  hepabc  dysfuncbon.  the  disposition  of  nizabdine 
IS  similar  to  that  in  normal  subiects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Mufbstix*  may 
occur  dunng  therapy  with  nizabdine 

Drug  Ifftersctions  - No  interactons  have  been  observed  between  Axid  and 
theoph^line,  chlordiazepoxide.  lorazepam,  lidocaine.  phenytoin.  and  warlann  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactons  mediated  by  inhibiton  of  hepatc  metabolism  are  not 
expected  to  occur  In  patents  given  very  high  doses  (3.900  mg]  of  aspinn  daily, 
increases  m serum  salicylate  levels  were  seen  when  mzatdine,  i50 mg b i d , was 
administered  concurrentfy 

Caranogenesis.  Mutagenesis.  Impairment  of  Fertility  - A two-year  ori  car- 
cinogenici^  stjdy  in  rats  with  doses  as  high  as  500  mg/kgrday  (about  60  tmes  ihe 
recommended  daily  therapeutc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastic  oxyntc  mucosa  In  a two-year  study  in  mce.  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice  although  hyperplastc  nodules  of  the 
liver  were  increased  in  the  fngh-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  m^fyday.  about  330  tmes  the  human 
dose)  showed  marginally  stafistcally  significant  increases  n hepatc  carcnoma 
and  hepatc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (^) 
weight  decrement  as  compared  with  concunent  controls  and  eviderKe  of  mild  liver 
m)ury  (transaminase  elevatons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  rmce.  and  female  mice  (given  up  to 
360  mg/kgrday.  about  60  tmes  the  human  dose),  and  a negatve  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutabon  tests,  unscheduled  ONA  s 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  i 
tests,  and  a micronucleus  test 

In  a two-generabon.  pennatai  and  postnatal  fertility  study  in  rats,  doses  of 
nizabdine  up  to  650  mgrkg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Categwy  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  White  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  m one  fetus  and  a!  50  mg^g  it  produced  ventncular 
anom^.  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  m one 
fetus  T^re  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  IS  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  lusbnes  the  potential  nsk  to  the 
fetus 


proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  admims- 
termg  mzabdme  to  a nursing  mother 

Pedatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reactions;  Clinical  bials  of  mzabdme  included  almost  5.000  pabents 
given  mzabdme  in  studies  of  varying  durabons  Oomesbc  placebo-controlled  bials 
included  over  1 .900  pabents  given  mzabdme  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  bials.  sweating  (1%  vs 
0 2%).  urbcana  (0  5%  vs  < ()  01  %).  and  somnolence  (2  4%  vs  1 3%)  were  signib- 
cantfy  more  common  in  the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

HepatK  - Hepatocellular  miury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST].  SGPT  [ALT],  or  alkaline  pnosphatase).  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  mzabdme  In  some  cases,  there  was  marked 
elevabon  of  SGOT  S(jPT  enzymes  (greater  than  500  lU/l)  and.  in  a single  instance. 
SGPT  was  greater  than  2,00(j  lU/L  ihe  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clmical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  m two  individuals  administered  Axid  and  m 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Climcal  pharmacology  studies  and  controlled  climcai  tnals  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  i^d  and  another  Hrreceptor  antagonist  On  previous  occasmns,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopemc  purpura  have  been  reported 
Integumental  - Sweating  and  urbcana  were  reported  sigmficantfy  more  fre- 
quenOy  in  mzabdme-  than  in  placebo-beated  pabents  Rash  and  exfoliabve  dermab- 
bs  were  also  reported 

Hypersens/b^  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdine  have  been  reported  Because  cross-sen- 
sibvlty  in  this  class  of  compounds  has  been  observed,  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensrbviTy 
to  these  agents  Rare  episodes  of  hypersensibvity  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosmophiha)  have  been  reported 
Other  - Hyperuncerma  unassociated  wrth  gout  or  nephrolithiasis  was  reported 
Eosmophilia.  fever,  and  nausea  related  to  mzabdme  administration  have  been 
reported 

Oventosage;  Overdoses  of  Axid  have  been  reported  rarely  The  lollowmg  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  titOe  clmical  experience  with  overdosage  of  Axid 
m humans  Test  animals  that  received  large  doses  of  mzabdme  have  exhibited 
cholmergic-type  effects,  mcfudmg  lacnmabon.  saiivabon,  emesis,  imosis.  and 
diarrhea  Single  oral  doses  of  800  mo/Vg  in  dogs  and  of  1.200  mg/Kg  in  monkeys 
were  not  lethal  Intraverxius  median  TeOi^  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  ot  overdose,  a 


good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
ot  certified  poison  control  centers  are  listed  m the  Ptiysiaans  Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  muibple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kmebcs  m your  p^em 
If  overdosage  occurs,  use  of  acbvaled  charcoal,  emesis,  or  lavage  should  be 
considered  alo^  with  clinical  momtonng  and  supportive  therapy  Renal  dialysis  for 
four  to  SR  hours  increased  plasma  clearance 
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nizatidine 

Enhances  compliance 
and  convenience 


Patients  appreciate  Axid,  300  mg, 

in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100)  ^ 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Ell  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


TheAMA 

thanks 

our  members. 

Ilic  .\merican  Medical  .\.ss()ciation 
achie^  ed  major  victories  during 
the  lOOth  Congress,  and  we  ha\  e 
onh  our  members  to  thank.  W ith 
tlteir  help,  the  ,\MA  achie\ed 
\ ictories  for  all  physicians. 

- Defeated  mandaton  Medicare 
assignment  three  times  in  the 
House  Ways  and  .Means  (k)mmittee; 

- E&'ectiveh  influenced  the  passage 
of  major  .MDS  legislation: 

- Successfulh  urged  HCFA  to  revise- 
instructions  to  .Medicare  carriers 
on  implementing  'medically 
unneces.san  services ' authoritv: 

Tliank  vou.  .AMA  members,  for  these 
and  other  achievements.  Vie  trust 
we've  earned  your  continued  support. 

If  you  aren't  an  .A\L\  member,  join  us 
now  . There's  much  more  to  be  done 
. . and  with  vour  help, 
no  limit  to  what  we  can 
accompli.sh.  CALL  TODAY 
FOR  INFORMATION: 
1-800-AMA-1‘452. 


AMA  NEWS  NOTES 

(continued  from  page  1 0-A) 


vA'hIch  will  be  selected  at  the  October  meeting 
of  the  Board. 

The  awards  are  the  AMA  Education  and 
Research  Foundation  Award  in  Health  Educa- 
tion (1989);  Distinguished  Service  Award 
(1  990);  Citation  of  a Layman  for  Distinguished 
Service  (1  990);  Scientific  Achievement  Award 
(1990);  Dr.  Benjamin  Rush  Bicentennial  Award 
for  Citizenship  and  Community  Service  (1 990); 
and  President's  Citation  for  Service  to  the 
Public  (1  989). 

The  deadline  for  nominations  is  Sept.  8; 
details  about  the  awards  may  be  obtained 
from  Neil  Sutherland,  (312)  645-4434. 

+ * * 

Tentative  agreement  to  reduce  Medicare  reim- 
bursement for  1 20  "overpriced  procedures"  by  as 
much  as  15%  has  been  reached  by  the 
Subcommittee  on  Health  of  the  the  House 
Ways  and  Means  Committee  as  its  proceeds 
to  mold  its  package  to  slash  S2.3  billion  or 
more  from  the  FY  1990  Medicare  budget. 
Members  of  the  Subcommittee  also  have 
tentatively  decided,  somewhat  surprisingly  in 
the  light  of  pressures  to  pare  expenditures,  to 
grant  Medicare  Economic  Index  (MEI)  in- 
creases to  all  physicians,  rather  than  just  those 
in  primary  care  specialties.  There  would  be  a 
major  differential,  however.  Those  in  primary 
care  would  receive  a 5.3%  MEI  increase  while 
other  physicians  would  receive  a 2%  increase. 
It  is  not  clear  when  the  potential  increases 
would  become  effective  under  the  Sub- 
committee plan.  In  earlier  discussions  Members 
had  considered  delaying  the  MEI  increases 
until  April  1 , 1 990. 

* * * 


Chafee's  bill  would  make  a portion  of  a 
state's  federal  highway  funding  dependent  on 
its  having  enacted  laws  requiring  that  all  front 
seat  passengers  in  passenger  cars  use  safety 
belts  or  be  in  child  safety  restraints,  and  that 
all  motorcycle  operators  wear  helmets. 

The  letter  noted  that  most  states  already 
would  be  in  compliance  with  Chafee's  bill.  It 
said  that  AMA  policy  favors  requiring  all 
passengers  in  all  motor  vehicles  to  wear  seat 
belts;  all  autos  to  be  equipped  with  outboard 
rear-seat  shoulder  harnesses;  and  motorcycle 
passengers  as  well  as  operators  to  wear 
helmets. 

* ♦ 

The  AMA  Board  of  Trustees  has  invited 
nominations  for  six  major  awards,  recipients  of 


The  AMA  and  18  national  medical  specialty 
societies  have  urged  vigorous  congressional 
opposition  to  ETs  in  a letter  to  all  Members  of 
the  House  Energy  and  Commerce,  House 
Ways  and  Means  and  Senate  Finance  Com- 
mittees. In  their  joint  letter  to  the  three 
committees,  the  medical  organizations  stated 
that  the  ET  concept  "represents  a radical 
departure  from  the  federal  government's 
compact  with  the  elderly."  They  further  stated 
that  "the  promise  of  the  Medicare  program 
will  be  breeched  if  perverse  economic  incent- 
ives are  established  to  withhold  medical 
services.  In  the  end,  expenditure  targets  are 
bound  to  be  arbitrary  and  largely  determined 
by  political  considerations  rather  than  medical 
judgement  about  actual  health  care  needs. 
The  disadvantaged  population  is  likely  to  be 
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exposed  to  the  greatest  risk  of  reduced  access 
to  health  care." 

In  support  of  their  arguments  against  ETs, 
the  signatories  pointed  to  mounting  evidence 
in  those  Canadian  provinces  where  ETs  are  set 
that  their  policies  are  resulting  in  rationing  and 
long  delays  in  obtaining  necessary  medical 
services.  Residents  of  Vancouver  are  waiting 
one  to  three  months  for  psychiatric,  neuro- 
surgical and  routine  orthopedic  consultations, 
they  said.  The  wait  there  for  admission  for  a 
long-term  placement  bed  ranges  from  six  to 
eighteen  months.  Patients  in  Quebec  are 
waiting  eight  to  nine  months  for  coronary 
artery  bypass  surgery.  The  communication 
also  advised  that  emergency  departments  in 
Montreal  and  Vancouver  have  no  capacity  to 
treat  new  patients.  "Our  elderly  should  not  be 
subject  to  this  type  of  experiment,"  the 
organizations  said.  "Such  a move  on  the  heels 
of  the  negative  beneficiary  response  to  cat- 
astrophic financing  is  likely  to  fan  the  flames 
of  discontent  with  the  Medicare  program.  No 
amount  of  massaging  can  correct  the  funda- 
mental flaws  of  expenditure  target  proposals." 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FiRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 

PHONE 

(402)  474-4472 
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James  H.  Elstoa  M.D Omaha 

L.  Palmer  Johnsoa  M.D Lincoln 

Charles  W.  Marlowe.  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

James  M.  Plate.  M.D Kimball 

William  L.  Rumbolz.  M.D Omaha 

Carl  V.  Smith.  M.D.  , . Omaha 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Kenneth  Johnsoa  M.D McCook 

Robert  M.  Nelsoa  M.D Omaha 

Tom  F.  Tonniges,  M.D Hastings 
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Joe  L.  AuchMoedy.  M.D Kearney 


. Sidney 
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. Omaha 
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Beatrice 
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C.  Lee  Retelsdorf.  M.D Omaha 
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Chris  C.  Caudill.  M.D.,  Chairman Lincoln 

Judith  A.  Butler.  M.D .Superior 
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Dennis  M.  Connolly.  M.D Lincoln 
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Herbert  E.  Reese.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCiaECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Harry  W.  McFadden,  Jr..  M.D..  Chairman Omaha 

Vernon  F.  Garwood.  M.D Lincoln 

Allan  C.  Landers.  M.D Scottsbluff 

V.  William  Meyers,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  B.  Svehla.  M.D Omaha 

Stanley  M.  Truhlsen.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Chairman Columbus 

Benjamin  R.  Gelber.  M.D..  Vice-Chairman Lincoln 

Judith  A.  Butler.  .M.D Superior 

Melvin  A.  Churchill.  M.D Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer.  M.D Scottsbluff 

Vernon  F.  Garwood,  M.D Lincoln 

Michael  J.  Germer.  ,M.D Lincoln 

Charles  Gregoriu.s,  M.D Lincoln 

Katherine  A.  Keifer.  M.D Kearney 

Dennis  G.  O'Leary.  M.D Omaha 

George  W.  Orr.  M.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

Dwaine  J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

James  N.  Shreck,  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Steven  R.  Thomas.  M.D York 

Eileen  C.  Vautraver.s.  M.D Lincoln 
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Timothy  ().  Wahl.  M l) Omaha 

l*eter  -I.  Whittl'd  M l) Omaha 

.Susan  M.  Williams.  MI)....  , . Omaha 

AD-HOC’  C’OMMITTKK  ON  HKALTH  POLK'Y  STATKMKNTS 

('  Lee  Retelsdoif.  M.D..  ('hairman Omaha 

Daniel  S.  Durrie.  M.I)  Omaha 

Joel  J'.  Johnson.  M.I) Kearney 

Darmll  J.  Loschen.  M.I) York 

Dale  K.  Michels.  M.I) Lincoln 

Stanley  K.  Nabity.  M.I) (Irand  Island 

William  H.  Palmer.  M.I) Omaha 

('harles  S.  Wilson.  M.I) Lincoln 

\I>-HOC’  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D.,  Chairman Norfolk 

David  L.  Bacon.  M I) Kearney 

Warren  (i.  Bosley.  M.D C’lrand  Island 

V.  M.  Gawecki.  M.I) Papillion 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  M Pitsch.  Jr..  M.D Lincoln 

Herbert  K.  Reese.  M.D Lincoln 

Blaine  Y Roffman.  M.D Omaha 

Larry  E.  Roffman.  M l) Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

?’rederick  F.  Paustian.  M.D..  ('hairman Omaha 

Ronald  L.  Asher.  M.D North  Platte 

Robert  L.  Bass.  M.D Elkhorn 

Warren  (».  Bosley.  M.D Grand  Island 

Patrick  K.  Brookhouser.  M.D Omaha 

('harles  F.  Damico.  M.D Hastings 

('harles  A.  Doi)rv.  M.D Omaha 

.Stacey  (Joodrich.  M.D 'Fecumseh 

Richard  A.  Hranac.  M.I) Kearney 

Steffan  R.  Lacey.  M.D Norfolk 

William  E.  Lundak.  M.D Lincoln 

Richard  L.  O'Brien.  M.I) Omaha 

William  R.  Schlichtemeier.  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Michaf'l  J.  Sullivan.  M.D Aurora 

Richard  L.  Tollefson.  M.D Wausa 

Robert  H.  Waldman.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 
ATHLETIC  MEDICINE 

Warren  G.  Bosley.  M.D..  (’hairman Grand  Island 

Patrick  E.  Clare.  M. D..  Vice-('hairman Lincoln 

Gordon  I).  Bainbiidge.  M.D Grand  Island 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer.  M.I) Lincoln 

Riihard  E.  Jackson.  M.D Pawnee  ('ity 

Mark  R.  Jones.  M.D I ..exinglon 

Stephen  J.  Lanspa.  M.D Omaha 

Morris  B.  Mellion.  M.D Omaha 

Paul  H.  Phillips.  M.I) ScottsbIuff 

Wesley  (I.  Wilhelm.  M.I) . . Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler.  M.D..  ('hairman Lincoln 

H.  Jeoffrey  Deeths,  Ml) Omaha 

Herbert  D Feidler.  M.I) Norfolk 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Mattliews.  .\M) Lincoln 

Harlan  C.  Shriner.  Jr..  M.I) Lincoln 

F.  Thomas  Waring.  M.I) Fremont 


C OMMISSION  ON  HOSPITAL  MEDIC  AL  STAFF 


Glen  F.  Lau.  M.D..  ('hairman . . . Lincoln 

John  B.  Byrd.  M.D Neligh 

('harles  F.  Heider.  Jr..  M.D North  Platte 

Barney  B.  Rees.  M.I) Omaha 

Jo.seph  G.  Rogers.  M.D Lincoln 

Larrv  D.  Ruth.  VII) Lincoln 

Steven  A.  Schwid.  M.D Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller.  M.D Omaha 

H.  Neal  Sievers.  M.D Blair 

Ste[)hen  I).  Torpy.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D..  ('hairman Lim-oln 

W'arren  G.  Bosley.  M.D Grand  Island 

(ilen  F.  Lau.  M.D ..Lincoln 

Richard  (’.  Olnev.  M.D Lincoln 

John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  (’ollicotl.  M.D..  ('hairman Lincoln 

Dwaine  J.  Peetz.  M.D..  Vice-Chairman Neligh 

Alvin  A.  Armstrong.  M.D ScottsbIuff 

Richard  A.  Blatnv.  M.D f'airbury 

L.  Dwight  ('herrv.  M I) Lincoln 

'Phomas  M.  Connors.  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W’.  Langvardt.  M.D Beatrice 

Thomas  O.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  J.  Pavelka,  M.D Omaha 

Rudolf  Strnot.  Jr..  M.D Lincoln 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  W'alker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

.Scot  ('.  Sorensea  .M.D..  Chairman Lincoln 

Samuel  E.  Boon.  M.I) Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  (’.  Rosenlof.  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  I).  Adams.  M.I) Norfolk 

John  J.  ('annella.  M.D Grand  Island 

James  G.  Carlson.  M.D Lincoln 

David  R.  Dvke.  .M.D  Lincoln 

Russell  I.,.  Gorthev.  M.D Lincoln 

Joel  T.  Johnson.  M.D Kearney 

Ronald  Klutman.  M.I) ('olumbus 

Richard  H Meissner.  M.I) Omaha 

Richard  K.  Osterholm.  M.I) Omaha 

Robert  F.  Shapiro.  M l) Lincoln 

Timothy  O.  Wahl.  .\I,D Omaha 

R.  C.  Weldon.  M.I) Nebraska  City 

Wesley  V\ilhelm.  M i) Omaha 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  S 15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  .An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 


SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.G.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

EOR  SALE:  Wide  Variety  office  equipment, 
some  new,  low  price,  books.  (402)  387-1722. 

PHYSIGIAN  MEDIGAL  DIREGTOR:  America's 
most  professional  and  fastest  growing  plasma 
corporation  has  an  immediate  part-time  position 
available  at  our  Lincoln  establishment  for  a 
qualified  physician  licensed  in  the  state  of 
Nebraska.  Excellent  fringes,  ideal  for  semi- 
retired  or  retired  doctor.  Send  curriculum  vitae 
immediately  to:  Patti  Johnson,  Associated  Bio- 
science, Inc,  1442  O St.,  Lincoln,  NE  68508. 

PEDIATRIGIAN,  OB/GYN,  PSYGH  lATRIST, 
EAMILY  PRAGTITIONER,  GENERAL  SURGEON: 
Growing  16-physician  multi-specialty  clinic  in 
beautiful  northwestern  Wisconsin  seeking  BG/BE 
specialists.  Attractive  partnership  opportunity 
after  one  year.  Gome  grow  with  us!  Gontact  John 
T.  Henninsen,  M.D.,  Indianhead  Medical  Group, 
Ltd.,  1020  Lakeshore  Drive,  Rice  Lake,  Wl 
54868,  (71  5)  234-9031. 

FAMILY  PRAGTIGE  OPENING:  Join  established 
family  practice  clinic  near  32  bed  hospital. 
Gompetitive  salary  and  benefits.  Medical  sup- 
port from  seven  major  hospitals  with  consultation 
and  educational  services.  Family  oriented,  sup- 
portive community  in  N.E.  Iowa.  Gontact  Richard 
Phillips,  Gommunity  Memorial  Hospital,  P.O. 
Box  519,  Postville,  lowa52162,  (319)  864-7431. 

FAMILY  PRAGTIGE  OPPORTUNITY:  Gurrent 
associate  leaving,  Gentral  Nebraska  city.  Gontact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 


FAMILY  PRAGTIGE  - HOSPITAL  SPONSORED 
GLINIG  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Gentral  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McGormick,  President,  Allen  McGormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  61  2-835-51  23. 

LINGOLN,  NE:  Join  the  nation's  largest  health- 
care team.  VA  Medical  Genter  seeking  BG/BE 
psychiatrist  for  acute  inpatient  area.  Affiliated 
with  psychiatry  residency  program.  Full  range  of 
treatment  programs  including  Mental  Hygiene 
Glinic  and  Alcohol  Treatment  Unit  Gompre- 
hensive  benefit  package.  Salary  negotiable. 
Lincoln  is  located  in  America's  heartland  with  a 
low  cost  of  living.  Gontact  Dr.  Whitia,  402-489- 
3802,  Ext  6630,  or  send  GV  to  Dr.  Whitia 
(116A),  VA  Medical  Genter,  600  S.  70th  St, 
Lincoln,  NE  68510.  EOE. 

FAMILY  PRAGTIGE:  Immediate  opening  for 
family  practitioner  in  busy  established  family 
practice  clinic  in  Hastings,  Nebraska.  Well- 
equipped  hospital  with  excellent  medical  specialty 
support  Weekend  E.  R.  Goverage.  Outstanding 
midsized-college  town  with  excellent  schools 
and  recreation.  Gontact  Dr.  Phyllis  Salyards 
collect  (402)  463-6781  or  write  606  N.  Minnesota, 
Hastings,  N E 68901 . 

FAMILY  PRAGTIGE:  Opportunity.  Join  estab- 
lished busy  group  practice  in  modern  building 
adjacent  to  61  bed  county  hospital.  Great 
opportunity  in  scenic  community  of  9,000  and 
area  of  20,000.  Modern,  up  to  date  hospital 
with  wide  range  of  services  and  community 
programs.  Write  or  call  David  Schweizer,  M.D., 
13th  & So.  Main  SL,  Gharles  Gity,  lA  50616. 
(51  5)  228-51  51. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose^ 

^ First-week  improvement  in  somatic  symptoms  ‘ 

1^  50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxlde  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


limbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxlde  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


References;  1.  Data  on  file,  Hofftnann-La  Roche  Inc.,  Nudey,  N).  2.  Feighner  VP, 
etal: Psychopharmacology6I:2\1-22i,  Mar  22, 1979. 


Limbitrol*® 

’tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  Increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma, Severe  constipation  may  occur  when  used  with  antichoUnergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  [e.g.,  operating  machinery,  driving). 
Usage  in  Pregnaney:  Use  of  minor  tranquilizers  during  the  hrst  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  dmg.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abmptly  discontinuing  this  dmg. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  anhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  In  EEC  patterns.  Anticholinergic:  Dismrbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pmritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  Inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occuned  following  abrupt  discontinuance  of  chlordiazepoxlde;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdbiets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxlde  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tlzblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxlde  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week!.. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first /z.5.  dose' 

^First-week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocWoride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  produa  information  inside  back  cover. 


limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 
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nizatidine 

Enhances  compHance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N= 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Comenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


^ Brief  Summary 

I Conauft  the  package  literature  for  complete  tirfonnibon. 

. Indications  and  Usage;  And  is  mdica^  for  up  to  eigfa  weeks  tor  the  treatment  of 
' active  duodenal  ulcer  In  most  patients  the  ulcer  vnll  heal  withm  four  weeks 
I And  ts  indicated  for  mairnenance  therapy  for  duodena)  ulcer  patients  at  a reduced 

dosage  of  1 50  mg  h s.  after  heafrig  of  an  active  duodenal  ulcer  The  consequences 
of  coitnuous  therapy  with  And  for  longer  than  one  year  are  not  known 
CoRtraindicition;  And  is  contraindicated  m patients  with  known  hypersensitivTty  to 
the  drug  and  should  be  used  with  caution  m patients  with  h^rsensiOvity  to  other 
Hrreceptor  antagonists 

Precautior»:  Genera/  - 1 Symptomabc  response  to  ncatidine  therapy  does  not 
preclude  the  presence  of  gas^  malignancy 

2 Because  ncatidine  is  excreted  pnmaniy  by  the  kidney,  dosage  should  be 
reduced  n patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokmebc  studies  fi  parents  with  hepatorenal  syiWome  have  not  been 
done  Part  of  the  dose  of  ncatidine  IS  metabdcedm  the  liver  In  patients  with  nonnai 
renal  funcbon  and  uncomplicated  hepatic  c^shjnction.  the  disposition  of  mzabdine 
IS  Similar  to  that  n normal  subjects 

iaPora/ory  Tests  - False-positive  tests  for  urobilinogen  with  MuttistK*  may 
occur  dunng  therapy  with  ncabdme 

Drug  Inieracoons  - No  interacbons  have  been  observed  between  AxkJ  and 
theopf^line.  chiordiazepoxide  lorazepam.  hdocame.  ph&iy^,  and  wartarm  And 
does  not  mhibil  the  cytochrome  P-450-imJred  drug-metabolcing  enzyme  system, 
therefore,  drug  interactions  mediated  by  mhibitiw  of  hepatic  metabolism  are  not 
expected  to  occur  In  pabenis  given  very  high  doses  (3,900  mg)  of  aspinr  daily, 
increases  r serum  salicylate  levels  were  seen  when  ncatidine.  fSOmgb  id . was 
admimstered  corKurrenOy 

CenxnogenesK.  Mutagene$/s.  Impa/rment  of  Fertility  - A two-year  oral  car- 
anogenicrty  study  m rats  with  doses  as  high  as  500  mglig^day  (about  80  times  the 
recommenOed  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogerw 
effect  "niere  was  a dose-related  increase  bi  the  density  of  enterochrornaffin-like 
(ECL)  cells  in  the  gastnc  oxyntic  mucosa.  In  a two-year  study  n mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  h^rpiastic  nodules  of  the 
liver  were  increased  m the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  And  (2.000  mg/k^day,  about  330  times  the  human 
dose)  showed  margmify  stabsticaiiy  significanl  increases  m h^>abc  carcnoma 
and  hepabc  nodular  hypen)la$ia  with  no  numencaJ  increase  seen  m any  of  the  other 
dose  groups  The  rale  of  hepabc  carcinoma  m the  high-dose  anvnals  was  within  the 
histoncalcontnillimitsseenforthestrainofmiceused  The  female  mice  were  given 
a dose  larger  than  the  manmum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mtid  Irver 
injury  (transamnase  elevations)  The  occunence  of  a marginal  findng  ai  high  dose 
01^  m animals  given  an  excessive  and  somewtiai  hepatotoxic  dose,  vnth  no 
evidence  of  a carcinogenic  effect  n rats,  male  mce.  and  female  n>ce  (given  up  to 
360  mg'Vgday.  about  60  bmes  the  human  dose),  and  a negabve  mutagencity 
battery  are  not  considered  evidence  of  a carcinogenH:  potenbal  for  And 
Axid  was  not  mutagenic  m a battery  of  tests  performed  to  evaluate  its  potential 
genebc  toncity.  including  bactenal  mutabon  tests,  unscheduled  ONA  synth^s. 
sister  chromabd  exchange,  mouse  fymphoma  assay,  chromosome  aberration 
tests,  and  a nvcronucleus  test 

In  a Two-generabon.  pennatat  and  postoatal  fertirty  study  n rats,  doses  of 
rxzabdine  up  to  650  m^kg'day  produced  no  adverse  effects  on  the  reproductive 
pert ormance  of  parental  ammais  or  their  progeny 
PregnarKy-Te/atogenK  Effects  - Pi^nancy  Category  C-  Oral  reproduction 
studies  m rats  at  doses  up  to  300  times  the  human  dose  and  m Dutch  Betted  rabbets 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  mpaired  ferbitty  or 
teratogenic  effect  but  at  a dose  equrvalent  to  300  bmes  the  human  dose,  treated 
rabbets  had  abortions,  decreased  number  of  live  febjses.  and  depressed  fetal 
weights  On  intravenous  admmisbabon  to  pregnant  New  Zealand  White  rabbits, 
ncabdine  at  20  mgkg  produced  cardiac  enlargement  coarttabon  of  the  aorbe 
arch,  and  cutaneous  edema  ft  one  fetus  and  at  50  mgikg  it  produced  ventricular 
anom^  distended  abdomen  spina  bifida,  hydrocephaly,  and  enlarged  heart  vi  one 
fetus  iWe  are.  however,  no  adequate  and  well-controlled  studies  n pregnant 
women  R is  also  not  known  whether  mzabdine  can  cause  fetal  hann  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizabdne  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potei^  nsk  to  the  ' 
fetus 

! Nursmg  Mothers  -Studies  conducted  m lactabng  women  have  shown  that  ' 
' <0.1%  of  the  administered  oral  dose  of  mzabdine  IS  secreted  n human  mUk  in  | 
' proportion  to  plasma  concentrations  Caution  should  be  exercised  when  admmis-  ' 
' ten^  mzabdine  to  a nursing  mother  i 

' Peaka/nc(/se -Safety  and  effectiveness  in  children  have  not  been  estebiished  ' 
Use /n  EAJeiiy  ftben/s -Ulcer  healing  rates  in  elderly  pabents  are  similar  to  | 
those  in  younger  age  groups  The  ncidence  rates  of  adverse  events  and  iabor^ory  ! 
testaboormalibesarealsosimiiartothoseseenmotheragegroups  Agealonemay  j 
not  be  an  important  factor  VI  the  disposition  of  mzabdine  Ekteitypabents  may  have  j 
reduced  renal  twicbon  i 

Adverse  Reactions:  Clncal  trials  of  mzabdne  included  almost  S.OOO  patients  ^ 
given  ra^dme  in  sbjdies  of  varying  durabons  Oomesbc  placebo-controlled  trials 
ncluded  over  1 .900  pabents  given  mzabdine  and  over  1.300  given  placebo  Aniong 
reported  adverse  events  the  domestic  placebo-corarotied  trials  sweatrg(l%vs 
0 2%),urbcana(0  5%vs<  0.01%).  and  somnolence  (2  4%  vs1  3%)weresignrfi- 
cantfy  more  common  » the  mzabdine  group  A variety  of  less  common  events  was 
also  reported.  R was  not  possible  to  detennne  whether  these  were  caused  by 
mzabdine 

Wepabc  - Hepatocellular  iniury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
(AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probabtv  related  to  mzabdine  In  some  cases,  there  was  marked 
etevabonofS60TS(3PTenzymes(qreaterthan500IU/L)and.inasingiemsiance.  i 
SGPT  was  greater  than  2.000  lUl  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limt  of  normal,  however  did  not 
si^ificantfy  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
pabents  An  abnormalibes  were  reversible  after  discontmuabon  of  Axid 
Cardnvascuiar  - In  climcai  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventnculartachycardia  occurred  n two  mdividuajs  adrrwtistered  Axid  and  n 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocrine  - Climcai  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogemc  activity  due  to  Axx)  Impotence  and  decreased  libido 
were  reported  with  equal  freouency  by  patients  who  received  Axid  and  by  those 
given  ptkebo.  Rare  reports  of  gynecomastia  occurred 
Hematokigic  - Fata)  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  Hrreceptor  antagonist.  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Flare  cases  of 
thrombocytopemc  purpura  have  been  reported 
/n/egumenta/  - Sweating  and  urbeana  were  reported  sjgmficamiy  more  fre- 
guenoy  n mzabdine-  than  n placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bswere  also  reported 

Ifypersensibviry  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxisfoflcwingadmristrabonofmzatidxiehavebeenreported  Because  cross-sen- 
sibvity  XI  ths  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvity 
to  these  agents  Rare  episodes  of  hypersensiDvity  reactions  (eg  bronchospasm. 
laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 
Ot^  - Hyperuncemia  unassociateo  with  gout  or  nephrotrthiasts  was  reported 
Eosnophika.  fever  and  nausea  related  to  mzabdxie  administration  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarefy  The  followmg  is  pro- 
vided to  serve  as  a guide  should  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  litOe  etneal  experience  with  overdosage  of  Axid 
fi  humans  Test  ammais  that  received  large  doses  of  mzabdxie  have  exhibited 
cholinergic-type  effecte.  including  lacnm^ion.  saiivabon.  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mgkg  «i  dogs  and  of  1,200  mg/kg  m monke]^ 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mgAg  respeebvety 

Treatment  -To  ob&n  up-to-date  mformabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  confrol  centers  are  listed  m the  PfrysKons'  Oes*  Reference 
(POR)  In  managxig  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  ionebes  hi  your  pabern 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clmcal  momtonng  and  supportive  therapy  Rena)  dialysis  for 
fourto  SK  hours  increased  plasma  clearance 


1.  Dataonlila.  Ulli^aseach  Mwmones. 
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Do  Patients  Feel 
Locked  Out  By  Low  Fat, 
Low  Cholesterol  Diets? 


A low  fat,  low  cholesterol 
diet  doesn’t  mean  shutting  the 
door  on  good  taste  and  nutrition. 

Your  patients  can  still  enjoy 
a large  variety  of  del  icious  foods. 
Extra  care  must  be  taken,  how- 
ever, when  they  make  their  food 
selections. 

Dairy  Council  of  Central 
States  has  a free  nutrition  work- 
book called  Food  For  A Healthy 
Heart  that’s  loaded  with  great 
advice  on  eating  to  control  fat 
and  cholesterol. 


The  Key 

Please  send  me  25  free  Food  for 

A Healthy  Heart  Workbooks  to  use 
with  my  patients. 

Please  send  me  information  on 

additional  Dairy  Council  programs 
and  services. 


Name 

Address_ 
Citv 


State 


It’s  Qu^.igi.ed  to  help  your  pa- 
tients budget  their  fat  intake  to 
achieve  a reduction  in  dietary  fat 
and  cholesterol  without  Jeopard- 
izing their  overall  nutrition. 

To  get  your  free  supply,  just 
cutout  the  coupon,  fill  it  out  and 
mail  it  in. 

Then  your  patients  can  un- 
lock the  fridge. 


Dairy  Council  of 
Central  States,  Inc. 
103  Hillcrest  Building 
Ralston.  NE  68127 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  Neurological  Surgery  2221  So.  17th  St., 
Suite  310,  Lincoln.  NE  68502.  The  manuscript  should  he  typewritten, 
double-.spaced,  on  8'‘i  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

.Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

-■\cknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

■Always  send  a coveringletter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  .A 
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American  Academy  of  Family  Physicians 
8«M0  Ward  Parkway  Kansas  City.  .Aio  64114 

American  Academy  of  Pediatrics 
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ORGANIZATIONS,  STATE 


\merican  Cancer  Society,  Nebraska  Division.  Inc. 

Don  \V.  McClure.  Exec.  Vice  President 

8502  West  ('enter  Rd..  P.O.  Box  241255.  Omaha  68124-5255 
-Vmerican  Diabetes  Association  - Nebraska  AfTiliate,  Inc. 

Ron  Van  Rvswvk.  EdO..  Executive  Director 
2730  South  114th  St.,  Omaha  68144 
American  Heart  Association.  Nebraska  Affiliate 
Douglas  P Halleen.  Executive  Director 
4624  Kamam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  loT.  Omaha  68114 
215  Ontennial  Mall  South.  Room  521.  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 

1701  "E  .Street.  Lincoln  68501 
Arthritis  Foundation.  Nebraska  Chapter.  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N,  91st  Court.  Omaha  68134 
Blue  ('ross  and  Blue  Shield  of  .Nebraska 
Wiiliani  H.  Heavey.  President 
P O.  Box  3248.  \iain  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County.  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

2700  N.  27th  Street.  Lincoln  68521 
Creighton  University  School  of  Medicine 
Richard  O'Brien.  M.D..  Dean 
California  at  24th  St..  Omaha  68178 
Dair>  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston.  \E  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mali  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.  D.  Director 
460(t  Valles  Road.  Lincoln  685lo 
blaster  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  .Simmons.  Executive  Directoi’ 

3015  North  9t)th  St.,  #6,  Omaha  681  >4 
Lincoln  Council  on  Alcoholism  & Drugs 
914  "L"  Street 
Lincoln  68508 

.Mai'ch  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
Mid-Plains  Poison  Control  Center 

(’hildrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
1402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 
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5.38  Elkwood  Mall/The  ('enter 
42nd  & Center.  Omaha  68105-2982 
.Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock.  M.D. 

I’NMC  - 42nd  ii:  Dewey.  Omaha  68105 
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1912  No,  90th  St..  Lower  Level.  Omaha  68114 
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Karen  EngeLman.  Flxeculive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
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ORIGINAL  ARTICLE 


Pillars  of  Fire  or  Bash  Your  Buddy 


C.  Wm.  LeWORTHY,  M.D. 


The  pillars  of  fire  to  which  I refer 
are  members  of  a vanishing 
species  — the  cigarette.  But 
fear  not  — this  paper  is  not  a diatribe  for  or 
against  smoking. 

As  tobacco  is  a native  American  Plant,  the 
first  uses  of  it  were  by  the  Indians  or  Native 
Americans.  Cigarettes  were  first  introduced 
i to  Europeans  when,  in  1519,  the  conquista- 
dores  of  Cortez  found  the  Aztecs  smoking 
tobacco  wrapped  in  corn  husks.  The  custom 
I spread  rapidly  to  the  Iberian  peninsula,  and 

I'  then  around  the  Mediterranean.  Oddly 

enough,  cigarettes  did  not  get  to  northern 
I Europe  until  the  1850s  when  the  British 

( brought  them  back  from  the  Crimean  War, 

along  with  the  related  and  once  popular  say- 
ing that  three  on  a match  was  unlucky. 

A cigarette  is  the  diminutive  of  a cigar  — 
which  word  came  from  the  Spanish  word  for 
I Locust-"Cagalo",  because  a rolled  cigar  re- 

' sembled  the  body  of  the  cicada.  Also  the 

word  may  have  come  from  the  Maya  word 
"Cikah"  meaning  smoke  or  to  smoke. 

A cigar,  regardless  of  size,  is  defined  as  to- 
bacco wrapped  in  tobacco  leaf,  while  a ciga- 
rette, regardless  of  size,  is  tobacco  wrapped 
in  paper.  Paper  wrapping  was  first  used  by 
fastidious  beggars  in  Seville,  Spain  in  the 
sixteenth  century  to  wrap  discarded  cigar 
butts,  which  they  picked  up  and  smoked. 

Cigarettes  were  first  manufactured  in  Russia 
and  in  London  in  1850  and  in  New  York  by 
1864.  They  became  popular  in  the  U.S.  in 
the  panic  of  1873  because  they  were  cheaper 
than  cigars. 

! 

Until  1913  Turkish  tobacco  was  used  so 
extensively  in  cigarettes  that  some  people 


felt  that  tobacco  was  a Turkish  plant,  — as 
some  people  think  that  potatoes  originated 
in  Ireland. 

By  the  development  of  new  machines  and 
better  blends  of  tobacco,  the  cigarette  indus- 
try developed  rapidly  — Native  cigarette 
paper  was  developed  in  1939  along  with  the 
King  Size  cigarette.  The  popularity  of  ciga- 
rettes spread  greatly  during  the  two  world 
wars,  and  there  was  great  expansion  of  the 
industry  after  World  War  Two,  when  there 
were  cigarettes  everywhere.  During  the  war, 
there  were  3 or  4 cigarettes  in  military  ration 
cans,  and  airline  meals  during  and  after,  in- 
cluded a small  pack  of  3 or  4 cigarettes. 
Movie  Stars  seemed  to  be  constantly  smok- 
ing, and  the  habit  was  widespread,  aided  and 
abetted  by  the  tobacco  industry.  In  the  early 
1950's,  the  health  controversy  about  smok- 
ing began,  and,  in  an  attempt  to  counteract 
this,  the  industry  developed  filter  tipped 
cigarettes. 

The  first  successful  removal  of  a lung  for 
cancer  was  performed  by  Dr.  Evarts  Graham 
in  1933  and  Washington  University  in  St. 
Louis.  Dr.  Graham  was  a heavy  smoker,  but 
eventually  came  to  believe  that  smoking  was 
harmful.  He  quit  smoking,  and  along  with 
Dr.  Alton  Ochsner,  founded  the  campaign 
against  smoking.  In  1953  Graham  gave  a 
speech  at  a Pittsburgh  medical  meeting  on 
the  evils  of  smoking.  In  the  front  row  were  sit- 
ting my  professor  of  surgery.  Dr.  Harbison, 
the  professor  of  chest  surgery.  Dr.  Kent, 
(both  trained  under  Dr.  Graham)  and  the  sur- 
viving patient,  a dentist.  Dr.  Adams.  All  three 
were  furiously  smoking  cigarettes  and  blow- 
ing smoke  at  Dr.  Graham,  apparently  as  a 
joke.  Not  long  after  this  speech.  Dr.  Graham 
died  of  cancer  of  both  lungs,  and  Dr.  Harbi- 
son later  died  of  cancer.  Dr.  Adams,  the  pa- 
tient, apparently  lived  into  this  eighties. 
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Dr.  Graham  was  one  of  those  who  started 
the  ball  rolling  against  the  evils  of  smoking. 
This  ball,  like  a snowball  going  downhill,  has 
accumulated  more  and  more  power  and 
size. 

Health  considerations  about  smoking  began 
to  surface  in  1952.  The  surgeon  general  is- 
sued his  report  in  1964,  and  others  recently. 
Meanwhile,  there  has  been  unremitting 
pressure  to  discourage  smoking,  smoking 
areas,  smokers,  second-hand  smoke  — etc. 
However,  there  seems  to  be  no  pressure  to 
reduce  the  Government  Subsidy  on  tobacco, 
or  to  reduce  the  manufacture  of  cigarettes. 
The  fact  that  the  government  collects  BIL- 
LIONS of  dollars  from  tobacco,  probably  our 
most  heavily  taxed  commodity,  and  the  fact 
that  exported  tobacco  helps  with  the  trade 
balance,  may  be  factors. 

Since  1952  there  has  been  a continual  in- 
crease in  public  opinion  opposing  smoking 
and  smokers.  Even  though  more  people  are 
smoking  than  ever  before,  the  percentage  of 
smokers  has  fallen  from  about  forty  one 
percent  of  the  population,  to  about  29%. 
This  increasing  majority  of  non-smokers  has 
become  increasingly  tyrannical. 

The  vicious  tyranny  of  the  non-smokers 
raises  questions  as  to  why  they  — the  non- 
smokers  — are  so  vehement  in  their  oppo- 
sition. Traditionally,  Americans  have  been 
supportive  of  the  under  dog  — the  minority 
— and  the  downtrodden.  Not  this  time!  Now 
society  goes  out  of  its  way  to  kick  the  smoker 
when  he's  down.  Total  strangers  complain  to 
smokers.  In  some  cases  actual  violence  has 
been  reported.  Companies  are  banning  smok- 
ing in  the  work  place,  and  restaurants  are 
forced  to  ban  smokers,  or  set  aside  areas  for 
them.  Governmental  agencies  force  more 
and  more  non-smoking  areas.  Canada  will 
ban  cigarette  advertising  — they  have  no 
Jesse  Helms.  Smoking  has  been  banned  on 
most  domestic  air  flights.  A poll  taken  on  this 
action  shows  that  90%  approved  of  this  ac- 
tion, including  48%  of  smokers.  It  seems 
abnormal  for  smokers  to  vote  against  their 
own  actions,  apparently  as  a result  of  peer 
pressure  or  the  fear  of  it. 

Smokers  are  banned  from  restaurants, 
public  buildings,  airplanes,  hospitals,  etc. 
The  Surgeon  General  states  that  tobacco  is 
more  addicting  than  cocaine.  He  does  not 
distinguish  between  a true  chemical  addic- 
tion and  a psychological  addiction.  If  smok- 


ing is  an  addiction,  there  should  be  some 
compassion  for  the  poor  victims,  but  there 
seems  to  be  none.  If  there  were,  at  least  some 
smoking  areas  could  be  set  aside  in  buildings, 
restaurants,  and  hospitals  so  that  the  poor 
miserable  cigarette  addicts  didn't  need  to  go 
outside  in  the  cold  winter  for  a smoke  and 
possibly  catch  pneumonia.  Outlet  fans  and/ 
or  filter  systems  could  be  installed  to  dimin- 
ish second-hand  smoke,  which,  according  to 
current  propaganda,  is  touted  to  be  as  bad  as 
primarily  inhaled  smoke. 

There  are  dangers  to  recirculating  air  in 
buildings,  with  the  possibility  of  added  germs. 
The  most  famous  such  case  is  the  "Legion- 
aires  Disease"  spread  by  the  ventilation  sys- 
tem of  the  Bellevue-Stratford  Hotel.  Airplanes 
recirculate  air,  and  its  contents,  and  use  this 
as  an  excuse  to  ban  smoking.  However,  if  a 
passenger  comes  on  board  with  a bad  cold  — 
these  germs  are  also  spread,  and  pose  a more 
immediate  hazard.  I've  never  seen  an  airport 
sign  saying  "No  coughing  or  sneezing  beyond 
this  point". 

Alcoholic  drinks  are  said  to  be  bad  for 
health,  but  I see  no  evidence  of  airlines 
banning  these. 

Superficially,  it  would  seem  that  everyone 
is  concerned  with  preventive  medicine  and 
health.  In  a considerably  less  than  scientific 
report,  the  Surgeon  General  stated  flatly  that 
cigarettes  kill  350,000  people  every  year. 
The  diseases  mentioned  — cancer,  heart  dis- 
ease, and  vascular  and  pulmonary  diseases 
are  very  complex  diseases  with  multiple 
influencing  factors.  Although  smoking  is 
undoubtedly  one  of  these  factors,  it  would 
seem  rash  to  blame  all  of  these  deaths  on 
cigarettes  alone.  I do  NOT  mean  to  imply 
that  smoking  is  healthy,  but  it  certainly  is  not 
the  only  cause  of  these  diseases.  Why  then, 
of  all  the  possible  health  hazards  in  the 
world,  is  smoking  singled  out  for  all  this 
attention? 

For  the  individual,  the  medical  profession 
and  the  media  have  been  encouraging  health- 
ful habits,  such  as  proper  exercise,  proper 
diet,  weight  control,  avoidence  of  excessive 
cholesterol,  fats,  etc.  Society  pays  a great 
deal  of  lip  service  to  the  above,  but  really 
doesn't  do  much  about  it.  Many  people  do 
exercise,  and  try  to  care  for  their  bodies,  but 
they  are  in  the  minority.  The  fat  content  of 
the  average  diet  is  too  high,  and  there  are  too 
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many  overweight  people.  There  are  legal 
and  illegal  drugs  which  can  influence  health 
even  into  the  next  generation. 

It  has  been  found  that  radon  gas  seeping 
into  houses  can  sometimes  cause  lung  can- 
cer. Air  circulation  in  buildings  has  been 
discussed.  People  are  not  greatly  concerned 
about  these  problems. 

Also  of  immediate  concern  is  the  fact  that 
the  first  cause  of  death  in  the  age  group  from 
one  to  forty-five  years  of  age  is  accidents,  and 
of  these,  about  half  are  vehicular,  mostly 
automobile  and  motorcycle,  with  a few  from 
airplanes,  ships  and  trains.  If  we  were  truly 
interested  in  prevention,  we  would  enforce 
our  child  restraint  laws,  which  are  in  place  in 
every  state,  we  would  have  long  since  passed 
national  laws  mandating  the  use  of  seat  belts 
in  autos  and  helmets  on  motorcyclists,  and 
perhaps  even  bicyclists.  At  present,  the  USA 
is  the  only  industrial  and  advanced  country 
in  the  world  which  does  NOT  have  a seat  belt 
law.  Everyone  in  autos  should  wear  belts, 
with  or  without  a law. 

It  appears  that  costs  and  the  fear  of  addi- 
tional taxes,  personal  gratification,  national 
and  local  government  policy  are  all  more  im- 
portant than  preventive  medicine. 

Do  people  really  care  a great  deal  about 
their  health?  The  answer  seems  to  be  NO. 
Health  considerations  are  not  of  primary 
importance  to  many  people,  and  the  major- 
ity is  not  too  concerned.  Of  course,  the 
members  of  THIS  group,  like  the  children  of 
Lake  Wobegon,  are  all  above  average,  and 
probably  are  concerned,  but  the  majority  of 
the  population  is  not. 

Therefore  the  great  concern  about  smok- 
ing and  smokers  must  have  causes  other  than 
health  concerns.  What  might  these  causes 
be? 

Human  beings  are  subject  to  the  fads  of 
the  moment,  and,  aided  by  the  exhortations 
of  the  media,  can  become  quite  emotionally 
involved  in  a way  that  is  for  or  against  some 
thing  or  attitude,  which  frequently  becomes 
so  intense  as  to  become  a form  of  mass  hys- 
teria. There  have  been  numerous  examples 
of  this. 

A few  years  ago,  violent  discussions  were 
held,  pro  and  con,  about  putting  fluorides  in 


drinking  water  in  order  to  retard  tooth  decay. 
This  concept  is  one  of  the  few  black  and 
white  issues  in  life.  The  benefits  are  so  defi- 
nite that  the  drawbacks,  seem  negligible. 
However,  the  opponents  of  the  issue  were 
vehemently  claiming  that  fluorine  is  a deadly 
poison.  Chlorine,  used  safely  in  water  for 
years,  also  is  a deadly  poison  in  excess. 
Digitalis,  aspirin,  penicillin,  and  all  anaes- 
thetic agents  are  poisons  if  used  in  excess  — 
in  fact,  there  is  virtually  nothing  which  is  not 
harmful,  if  used  in  excess.  Fluoride  was  even- 
tually put  in  the  water,  no  one  was  harmed, 
and  dental  caries  declined. 

Currently  as  a result  of  ongoing  hysteria, 
we  are  WASTING  millions  of  dollars  by  tear- 
ing apart  public  buildings  and  removing  as- 
bestos, which  is  sitting  there  minding  its  own 
business  and  hurting  no  one.  To  be  sure,  in 
the  mining  and  manufacture  of  asbestos,  the 
fibers  floating  in  the  air  are  dangerous  and 
can  cause  severe  lung  disease,  if  inhaled  over 
a period  of  time.  However,  the  asbestos 
which  was  put  into  buildings  years  ago  is  not 
floating  around  and  is  not  harmful.  When 
building  a house  there  is  a lot  of  sawdust 
floating  around,  but  when  the  house  is  fin- 
ished, cleaned  up  and  the  carpets  and  wall- 
paper applied,  there  is  no  more  sawdust  — 
unless,  of  course  — someone  has  a work- 
shop, in  the  basement.  The  removal  of  asbes- 
tos is  not  only  wasteful,  but  more  dangerous 
than  leaving  it  alone.  Stirring  up  the  asbestos 
results  in  more  fibers  floating  around,  and 
may  cause  disease  in  the  workers  removing 
it. 

However,  to  be  fair,  it  now  seems  that  the 
building  owners  are  less  concerned  about  the 
asbestos,  than  they  are  about  the  possibility 
of  lawsuits  in  the  future  should  anyone 
become  ill  with  a condition  which  could  be 
remotely  connected  with  asbestos. 

Recently,  hysteria  developed  because 
"ALAR",  which  might  possibly  conceivably 
be  a carcinogen  for  rats,  was  used  on  5%  of 
apples  — so  in  some  areas  — all  apples  and 
apple  juice  was  recalled.  Apparently  how- 
ever, some  of  these  chemicals  reduce  natu- 
rally occurring  fungi,  which  can  be  much 
more  carcinogenic  than  the  insecticide.  And 
we  stopped  the  importation  of  one  billion 
dollars  worth  of  Chilean  fruit,  because  two 
grapes  were  found  to  have  traces  of  cyanide. 
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There  are  certain  words,  which,  when 
uttered,  cause  hysteria  in  some  people.  One 
of  these  is  "CANCER"!  The  sound  of  the  word 
sickens  some  people.  Whenever  there  doesn't 
seem  to  be  much  exciting  in  the  news,  the 
media  seems  to  dig  up  another  chemical  or 
substance  which  may  cause  cancer  — or 
does  cause  cancer  — in  some  rats.  Appar- 
ently almost  anything  can  cause  cancer  in 
some  strains  of  rats,  and  in  fact,  some  strains 
are  bred  so  as  to  be  suceptible  to  cancer  — 
but  a rat  carcinogen  is  not  necessarily  a 
human  carcinogen.  So  people  get  excited 
about  the  most  recent  substance  until  it  is 
driven  off  the  front  page  by  other  news.  If  all 
cancer  were  eliminated  today,  it  is  estimated 
that  the  life  expectancy  would  be  increased 
by  less  than  three  years.  These  health  scares 
imply  that  if  certain  things  were  eliminated 
from  our  environment,  we'd  all  live  forever. 

The  bashing  of  smokers  may  well  be  a 
result  of  mass  hysteria.  However,  these  fads 
and  hysterias  are  generally  short  lived  and 
are  replaced  by  other  fads  as  public  attitudes 
shift.  But  the  bashing  of  smokers  is  not 
diminishing  — on  the  contrary,  it  is  increas- 
ing exponentially  like  the  buildup  of  a tropi- 


cal hurricane.  Health  concerns  and  hysteria 
do  not  therefore  seem  to  be  the  entire  cause 
of  the  increasing  concern  about  the  "horrible 
habit  of  smoking". 

When  a campaign  is  begun  to  do  some- 
thing about  health  hazards  such  as  pollution, 
there  is  an  implication  that  this  is  a serious 
concern  to  be  approached  carefully  and 
logically  with  the  hope  of  obtaining  a reason- 
able result.  However,  the  campaigning  against 
smokers  is  often  carried  on  so  that  the 
"bashers"  get  great  pleasure  in  inflicting  as 
much  disapproval  and  prohibition  on  the 
poor  sinful  smokers  as  possible,  as  if  the 
smoker  were  in  the  middle  of  a Roman 
Coliseum,  surrounded  by  a large  hostile 
crowd,  pointing  its  collective  thumb  down. 
Bashing  smokers  goes  beyond  reasonable 
concern  for  public  health  — the  bashers 
taking  great  pleasure  in  correcting  the  poor 
sinners  who  still  smoke. 

In  summary,  it  would  seem  that  the  ex- 
treme bashing  to  which  smokers  are  sub- 
jected, although  ostensibly  consistent  with 
health  considerations,  has  also  a strong  com- 
ponent of  mass  hysteria,  and  an  even  stronger 
component  of  bigotry. 
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FRACTURE  OF  THE  MONTH 


Fracture  of  the  Proximal  Humerus  — 
Pitfalls  of  Diagnosis  and  Treatment 

TERI  FORMANEK,  M.D.  )OHN  F.  CONNOLLY,  M.D. 

Creighton- Nebraska  Health  Foundation  Program  in  Orthopaedic  Surgery, 

42nd  and  Dewey  Avenue,  Omaha  NE  68105-1065 


INTRODUCTION: 

Fractures  of  the  proximal  hum- 
erus are  commonly  sustained 
when  an  elderly  patient  falls  on 
the  outstretched  arm.  The  fracture  resulting 
from  this  indirect  mechanism  usually  involves 
the  surgical  neck  of  the  humerus  and  can  be 
treated  without  reduction.  However,  when 
the  individual  falls  directly  on  the  shoulder 
critical  assessment  of  this  more  severe  injury 
is  essential  to  rule  out  associated  dislocation. 
Failure  to  recognize  a dislocation  remains  a 
common  pitfall  of  diagnosing  proximal  hum- 
eral fractures.^  Fracture-dislocations  generally 
require  open  reduction  to  restore  the  gleno- 
humeral articulation  to  normal.  However, 
internal  fixation  of  these  high  humeral  fractures 
through  the  anatomic  neck  can  be  difficult. 
The  present  case  illustrates  methods  of  diag- 
nosing dislocation  with  fracture  and  fixing  the 
injury  by  a relatively  simple  percutaneous 
screw  technique  which  permits  early  rehabili- 
tation of  the  injured  joint. 


CASE  REPORT: 

A 64  year  old  man  was  seen  in  the 
emergency  room  several  hours  after  falling  on 
his  right  shoulder.  Examination  revealed  a 
large  amount  of  swelling  with  tenderness 
directly  over  this  shoulder.  A prominent,  firm 
mass  was  palpable  anteriorly  at  the  shoulder. 
Neurovascular  examination  was  normal.  Initial 
anteroposterior  x-rays  showed  a fracture  through 
the  anatomic  neck  with  anterior  displacement 
of  the  head  fragment  (Figure  1A). 

DISCUSSION: 

Fractures  sustained  by  a direct  fall  onto  the 
shoulder  inflict  greater  violence  onto  the  joint 
structures  than  do  indirect  mechanisms,  i.e., 
fall  on  the  outstretched  hand.^  Therefore,  the 
direct  mechanism  and  the  amount  of  swelling 
in  this  injury  should  alert  one  to  the  likelihood 
of  more  than  the  usual  magnitude  of  injury. 
The  key  to  determining  the  extent  injury  is  the 
axillary  x-ray.  This  can  always  be  obtained  by 
placing  the  x-ray  cassette  superior  to  the 


FIGURE  1-A 

Initial  anteroposterior  x-ray  shows  a fracture  through  the  anatomic  neck  of  the  humerus. 
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acromion  and  shooting  the  x-ray  up  through 
the  axilla  with  the  patient's  arm  gently 
abducted  30  to  40  degrees  (Figure  1 B).^  This 
view  allows  one  to  see  the  true  relationship  of 
the  humeral  head  to  the  glenoid.  In  this 
patient  the  anterior  dislocation  associated 
with  the  fracture  then  became  obvious. 

Although  closed  reduction  may  rarely  be 
possible,  fracture-dislocations  are  usually  best 
managed  by  open  reduction  and  internal 
stabilization.'*  This  operative  fixation  should 
allow  the  patient  to  regain  shoulder  function 
within  the  first  few  weeks  after  the  injury.  In 
contrast,  closed  reduction  requires  prolonged 
immobilization  and  subsequent  significant 
functional  impairment  from  stiffness  and  pain. 

The  location  of  this  fracture  is  also  challeng- 
ing since  it  involves  the  anatomic  neck  or 
region  of  the  epiphyseal  plate  in  childhood 
where  blood  supply  enters  the  humeral  head. 
Consequently,  the  chance  of  avascular  necrosis 
from  disruption  of  blood  supply  to  the 
humeral  head  is  quite  high.  It  can  be  mitigated 
by  adequate  reduction  and  prompt  healinp  of 
the  fracture.^  Howe: . rxa.ion  ...  c av 
this  le'"'’  .3:..  .“ics  t\ei. 

com- ■ 3;:  • .‘ig  Co-  3^’  '.hr 

hr  : 'r  c.-t.:.  O'  ' ^ r^ar-. 

r ■ >■  1 ■■■s  ■ !3‘- 
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effective  method  is  a percutaneous  screw 
fixation  similar  to  the  technique  of  pinning  a 
femoral  neck  fracture.  Newer  cannulated 
titanium  screws  can  be  passed  over  guide 
wires  inserted  under  fluoroscopic  control  to 
insure  adequate  position  without  impinging 
on  the  joint  surface.  These  provide  adequate 
stabilization  of  the  fracture  to  avoid  pro- 
longed shoulder  immobilization.  The  fracture 
reduction  also  encourages  early  fracture  union 
and  revascularization  of  the  humeral  head 
diminishing  the  risk  of  avascular  necrosis  and 
secondary  arthritis. 

MANAGEMENT: 

The  patient  was  taken  to  the  operating 
room  shortly  after  admission  where  the  shoulder 
was  opened  by  an  anterior  approach.  The 
subscapularis  tendon  had  been  torn  and 
inverted  into  the  joint,  preventing  reduction. 
This  was  released  allowing  the  humeral  head 
to  be  reduced.  The  fracture  was  then  held  by 
cannulated  screws  inserted  over  guide  pins 
under  fluoroscopic  control.  This  was  accom- 
olished  oercutaneouslv  through  a second 
sma  ; ceTcid  S|.-  'nr.c;--r-  m-  ’J).  fde 

Ocdcct  ^■.c^  tl.C;  in  n .,  ; 'u-eo  ■ c.  u'-:  >adc. 
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FIGURE  1-B 

True  axillary  view  shows  the  fracture  associated  with  an  anterior  dislocation  of  the 
humerus.  Attempt  was  made  at  closed  reduction  but  was  unsuccessful. 
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FIGURE  2-A  & B 

Anteroposterior  and  lateral  roentgenograms  after  open  reduction  and  internal  fixation 
using  cannulated  screw  technique  to  insure  adequate  placement. 


activities  of  daily  living  without  difficulty.  On 
continued  follow-up  at  seven  months  the 
patient  had  no  further  evidence  of  avascular 
necrosis  and  the  fracture  had  healed  unevent- 
fully (Figure  3). 

CONCLUSION: 

Fractures  of  the  proximal  humerus  are 
common  and  may  be  complicated  by  gleno- 


humeral dislocation.  Recognition  of  this  com- 
plication is  dependent  on  knowledge  of  the 
mechanism  and  adequate  roentgenographic 
evaluation.  We  have  found  that  internal 
fixation  of  this  unstable  injury  can  be  per- 
formed simply  and  effectively  using  multiple 
cannulated  screws  inserted  percutaneously 
over  guidewires,  much  as  one  pins  a displaced 
fracture  of  the  femoral  neck. 
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FIGURE  3 

X-ray  at  seven  months  shows  healing  of  the  fracture 
without  evidence  of  avascular  necrosis.  The  patient  was 
symptom-free  and  was  able  to  elevate  and  abduct  his 
shoulder  actively  approximately  90  degrees. 
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N-NITROSOATRAZINE  (NNAT).  SYNTHESIS, 
CHEMICAL  PROPERTIES,  MUTAGENICITY,  AND 
CARCINOGENICITY.  Weisenburger,  DD,  Hickman, 
Tl,  Babcook,  DM,  Walker,  BA,  Lawson,  TA  and 
Mirvish,  SS,  Department  of  Pathology  & Microbiol- 
ogy and  Eppley  Institute  for  Research  in  Cancer, 
Omaha,  NE. 

The  intense  use  of  agrichemicals  in  midwestern 
states  has  resulted  in  extensive  contamination  of 
groundwater  by  nitrates  and  the  herbicide  atrazine 
(AT).  In  preparation  for  carcinogenesis  tests  of  NNAT, 
we  undertook  the  following  studies.  To  synthesize 
NNAT,  4 moles  of  NaNO^was  added  over  2 hr  to  50 
g AT  in  glacial  acetic  acid  (23°C).  The  mixture  was 
heated  (50”C,  2 hr)  and  filtered.  The  filtrate  was 
mixed  with  water  and  ethyl  acetate,  and  basified  with 
NaOH.  The  ethyl  acetate  was  washed  with  water, 
dried  and  evaporated  to  yield  49  g NNAT  (N-ethyl- 
N-nitroso  isomer).  Properties  of  NNAT  are:  m.p. 
90"C;  UV  (CH^CI  ^)  41  3(101)  and  430  (96)  nm;  ' H- 
NMR  (DMSO)  1.02,  1.14,  1.21,  4.00,  4.05,  4.15, 
8.91  ppm;  MS  (“Cl ) m/e  244  (M),  229  (M-CH3),  214 
(M-NO).  Spectra  and  HPLC  on  Lichrosorb-SI60  de- 
veloped with  hexane-acetone  (95:5)  also  indicated 
20%  AT  (retention  times:  NNAT  6.5,  AT  14  min.). 
NNAT  is  stable  for  at  least  5 wks  at  -■^0°C  in  the  dark, 
and  soluble  in  acetone  (0.28  g/ml)  and  DMSO  (0.56 
g/ml).  In  a modified  Ames  S.  typhimurium  assay  with 
hamster  liver  S9  activation,  NNAT  produced  histid- 
ine revertants  4.7  times  control  at  525  ug/plate  with 
strain  TA1 00  and  2.6  times  control  at  1 mg/plate  with 
strain  TA  98.  In  the  Chinese  hamster  V-79  assay, 
NNAT  produced  revertants  3.4  times  the  dimethylni- 
trosamine  control  at  100  ug/ml  each.  AT  was  not 
mutagenic  in  either  assay.  Hence,  NNAT  is  readily 
formed  from  AT  and  nitrite  at  acid  pH,  and  is 
mutagenic  in  the  Ames  and  V-79  assays.  The  results 
of  carcinogenesis  tests  of  AT,  AT  plus  N^NO^,  and 
NNAT  in  rodents  will  be  presented.  This  research  was 
supported  by  grant  LB  506-87-45  from  the  Nebraska 
Department  of  Health. 

EFFECTS  OF  NICOTINE  PRETREATMENT  OF  STRIA- 
TAL DOPAMINERGIC  & GABAERGIC  NEURONAL 
SYSTEMS  IN  RATS.  Fung,  Y.K.  & Reed,  J.A.  UNMC 
College  of  Dentistry,  Lincoln,  Nebraska,  68583- 
0740. 

Some  of  the  central  nervous  system  effects  of  nico- 
tine are  suggested  to  be  mediated  via  the  nicotinic 
receptors  located  in  the  striatum.  In  most  studies, 
high  doses  of  nicotine  were  administered  to  animals. 
In  this  study,  nicotine  (1.5  mg/kg/day)  was  admini- 


stered to  rats  by  the  subcutaneous  implantation  of 
Alzet  osmotic  minipumps  for  1 or  1 4 days.  This  dose 
and  method  of  nicotine  administration  were  chosen 
to  approximate  the  dosage  pattern  of  an  individual 
who  smokes  one  pack  of  cigarettes  a day.  One  day 
pretreatment  of  animals  with  nicotine  did  not  alter 
the  characteristics  of  ^H-nicotine  and  ^H-nicotine 
and  ^H-spiperone  binding  to  striatal  nicotinic  and 
dopaminergic  receptor  binding  sites.  This  nicotine 
pretreatment  did  not  affect  the  apomorphine-stimu- 
lated  locomotor  acitivity.  However,  the  (-t-)-am- 
phetamine-induced  hyperactivity  was  attenuated. 
These  results  suggest  that  nicotine  acutely  inhibits  the 
stimulatory  effect  of  (-l-)-amphetamine  on  ^H-dopam- 
ine  formation.  In  long  term  (14  day)  nicotine  pre- 
treated animals,  both  the  apomorphine-  and  (-1-)- 
amphetamine-induced  locomotor  activity  were  po- 
tentiated. This  behavioral  potentiation  was  associ- 
ated with  an  increase  in  the  total  number  of  postsyn- 
aptic  dopaminergic  receptor  binding  sites  in  the 
striatum.  The  development  of  striatal  dopamine 
receptor  supersensitivity  may  be  caused  by  a de- 
crease in  the  rate  of  dopamine  turnover.  Neither 
acute  nor  chronic  administration  of  nicotine  signifi- 
cantly affected  the  GABAergic  system.  "This  research 
was  supported  by  grants  from  the  Dept,  of  Health, 
State  of  Nebraska  (#87-15)  and  Smokeless  To- 
bacco Research  Council,  Inc.,  N.Y." 

BEHAVIORAL  AND  BIOCHEMICAL  EFFECTS  OF 
PRENATAL  NICOTINE  EXPOSURE  ON  NEWBORN 
RATS.  Fung,  Y.K.,  UNMC  College  of  Dentistry,  Lin- 
coln, Nebraska,  68583-0740. 

Several  studies  suggest  a strong  correlation  be- 
tween exposure  to  nicotine  in  utero  via  maternal 
smoking  and  the  increased  incidence  of  attention 
deficit  disorder  (ADD).  Although  the  specific  etiology 
of  ADD  remains  unclear,  nicotine  has  been  impli- 
cated in  this  disorder  due  to  altering  the  normal 
development  of  the  dopaminergic  neurons  in  the 
striatum.  This  study  was  designed  to  examine  the  ef- 
fects of  prenatal  exposure  to  nicotine  on  behavior 
and  striatal  neurochemistry  of  newborn  rats.  Four- 
teen day  old  offspring  from  dams  which  were  im- 
planted with  osmotic  minipumps  containing  nicotine 
(1.5  mg/kg/day)  throughout  the  entire  gestational 
period  were  used  in  this  study.  Prenatal  nicotine 
treatment  reduced  the  number  of  male  pups  born 
and  the  postnatal  gain  in  body  weight  and  length  of 
both  male  and  female  offspring.  Prenatal  exposure  to 
nicotine  did  not  alter  the  motor  coordination  of  the 
pups.  A decrease  in  the  number  of  striatal  dopamin- 
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ergic  receptor  binding  sites  was  detected  in  the  male 
pups,  however  the  ligand  affinity  to  the  receptors  had 
been  compensatorily  increased.  No  change  in  the 
characteristics  of  nicotinic  receptor  binding  sites  and 
the  levels  of  dopamine  and  its  metabolite,  3,  4 dihy- 
droxyphenylacetic  acid  was  found  in  the  striatal 
region.  The  present  study  indicates  that  prenatal 
exposure  to  nicotine  may  cause  changes  in  growth 
and  developmentof  the  animals.  However,  prenatal 
exposure  to  nicotine  does  not  appear  to  modify  the 
dopaminergic  and  nicotinic  receptor  systems  in  the 
striatal  region  of  newborn  rats.  "This  research  was 
supported  by  grant  #88-1 3 from  the  Department  of 
Health,  State  of  Nebraska." 

PRIMER-RECOGNITION  PROTEINS  IN  MAMMAL- 
IAN DNA  REPLICATION.  Jindal,  Hitesh  K.,  and  Vish- 
wanatha,  Jamboor  K.,  Department  of  Biochemistry, 
University  of  Nebraska  Medical  Center,  Omaha, 
Nebraska. 

In  an  attempt  to  understand  the  regulation  of 
mammalian  DNA  replication  at  the  molecular  level, 
we  are  analyzing  the  components  of  DNA  replication 
apparatus  in  an  in  vitro  DNA  replication  system. 
HeLa  cell  extracts  have  been  subfractionated  to 
identify  the  necessary  subtractions  for  replication. 
The  main  subtraction  corresponds  to  the  previously 
identified  DNA  polymerase  a multiprotein  form.  In 
one  of  the  other  essential  subtractions  we  have  iden- 
tified the  activities  of  DNA  polymerase  5 and  a com- 
plex of  primer-recognition  proteins  that  enable  DNA 
polymerase  a to  copy  templates  with  low  primer  to 
template  ratios.  Since  the  lagging  strand  DNA  repli- 
cation involves  repeated  initiation  on  a template  that 
has  extended  single-stranded  regions,  we  propose 
that  these  primer-recognition  proteins  are  involved 
in  lagging  strand  DNA  replication.  We  have  partially 
purified  the  complex  of  primer-recognition  proteins. 
On  a non-denaturing  polyacrylamide  gel,  the  primer- 
recognition  proteins  migrate  as  a 370  kDa  complex. 
Upon  denaturing  gel  electrophoresis,  the  complex  is 
resolved  into  six  distinct  polypeptides  with  M s of 
100,  84,  74,  49,  41  and  28.5  kDa.  The  requirement 
of  all  these  polypeptides  in  primer-recognition  has 
not  been  established  and  our  current  experiments 
are  designed  to  analyze  this  aspect.  In  the  presence 
of  primer-recognition  proteins,  DNA  primase  makes 
short  primers  before  DNA  polymerization  begins  and 
hence  there  is  efficient  switching  from  transcription 
mode  to  replication  mode.  We  will  present  data 
regarding  physical  and  biochemical  characterization 
of  these  proteins.  "This  research  supported  by  grant 
89-07 R from  the  State  of  Nebraska  Department  of 
Health." 


A METHOD  EOR  ASSESSING  THE  EEFECTS  OF 
NICOTINE  ON  BLOOD  PRESSURE  AND  HEART 
RATE  BY  TELEMETRY.  Barbara  J.  Morley,  with  the 
technical  assistance  of  Todd  Ryan,  Department  of 
Biochemistry,  Creighton  Univerity  Medical  School, 
and  Boys  Town  National  Institute,  Omaha. 

Although  cardiovascular  changes  in  smokers  are 
well-documented,  there  are  still  questions  regarding 
the  effects  directly  attributable  to  nicotine.  Here  we 
describe  a method  for  assessing  the  immediate  and 
long-term  effects  of  nicotine  on  blood  pressure  and 
heart  rate.  An  arterial  catheter  and  a telemeter  are 
implanted  in  rats.  Heart  rate  and  blood  pressure  are 
relayed  from  the  telemeter  to  a receiver  located 
under  the  animal's  cage.  A remotely  located  com- 
puter processes  and  stores  the  information  about 
heart  rate  and  blood  pressure  and  shows  the  current 
physiological  state  on-line.  Using  this  method,  re- 
cordings can  be  continuously  made  for  several  weeks. 
Results  from  nicotine-treated  rats  using  this  proce- 
dure will  be  presented. 

This  research  supported  by  grant  88-35. 


IMMUNOLOCALIZATION  OF  TENASCIN  IN  THE 
EXTRACELLULAR  MATRIX  OF  NORMAL  AND 
NEOPLASTIC  HUMAN  TISSUES.  McComb,  R.D., 
Miller,  K.A.,  Jones,  C.M.  Department  of  Pathology 
and  Microbiology,  University  of  Nebraska  Medical 
Center. 

The  extracellular  matrix  (ECM)  influences  cell  ad- 
hesion, migration,  differentiation,  and  proliferation. 
Tenascin  (GMEM  glycoprotein),  a newly  recognized 
component  of  the  ECM,  was  localized  immunohisto- 
chemically  in  frozen  tissue  sections  using  monoclo- 
nal antibodies  (MAbs)  2A6  and  81 C6.  Seventy-three 
carcinomas,  eight  adenomas,  eight  sarcomas,  three 
neuroblastomas,  two  neurofibromas,  two  mesothe- 
liomas, one  pheochromocytoma,  one  Hodgkin's 
Disease,  and  a spectrum  of  normal,  non-neoplastic 
tissues  were  examined.  Both  MAbs  yielded  similar 
patterns,  but  2A6  reactivity  was  generally  more 
intense  and  occasionally  more  widespread.  Vascular 
and  visceral  smooth  muscle  were  strongly  stained  in 
all  sections.  Variable  stromal  reactivity  was  observed 
in  normal  tissues,  being  most  prominent  in  lymph 
nodes,  spleen,  kidney,  and  breast.  In  most  neo- 
plasms the  stromal  reactivity  was  greater  than  that 
seen  in  corresponding  normal  tissues,  although  in 
some  tumors  invasion  occurred  in  the  absence  of 
immunore-activity.  Intraductal  and  infiltrating  ductal 
carcinomas  of  the  breast  were  often  associated  with 
marked  expression  of  tenascin.  Both  squamous  and 
adenocarcinomas  showed  occasional  focal  reactivity 
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in  neoplastic  epithelial  cells.  There  was  intense  stain- 
ing in  the  ECM  of  all  sarcomas.  Immunoelectron 
microscopy  of  fibrosarcoma  cells  in  vitro  localized 
tenascin  to  bundles  of  extracellular  fibrils,  accounting 
for  the  fibrillar  pattern  observed  in  tissue  sections. 
The  increased  expression  of  tenascin  by  reactive  and 
neoplastic  mesenchymal  cells  in  the  ECM  of  malig- 
nant human  neoplasms  indicates  a potential  role  in 
tumor  invasion  and  metastasis.  This  research  sup- 
ported by  grant  88-30. 


A DIRECTASSESSMENTOE  THE  STABILITY  OE  THE 
a, ANTITRYPSIN-NEUTROPHIL  ELASTASE  COM- 
PLEX BY  ZONE  ELECTROPHORESIS-IMMUNOEIXA- 
TION  OE  TIME-COURSE  REACTION  MIXTURES. 
Baumstark,  John  S.  and  Chun,  Melanie  A.  Depart- 
ments of  Obstertrics  and  Gynecology,  Biochemistry 
and  Pathology,  Creighton  University,  School  of 
Medicine,  Omaha,  NE  68131. 

experiments  had  shown  that  the  a^-an- 
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complex  (b^ -globulin  position),  were  plotted  against 
time.  Straight  lines  with  decreasing  slopes  resulted. 
Short-term  and  long-term,  first  order  dissociation 
rate  constants,  x 1 0 ^s  calculated  from  the  slopes  of 
these  plots  are  presented  below: 
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The  interaction  of  NE  with  a^AT,  discounting  rate,  is 
exactly  analogous  to  the  interaction  of  the  inhibitor 
with  pancreatic  elastase.  The  presence  of  elastin  does 
not  appear  to  be  a factor.  (Supported  by  Grant  88- 
03,  from  the  Nebraska  State  Department  of  Health, 
LB506). 


EARLY  DETECTION  OE  CANCER  BY  NMR  ANALY- 
SIS OE  BLOOD  PLASMA.  P.M.  Gannett,  D.L.  Nagel, 
M.A.  Tempero,  S.l.  Rennard,  j.O.  Armitage,  and  C. 
Kolar,  Eppley  Institute  for  Research  in  Cancer  and 
Allied  Diseases,  42nd  and  Dewey  Avenue,  Omaha, 
NE  68105-1065. 

Recently,  it  has  been  proposed  that  nuclear 
magnetic  resonance  (NMR)  analysis  of  blood  plasma 
may  be  a useful  clinical  tool  for  the  early  detection  of 
cancer.  Specifically,  measurement  of  the  width  at 
half-height  of  the  blood  plasma  lipoprotein  methyl 
and  methylene  proton  resonances  may  be  an  indica- 
tor of  a cancerous  condition.  In  order  to  evaluate  this 
method  we  have  conducted  a study  which  sought  to 
determine  (1 ) sample  collection  and  handling  condi- 
tions, (2)  instrumental  operating  conditions,  (3)  types 
of  cancer  for  which  the  method  is  sensitive  and  (4) 
factors  which  may  lead  to  false  positives.  Our  data 
show  that  consistent  results  can  be  obtained  when 
EDTA  blood  samples  are  drawn,  plasma  immediately 
separated  and  stored  at  4oC  (< 2 months).  Important 
instrumental  conditions  include  (i)  presaturation  of 
the  water  resonance  and  (ii)  a spin  inversion-recovery 
pulse  sequence  to  null  lactate  methylene  resonances 
which  otherwise  might  lead  to  false  negatives.  The 
:e'  • . . .ag'ie!;  - strentjth  has  also  been  evalu- 
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measurement  and  the  range  of  values  rendering  the 
method  inadequate  for  the  purpose  of  assaying 
blood  for  cancer  detection.  (Supported  by  NIH 
grants  CA36727  and  RR01968  and  Nebraska  State 
Health  Department  Grant  #88-14.) 


DNASE  HYPERSENSITIVITY  OE  THE  CHORIOGO- 
NADOTROPIN a-SUBUNIT  GENE  IN  THE  CON- 
TEXTS OE  ECTOPIC  AND  EUTOPIC  EXPRESSION. 
Cox,  G.  S.  and  Campain,  j.  A.,  Dept,  of  Biochem., 
Univ.  NE  Med.  Ctr.,  Omaha,  NE  68105. 

In  addition  to  their  synthesis  in  placenta,  human 
choriogonadotropin  (CC)  and  its  free  a-  and  (1- 
subunits  are  produced  in  numerous  tumor  cell  lines. 
Expression  of  aCG  is  regulated  differently  in  cells  of 
placental  and  non-placental  origin.  In  both  placenta 
and  choriocarcinoma,  cAMP  is  an  effective  inducer 
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(7-1 0 fold)  of  aCG  transcription.  This  effect  is  medi- 
ated via  cAMP  response  elements  (CRE)  and  a tissue- 
specific  enhancer  (TSE)  in  the  5'  flanking  region  of  the 
gene.  In  contrast,  aCG  expression  in  non-trophob- 
lasts  is  stimulated  (5-20  fold)  by  sodium  butyrate  and 
is  not  significantly  enhanced  by  cAMP.  These  differ- 
ences in  regulation  may  be  reflected  in  the  chromatin 
structure  at  the  aCG  gene  in  the  various  cell  types.  To 
address  this  issue,  DNase  I was  used  to  detect  sites  of 
altered  chromatin  configuration  at  the  locus  which 
exhibit  increased  susceptibility  to  endonuclease  di- 
gestion. In  many  systems,  DNase  I hypersensitive 
sites  correspond  to  regulatory  elements  such  as 
promoter  and  enhancer  sequences.  We  have  identi- 
fied a prominent  hypersensitive  site  at  approximately 
position  -250  from  the  cap  site  (-1-1)  of  the  aCG  locus 
in  DNA  from  term  placenta  and  JEG-3  chorio- 
carcinoma cells.  The  region  between  -1-400  and 
+ 1200  also  appears  to  be  moderately  sensitive  to 
DNase  I digestion  in  these  cells.  The  hypersensitive 
site  at  -250  (present  in  both  control  and  cAMP 
treated  cells)  may  correspond  to  either  the  CRE  or  the 
TSE  located  between  -236  and  -1 00.  Neither  of  these 
sites  have  been  detected  in  the  ectopic  aCC  produc- 
ers such  as  HeLa.  The  data  suggest  that  the  defined 
pattern  of  DNase  I hypersensitivity  at  the  aCC  gene 
may  reflect  the  different  modes  of  regulation  present 
in  ectopic  and  eutopic  producers.  Supported  by 
Nebr.  Dept.  Health  Grant  87-08. 


B-CELL  LYMPHOMA/LEUKEMIA  (BCD  IN  RATS 
AND  MICE  TREATED  WITH  2-HYDROXYETHYLNI- 
TROSOUREA  (HENU)  AND  EFFECTS  OF  COAD- 
MINISTRATION OF  2,  4,  5-TRICHLORPHENOXY- 
ACETIC  ACID  (245T)  AND  PENTACHLOROPHE- 
NOL  (PCP).  Mirvish,  S.S.,  Nickols,  J.,  Weisenburger, 
D.D.,  Joshi,  S.S.,  Cross,  M.L.,  Tana,  H.,  Tong,  H.Y., 
and  Perry,  C.,  Univ  Neb  Med  Ctr,  Omaha,  and  Univ 
Neb,  Lincoln. 

We  found  BCL  induction  in  MRC-Wistar  rats 
treated  chronically  with  HENU  (JNCI  78:387).  Since 
BCL  is  common  in  Midwest  farmers,  we  repeated  the 
test  with  cotreatment  by  2 pesticides  that  have  been 
linked  with  BCL  in  Sweden.  GC-MS  analysis  showed 
0.8  and  2.7  ppb  tetrachlorodibenz-dioxin  and  1.5 
and  670  ppb  tetrachlorodibenzfuran  in  "99%  pure" 
245T  and  "86%  pure"  PCP  (Aldrich  Chem).  MRC- 
Wistar  rats  received  chronically  75  mg  HENU/1 
water  as  before  and/or  600  mg  245T  or  500  mg  PCP/ 
kg  diet.  Tumor  incidences:  Acute  myelocytic  leuke- 
mia, 18%  of  HENU-treated  rats  but  40%  of  rats 
treated  with  HENU  + PCP.  BCL:  21%  in  HENU 


group,  not  affected  by  pesticides.  Liver  tumors, 
mostly  adenomas:  1 6%  of  HENU  group  but  40%  (6/ 
1 5)  of  females  given  HENU  + PCP  and  67%  (6/9)  of 
females  given  PCP  alone.  HENU  induced  BCL  in 
77%  and  52%  of  Swiss  mice  given  75  or  38  mg 
HENU/1  water  (controls,  4%),  with  more  tumors  in 
females.  BCL  was  confirmed  by  phenotyping  surface 
antigens  and  by  gene  rearrangements.  Hence  in  rats 
PCP  induced  liver  tumors  and  perhaps  enhanced 
AML  induced  by  HENU.  To  try  to  induce  "BCL"  in 
vitro,  we  are  now  testing  effects  of  HENU  (40-80  mg/ 
1 medium  lx  weekly)  on  long-term  Dexter  and 
Whitlock-Witte  bone-marrow  cultures  prepared  from 
female  BALB/c  mice.  We  are  also  testing  if  HENU  is 
specifically  concentrated  by  spleen  cells.  This  re- 
search was  supported  by  grants  Neb  Health  Dept  85- 
38,  89-39;  NIH  CA36727,  ACS  SIG-16. 


INSULIN  AND  INSULIN-LIKE  GROWTH  FACTOR- 
I (ICF-I)  STIMULATE  PROLIFERATION  OF  CONCA- 
NAVALIN  A-ACTIVATED  THYMOCYTES.  Hofert, 
John  F.,  Department  of  Biochemistry,  University  of 
Nebraska  College  of  Medicine,  Omaha,  NE  681 05. 

Thymic  involution  and  depressed  thymic  cellular 
proliferation  are  observed  in  diatetic  or  hypophysec- 
tomized  animals,  i.e.,  conditions  characterized  by 
deficiencies  in  either  insulin  and/or  IFC-I.  These 
studies  were  undertaken  to  determine  if  insulin  or 
ICF-I  might  influence  proliferation  of  unfractionated 
rat  thymocytes  in  vitro.  Basal  proliferative  activity 
(^H-thymidine  incorporation)  was  determined  over  a 
24  h period  in  serum-free  RPM1 1 640  media  contain- 
ing HEPES,  glutamine  and  antibiotics.  Isotope  incor- 
poration by  thymocytes  taken  from  hypophysecto- 
mized  or  diabetic  rats  was  significantly  depressed, 
suggesting  that  the  assay  reflects  the  status  of  in  vivo 
thymic  cytokinetics.  Addition  of  insulin  or  recombi- 
nant ICF-I  (rICF-l)  to  nonactivated  cells  in  this  system 
had  no  effect  on  basal  ^H-thymidine  uptake.  How- 
ever, thymocytes  taken  from  normal  or  hypophysec- 
tomized  animals,  incubated  with  concanavalin  A in 
the  presence  of  rat  or  fetal  calf  serum,  or  in  a 
modified  serum-free  Dulbecco's  medium,  displayed 
sensitivity  to  the  mitogenic  effect  of  insulin  (1  -1 0 pg/ 
ml)  and  rIGF-l  (1 0 to  200  ng/ml).  The  relatively  high 
level  required  for  the  insulin  mitogenic  effect  suggests 
that  it  may  influence  proliferative  activity  via  binding 
to  receptors  for  ICF-I.  These  studies  suggest  that  IGF- 
I may  play  a role  in  maintenance  of  thymic  integrity, 
T-cell  maturation,  and  proliferation  of  neoplastic 
lymphatic  tissue.  Supported  by  NE  Dept,  of  Health 
Grant  No.  88-21 . 
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PRODUCTION  OF  HUMAN  BLOOD  GROUP  A 
SUBSTANCES  IN  HAMSTER  PANCREATIC  DUC- 
TAL CARCINOMA  CELL  LINE  (PC-1)  H.  Egami\  Y. 
Takiyama\  W.G.  Chaney^,  P.M.  Pour’,  The  Eppley 
Institute  for  Research  in  Cancer’,  University  of 
Nebraska  Medical  Center,  Omaha,  Nebraska  68105. 

Pancreatic  cancers  induced  in  Syrian  golden  ham- 
sters share  morphologic,  biologic  and  immunologic 
characteristics  with  human  pancreatic  cancers,  and, 
as  in  human  tumors,  the  induced  cancers  express 
human  tumor-associated  antigens  such  as  blood 
group  related  antigens  (BGRA),  including  A,  B,  H, 
Le^,  Le*  and  Le^.  We  have  established  a cell  line  (PC- 
1 ) derived  from  an  induced  pancreatic  cancer  which 
produces  these  BGRA  continuously,  both  after  serial 
subculturing  and  in  allografts  into  the  pancreas. 
Among  these  BGRA,  A antigen  was  expressed  in 
100%  of  PC-1  cells.  In  culture  supernatant  of  PC-1 
cells,  a high  titer  of  a substance  with  blood  group  A 
specificities  was  detected  by  ELISA  methods.  By 
SDS-PACE  and  Western  blotting  procedures,  four 
glycoprotein  bands  in  the  cancer  cell  membrane,  but 
five  bands  in  the  culture  supernatant  with  molecular 
weights  between  68  KD  and  200  KD  were  identified. 
This  may  imply  that  a modified  type  of  antigen  is  shed 
into  the  medium,  or  that  the  medium  contains  both 
parent  antigen  and  its  fragments.  Comparison  of  our 
results  with  human  pancreatic  cancer  cell  lines  (CD1 1 
and  CD18)  showed  that  human  pancreatic  cancer 
cell  membrane  contains  the  same  A reactive  major 
component  found  in  the  PC-1  cell  membrane.  Since 
normal  pancreatic  cells  in  hamsters  do  not  express  A 
antigen,  but  all  hyperplastic  and  neoplastic  cells  do, 
A antigen  in  this  species  represents  a tumor  specific 
antigen.  Therefore,  this  experimental  model  pro- 
vides a unique  tool  for  investigating  antigenicity  of 
tissues.  Supported  by  NCI  core  grant  CA36727  and 
ACS  grant  SIG-16. 


EXPRESSION  OE  HUMAN  PANCREATIC  CANCER- 
ASSOCIATED  ANTIGENS  IN  PANCREATIC  CAN- 
CER INDUCED  IN  SYRIAN  HAMSTERS.  Takiyama, 
Yoshiyuki,  Egami,  Hiroshi,  Pour,  Parviz  M.  The  Eppley 
Institute  for  Research  in  Cancer,  University  of  Ne- 
braska Medical  Center,  Omaha,  Nebraska  68105. 

Our  previous  studies  have  shown  that  pancreatic 
cancer  (PACA)  induced  in  Syrian  hamsters  shows 
remarkable  similarities  with  the  human  disease  in 
morphologic  and  biologic  characteristics.  Moreover, 
both  human  and  hamster  PACA  share  expression  of 
some  tumor-associated  antigens,  such  as  those  with 
blood  group  specificities,  including  A,  B,  H,  Le'’,  Le^ 


and  Le*  (Pouret  al..  Cancer  Res.  48:5422, 1 988).  By 
examining  other  antigens  commonly  expressed  in 
human  PACA,  we  have  found  that  monoclonal  anti- 
bodies C017-1A  (recognizing  17-1 A antigen),  OC 
125  (against  CA  125  antigen),  and  B72.3  (recogniz- 
ing TAG-72  antigen)  react  with  induced  PACA  in  a 
pattern  similar  to  that  seen  in  human  PACA.  Re- 
markably, although  the  epitopes  of  the  antigens 
recognized  by  these  3 antibodies  are  different,  many 
tumor  cells  were  reactive  with  all  of  these  antibodies. 
However,  in  contrast  to  the  human  situation,  none  of 
these  antigens  were  expressed  in  the  normal  hamster 
pancreatic  tissue,  except  for  17-1  A.  The  reactivity 
ofthe  anitbodies  was  greater  in  the  metastatic  tumor 
cells  than  in  the  primary  tumor.  However,  all  of  these 
antigens,  including  DU-PAN-2  (which  was  absent  in 
the  normal  and  malignant  pancreatic  cells)  were 
expressed  in  some  hamster  tissues  showing  the  same 
cellular  localization  as  PACA  cells.  Expression  of 
these  antigens  was  lost  in  vitro  (cell  culture)  but  was 
regained  in  vivo  (homologous  transplantation).  The 
results  emphasize  the  usefulness  of  this  experimental 
model  for  studying  some  aspects  of  tissue  antigen- 
icity, particularly  as  it  relates  to  PACA.  This  research 
supported  by  grants  CA36727  from  NCI/NIH,  and 
SIG-16  from  the  American  Cancer  Society. 


THE  KINETICS  OE  CHEMICAL  REACTION  OE 
TOSYLATED  N-NlTROSO-BIS(2-HYDROXYPRO- 
PYL)  AMINE  (BHP)  and  H^O.  Bartzatt,  Ronald,  and 
Nagel,  Donald  L.  Eppley  Cancer  Institute,  Omaha, 
NE  68105,  USA. 

Previous  work  has  shown  that  tosylates  of  (3- 
hydroxylated  nitrosamines  will  solvolyze  rapidly  and 
may  serve  as  useful  models  for  (3-sulfated  nitrosam- 
ines which  may  be  activated  intermediates  involved 
in  nitrosamine  carcinogenesis.  This  work  studies  the 
chemical  reaction  of  tosylated  BHP  and  H^O  using 
acetonitrile  as  solvent.  The  distinct  nitroso  absorption 
peak  at  360  nm  was  monitored  for  degradation  of 
tosylated  BHP.  Absorbance  data  thus  gathered  was 
analyzed  by  the  Cornell  Method,  a nonitertive  algo- 
rithm, for  rate  constants  and  rate  equation.  The  rate 
equation  could  fit  a straight  second  order  description 
or  a mixed  order  equation  with  the  second  order 
contribution  more  important  in  the  initial  period  of 
reaction.  The  products  of  the  reaction  were  identi- 
fied by  gas  chromatography,  infrared  red  spectros- 
copy, UV  spectroscopy,  and  C.C.-mass  spectrome- 
try. Products  identified  were  p-toluene  sulfonic  acid, 
acetone,  and  isopropanol.  Other  investigators  have 
shown  that  tosylated  derivatives  of  (3-hydroxylated 
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nitrosamines  are  direct  acting  mutagens.  Further 
work  must  be  done  to  investigate  this  observation. 
This  research  supported  by  grants  355-32-0161, 
CA36727,  and  SIC-16. 


IMMUNOLOGICAL  RECONSTITUTION  AFTER 
TRANSPLANTATION  OF  PERIPHERAL  BLOOD 
DERIVED  HEMATOPOIETIC  STEM  CELLS.  Crouse, 
D.A.,  Krauter,  L.,  Shinn,  M.K.  and  Perry,  C.A.  Uni- 
versity of  Nebraska  Medical  Center,  Omaha,  NE 
68105. 

In  addition  to  bone  marrow  transplantation  (BMT), 
the  use  of  autologous  peripheral  blood  stem  cell 
transplantation  (PSCT)  has  become  an  important 
clinical  therapeutic  option.  Such  transplants  may  be 
necessary  when  the  marrow  has  been  compromised 
by  prior  radiation  exposure  or  by  the  presence  of 
metastatic  tumor.  In  these  studies  we  compared  the 
immunological  reconstituting  capacity  of  peripheral 
blood  stem  cells  to  bone  marrow  stem  cells  obtained 
from  the  same  BDF^  mice.  Syngeneic  recipient  mice 
were  lethally  irradiated  (10.5  Cy  of  *"°Co)  24  hours 
prior  to  transplantation.  The  number  of  cells  trans- 
planted to  each  group  was  adjusted  to  provide  an 
approximately  equal  number  of  spleen  colony  form- 
ing stem  cells.  Recovery  of  the  immune  system  in 
BMT  vs.  PSCT  mice  was  assessed  by  evaluating  the 
surface  phenotype  frequency  and  functional  charac- 
teristics of  splenic  lymphocytes  at  21  and  30  days 
post-transplantation.  Overall  survival  at  30  days  in 
both  transplanted  groups  was  comparable.  Results 
demonstrated  that,  in  BMT  recipients,  the  relative 
frequency  of  splenic  B cells  (1 4.8^,  IgM^,  and  IgC^) 
was  not  significantly  different  from  normal  values  at 
21  days  (32.4%  vs.  30.7%),  while  the  same  popula- 
tions in  PSCT  recipients  were  significantly  lower  than 
control  or  BMT  mice  (6.6%  vs.  30.7%).  At  30  days 
after  therapy,  neither  group  was  significantly  differ- 
ent from  controls  (PSCT=32. 2%;  BMT=39.1%;  Con- 
trol  = 30.7%).  B cell  responses  to  the  mitogen  LPS 
reflected  splenic  B cell  frequencies,  with  a significant 
reduction  in  responsiveness  observed  in  the  PSCT 
group  at  21  days,  and  no  differences  compared  to 
controls  for  either  group  at  30  days.  Repopulation  of 
the  splenic  T cell  compartment  (Thy-1  Ly-1  ^ Lyt- 
2^  and  L3T4"  cells)  was  incomplete  in  both  groups 
compared  to  controls  at  both  21  and  30  days  post- 
treatment. In  addition,  the  proportion  of  Lyt-2^  sup- 
pressor/cytotoxic T cells  was  significantly  greater  in 
the  PSCT  group  compared  to  the  BMT  group  (6.3% 


vs.  3.3%)  at  21  days.  No  significant  differences  were 
observed  between  PSCTand  BMT  mice  in  response 
to  the  mitogens  Con-A  and  PHA  at  either  21  or  30 
days.  These  results  suggest  that  BMT  may  give  rise  to 
better  initial  B cell  colonization,  while  PSCT  may  lead 
to  earlier  reconstitution  of  some  T cell  populations, 
and  would  support  the  hypothesis  that  a combina- 
tion of  bone  marrow  and  peripheral  blood  derived 
stem  cells  may  be  more  effective  in  immune  recon- 
stitution than  either  therapy  alone.  (Supported  by 
Nebraska  Dept.  Health  LB506  grant  89-1  5). 


COLLECTION  AND  SUCCESSFUL  ALLOGENEIC 
TRANSPLANTATION  OF  HUMAN  PERIPHERAL 
BLOOD  STEM  CELLS.  Smith  D.M,*,  Kessinger  A.*. 
Law  P.^.  Dooley  D.C.^,  Strandjord  S.E.*.  Coccia 
P.F.*.  Weisenburger  D.D.*.  Warkentin  P.l.*,  Land- 
mark I.D.**.  Meryman  H.T.^  and  Armitage  1.0. * 

^American  Red  Cross  Holland  Laboratory, 
Rockville,  Maryland;  ^University  of  Nebraska  Medi- 
cal Center,  and  **American  Red  Cross  Midwest 
Region,  Omaha,  Nebraska. 

The  collection  and  T cell  depletion  (TCD)  of  pe- 
ripheral blood  (PB)  stem  cells  (SC)  for  allogeneic 
transplantation  is  described.  Following  leukapheresis 
in  the  Haemonetics  V50,  mononuclear  cells  (NMC) 
were  purified  on  ficoll-metrizoate  gradients  using  the 
same  collection  bowl  and  tubing  set  in  the  V50.  TCD 
was  achieved  by  E-rosetting  and  Percoll  density 
gradient  fractionation.  The  resulting  T cell  depleted 
MNC  (T-MNC)  were  cryopreserved.  Table  1 shows 
the  number  of  apheresis  sessions  (N),  as  well  as  the 
meanj+SEM  of  MNC,  T-MNC  and  CFU-CM  isolated 
per  session.  MNC  yield  was  81  %^5  of  the  apheresis 
product.  CFU-CM  recovery  was  82%:f1 3 after  TCD. 
T-MNC  from  Donor  C were  transplanted  to  an  HLA- 
matched  sibling  with  acute  lymphocytic  leukemia  in 
third  remission.  PB  granulocytes  reached  500/ul  on 
day  1 1 . The  cells  were  of  donor  origin.  The  patient 
died  of  fungal  sepsis  on  day  32.  We  conclude  that 
large  scale  preparation  of  T cell  depleted  PBSC  can 
be  achieved  reliably  and  consistently.  Engraftment  of 
PBSC  in  an  allogeneic  recipient  was  documented. 

Table  1.  Collection  and  T cell  depletion  of  PBSC: 

Donor  N MNCxlO^  T cell  depletion  T'MNCxloS  CFU-GMxIQS 
A 10  4. 9+0. 7 97.37.+0.6  1.3+0. 4 4.9+1. 1 

B 11  5. 3+0. 3 97.67.+0.6  1. 9+0.1  5. 4+0. 4 

C 10  11.5+1.0  95.6%+1.2  2. 5+0. 3 16.5+6.3 
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RECOVERY  OE  PERIPHERAL  BLOOD  STEM  CELLS 
(PBSC)  AND  DEPLETION  OF  ERYTHROCYTES  BY 
ELUTRIATION  OR  DENSITY  GRADIENT  SEPARA- 
TION. DM  Smith*.  A Kessinger*.  ID  Landmark*.  IQ 
Armitage,  DP  Weisenburger. 

Toxicity  related  to  the  reinfusion  of  PBSC  is  re- 
lated to  the  volume  (mean,  1206  ml),  dimethylsul- 
foxide  content,  and  erythrocyte  content  of  the  apher- 
esis  products.  We  have  previously  found  that  elutria- 
tion  using  the  Haemonetics  model  V-50  lymphocyte 
surge  protocol  is  unsatisfactory  for  the  collection  of 
PBSC.  We  have  modified  the  protocol  to  increase  the 
efficiency  of  mononuclear  cell  (MNC)  recovery  and 
erythrocyte  depletion,  and  report  a comparison  of 
this  method  with  a Eicoll-diatrizoate  (ED)  method  for 
the  processing  of  PBSC.  Ten  patients  had  a total  of 
106  PBSC  apheresis  products  collected  and  alter- 
nately processed  with  either  the  ED  orelutriation  (EL) 
methods.  The  recoveries  are  listed  below: 


•/.  Recovery 

N 

MNC 

CEU-GM 

BFU-E 

Pits 

RBCs 

FD 

55 

95  + Z 

113  + 10 

118  + 8 

77  + 4 

5 + 2 

EL 

51 

91+2 

135  + 21 

109  + 11 

87  + 3 

25  + 2 

X + SEM 


Both  procedures  give  good  recovery  of  MNC  and 
progenitors  cells.  RBC  depletion  is  substantial  using 
either  procedure,  but  is  significantly  better  with  ED. 
(p  <.001 ).  Elutriation  requires  less  time  to  perform, 
no  gradient  material  needs  to  be  removed,  and 
erythrocytes  and  platelets  are  returned  to  the  patient. 
We  are  now  conducting  a trial  of  the  use  of  this 
elutriation  method  for  the  collection  of  PBSC. 


LOW  MOLECULAR  WEIGHT  CADMIUM-BIND- 
ING PROTEINS  IN  MOUSE  PLACENTAL  CYTOSOL. 
Thomas,  D.J.,  Johnson,  B.K.,  and  O'Cara,  T.S.,  Depts. 
Peds.  and  Pharmaceut.  Sci.,  Univ.  Nebraska  Med. 
Center,  Omaha,  NE. 

Cadmium,  a nonessential  metal,  is  present  in 
tobacco  and  accumulates  in  the  placenta  during 
pregnancy.  Little  is  known  about  the  kinetics  of  Cd 
accumulation  in  the  placenta  or  about  its  intracellular 
fate.  The  present  study  examined  the  binding  of  Cd 
to  soluble  proteins  in  placentas  of  C57BL/6  and  NAW 
mice  that  received  ip  injections  of  1 mg  of  Cd  per  kg 
on  gestational  day  1 4.  Mice  were  killed  24  hours  after 
treatment  and  maternal  liver  and  placenta  processed 


to  prepare  104,000  xg  supernate  (cytosol).  Super- 
nates  were  chromatographed  on  a Sephadex  C-7S 
gel  and  eluate  fractions  collected  for  Cd  analysis  by 
atomic  absorption  spectrophotometry.  Two  peaks  of 
Cd  were  found  in  the  elution  profile  for  maternal  liver 
cytosols  from  Cd-treated  C57BL/6  and  NAW  mice. 
The  second  and  larger  Cd-containing  peak  had  an 
apparent  molecular  weight  of  1 0 to  1 2 kD.  Cd  con- 
centration in  placental  cytosol  was  lower  than  that 
found  in  maternal  liver  cytosol.  The  chromatogra- 
phic profile  in  placental  cytosol  also  exhibited  two 
Cd-containing  peaks.  The  second  peak  which  had  an 
apparent  molecular  weight  of  10  to  12  kDa  ac- 
counted for  the  majority  of  the  Cd  in  the  placental 
cytosol.  Thus,  Cd  treatment  of  pregnant  C57BL/6 
and  NAW  mice  results  in  the  appearance  of  a low 
molecular  weight  Cd-binding  protein  in  maternal 
liver  and  in  the  placenta.  Similarities  of  mass,  spectral 
characteristics  and  heat  stability  suggest  the  identity 
of  the  placental  Cd-binding  protein  with  metal- 
lothionein.  The  kinetics  of  Cd  distribution  may 
underlie  differences  in  the  amount  of  this  protein  in 
maternal  liver  and  placenta. 


GAMMA  INTERFERON  TREATMENT  INHIBITS 
INTERLEUKIN-2  ENHANCEMENT  OF  NATURAL 
CYTOTOXICITY.  Tempero  M,  Kay  HD,  Sivinski  CL, 
and  Klassen  L.  Omaha  VA  and  Univ.  of  Neb.  Medical 
Centers,  Omaha,  NE  68105. 

Interleukin-2  (IL-2)  can  boost  natural  cytotoxic 
(NC)  activity  and  induce  lymphokine  activated  killer 
cells.  Gamma  interferon  (4F)  can  activate  macroph- 
ages, stimulate  IL-2  production  and  possibly  induce 
expression  of  lL-2  receptors  on  suppressor  T cells.  Ex- 
posure of  human  lymphocytes  to  both  lymphokines 
might  produce  synergistic  tumoricidal  effects.  We 
studied  the  effects  of  various  doses  of  recombinant. 
4F  (Biogen)  and  IL-2  (Cetus)  on  cytotoxic  function  of 
human  lymphocytes  against  SW1116,  a colorectal 
carcinoma  cell  line  susceptible  to  both  NC  and 
antibody  dependent  cellular  cytoxicity  (ADCC).  A 
standard  Cr^^  release  assay  was  used  with  various 
effector  to  target  ratios  and  all  data  were  transformed 
into  lytic  units  (LU  20%).  4F  doses  of  20-5000  u/ml 
modestly  increased  NC  (1-12  fold)  measured  daily 
for  5 days.  These  effects  were  not  dose  or  time 
dependent.  IL-2  doses  of  50-10,000  u/ml  markedly 
increased  NC  (4-88  fold)  and  maximum  effects  were 
apparent  with  doses  of  500-1 000  u/ml  at  48  hours. 
No  enhancement  of  ADCC  was  seen.  Surprisingly, 
an  additive  or  synergistic  effect  of  4F  and  IL-2  expo- 
sure did  not  occur;  in  fact,  NC  in  presence  of  both 
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lymphokines  was  diminished  compared  to  results 
with  IL-2  exposure  alone.  Sample  data  (LU  20%)  for 


4 donors  is  shown  below: 
1 

2 

TC-10  (control) 

15 

6 

It 

7 

'TIP  20  u/ml 

29 

8 

9 

10 

IL-2  200  u/ml 

68 

56 

65 

t|8 

-rIF  + IL-2 

H8 

39 

26 

32 

The  mechanism  leading  to  this  paradoxical  effect 
is  unclear  and  needs  further  evaluation.  Care  should 
be  used  in  planning  clinical  trials  with  combinations 
of  lymphokines.  Supported  by  LB506  Grant  #88-51 . 


DATA-BASED  INTERVENTIONS  IN  CANCER  CON- 
TROL. Wright,  G.,  Ward,  K.,  Roberts,  J.,  Wiebers,  E., 
Rettig,  B.,  Palm,  D.  Nebraska  Department  of  Health, 
Lincoln,  NE.  68509. 

The  Nebraska  Department  of  Health  is  one  of 
seven  states  to  be  awarded  a grant  for  planning,  im- 
plementing, and  evaluating  a statewide  cancer  pre- 
vention and  control  program.  The  purpose  of  the 
grant  is  to  enable  health  agencies  at  the  state  level  to 
utilize  existing  data  within  the  state  to  direct  planning 
and  execution  of  cancer  control  intervention  pro- 
grams. The  five  year  grant  is  divided  into  three 
phases.  Phase  I (1  year)  allows  for  the  identification 
and  evaluation  of  existing  data  sources  to  identify  the 
cancer  problems  and  priorities  in  the  state.  Phase  II 
(2  years)  allows  for  initiation  of  new  cancer  preven- 
tion and  control  programs,  based  on  the  findings  of 
phase  I.  Phase  III  (2  years)  will  allow  fora  process  and 
outcome  evaluation  of  phases  I and  II.  Priority  areas 
addressed  by  the  grant  are  breast  and  cervical  cancer 
detection;  access  to  state-of-the-art  treatment;  envi- 
ronmental/occupational exposure  reduction;  diet 
modification;  and  prevention  of  tobacco  use. 

Based  on  the  data  analyzed  during  phase  I of  the 
grant,  intervention  programs  will  be  implemented  to 
achieve  the  following  goals:  (A)  Reduce  the  inci- 
dence of  breast  and  cervical  cancer  at  the  invasive 
stages  by  increasing  utilization  and  quality  of  detec- 
tion services.  (B)  Increase  the  number  of  Nebraska 
citizens  who  are  aware  of  the  availability  and  effec- 
tiveness of  state-of-the-art  cancer  treatment.  (G) 
Decrease  the  number  of  Nebraskans  who  use  to- 
bacco and  who  are  exposed  to  second-hand  smoke. 
(D)  Reduce  exposure  of  Nebraska  citizens  to  radon 
by  improving  testing  capabilities.  (E)  Improve  the 


quality  of  data  available  from  the  Nebraska  Cancer 
Registry.  (E)  Improve  the  ability  of  the  NDOH  to 
respond  to  potential  cancer  clusters  and  increase 
public  knowledge  related  to  this  issue.  This  research 
supported  by  grant  #CA4657402  from  the  National 
Cancer  Institute. 


REDUCED  METASTATIC  CAPABILITY  OF  LECTIN- 
RESISTANT  MOUSE  MAMMARY  TUMOR  CELLS. 
Chaney,  William*,  and  Scholar,  Eric#  Depts.  of 
Biochemistry*  and  Pharmacology#,  University  of 
Nebraska  Medical  Center,  Omaha,  NE. 

The  mouse  mammary  tumor  cell  line  168.1, 
derived  from  a primary  breast  tumor  by  Heppner  and 
colleagues,  has  been  used  to  investigate  the  role  of 
cell  surface  oligosaccharides  in  the  formation  of 
metastatic  lung  lesions  after  i.v.  injection  of  tumor 
cells.  Cells  were  treated  with  a cytotoxic  concentra- 
tion of  the  plant  lectin  L-PHA.  Colonies  resistantto  L- 
PHA  mediated  cytotoxicity  were  subcloned  and  the 
ability  to  form  lung  tumors  after  i.v.  injection  was  de- 
termined. L-PHA  resistant  colonies  showed  a reduc- 
tion in  lung  tumors  (from  9 to  4 colonies  per  1 0^  cells 
injected.)  These  cell  lines  failed  to  synthesize  cell 
surface  oligosaccharides  capable  of  binding  to  L- 
PHA,  as  analyzed  by  Western  blot  analysis.  Prelimi- 
nary analysis  indicated  that  they  are  unable  to  add 
galactose  to  cell-surface  oligosaccharides.  A rever- 
tant  to  the  parental  lectin-resistance  phenotype 
showed  a metastatic  capability  identical  to  that  of  the 
168.1  parent,  demonstrating  that  the  reduction  of 
metastatic  capability  was  associated  with  the  altera- 
tions in  cell-surface  oligosaccharides.  This  research 
supported  by  grant  88-06  from  the  Nebraska  Dept, 
of  EHealth. 


ROLE  OF  DNA  METHYLATION  AND  TRANS-ACT- 
INC  PROTEINS  IN  REGULATING  THE  EXPRESSION 
OF  GONADOTROPIN  GENES  IN  TUMOR  CELLS. 
Cox,  C.  S.,  Cosgrove,  D.  E.,  Sullivan,  T.  T.,  and  Haas, 
M.  J.,  Dept.  Biochem.,  UNMC,  Omaha,  NE  68105. 

The  glycoprotein  hormone  common  a-subunit 
(CPH-a)  is  produced  by  trophoblastic  tumor  cell 
lines  (e.g.,  JEG-3,  choriocarcinoma)  as  a eutopic 
product  and  by  nontrophoblastic  tumor  lines  (e.g., 
HeLa,  cervical  carcinoma)  as  an  ectopic  product. 
Using  the  methylation-sensitive  restriction  endonu- 
clease Hpa  II,  we  have  determined  that  the  a-subunit 
gene  is  hypermethylated  in  a variety  of  tumor  cell 
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lines  and  HeLa  clones  where  the  gene  is  expressed  at 
high  levels  and  is  hypomethylated  where  the  gene  is 
inactive  or  expressed  at  low  levels.  Remethylation  of 
the  CPH-a  locus  in  HeLa  2.1  cells  (low  producer) 
after  treatment  with  5-azacytidine  is  associated  with 
a 4-fold  increase  in  a-subunit  production.  Steady- 
state  levels  of  a-subunit  mRNA  are  increased  in 
HeLa  but  not  JEC-3  cells  by  protein  synthesis  inhib- 
itors such  as  cycloheximide  (CHX)  and  puromycin. 
The  magnitude  of  a-subunit  induction  by  CHX  is  ap- 
proximately 5-fold  greater  in  cell  lines  with  hypom- 
ethylated a-subunit  sequences.  Nuclear  extracts  from 
HeLa  but  not  JEG-3  cells  contain  a protein  (M^ 
50,000)  that  binds  a 1 .6  kbp  DNA  fragment  located 
5'  proximal  to  and  including  the  cap  site.  It  does  not 
bind  a more  distal  4 kbp  fragment  or  a-subunit 
cDNA.  The  p50  protein  decreases  in  CHX-treated 
cells  with  kinetics  comparable  to  those  of  a-mRNA 
induction.  Together,  these  results  suggest  a model  for 
the  ectopic  production  of  a-subunit  in  which  expres- 
sion of  the  gene  is  regulated  (at  least  in  part)  by  a 
protein  "repressor",  present  in  nontrophoblatic  but 
not  in  trophoblastic  tumors,  that  binds  less  readily  to 
methylated  DNA  and  that  turns  over  rapidly  follow- 
ing the  inhibition  of  protein  synthesis.  A possible 
candidate  for  this  activity  is  p50.  Supported  by  Nebr. 
Dept.  Health  Grant  88-07. 


REGULATION  OF  HUMAN  CYPI A1  GENE  EXPRES- 
SION. Hines,  R.N.,  Minehart,  E.,  Pasanen,  M.,  and 
Autrup,  H.  Eppley  Inst.  Cancer  Res.,  U.  Nebraska. 
Med.  Ctr,  Omaha,  NE  68105  and  Fibiger  Inst.,  DK- 
2100  Copenhagen,  Denmark. 

The  CYPI  A1  gene  product,  cytochrome  P450IA1 
(IA1)  is  intimately  involved  in  the  metabolic  activa- 
tion of  many  procarcinogenic  polycyclic  aromatic 
hydrocarbons  (PAH).  Although  the  CYP1A1  gene  is 
normally  silent,  exposure  to  many  of  these  same  PAH 
results  in  an  elevated  expression  of  the  gene;  a proc- 
ess controlled  primarily  at  the  level  of  transcription. 
Previous  work  has  identified  multiple  cis-regulatory 
elements  on  the  human  CYP1A1  gene,  including 
those  that  respond  to  PAH,  a negative  regulatory 
element  (NRE),  and  a potentiating  glucocorticoid  re- 
sponsive element.  To  further  characterize  the  NRE,  it 
has  been  cloned  5'  to  both  the  SV40  and  HSV  tk 
promoters  which  in  turn  direct  the  transcription  of 
the  chloramphenicol  acetyl  transferase  reporter  gene. 
Both  promoters  are  missing  their  normal  enhancer 
sequences.  When  introduced  into  the  human 
hepatoma  cell  line,  HepG2,  and  examined  by  tran- 
sient expression  assays,  little  or  no  down-regulation 


of  either  promoter  was  observed.  Studies  are  cur- 
rently underway  to  evalute  the  effect  of  placing 
known  enhancers  in  these  same  constructs.  We  have 
also  observed  a direct  correlation  between  the  pres- 
ence of  a functional  estrogen  receptor  and  an  induc- 
ible-IAI  phenotype  in  several  human  breast  tumor 
cell  lines.  Further  studies  in  the  MCF-7  cell  line  has 
demonstrated  a biphasic  effect  of  estradiol  on  the 
PAH  induction  of  the  IA1  gene  with  stimulation  being 
observed  with  estradiol  concentrations  below  0.1 
nM.  No  consensus  sequence  for  the  ERE  is  present  in 
the  CYP1A1  gene,  suggesting  that  the  observed 
response  is  most  likely  via  an  indirect  mechanism. 
Supported  by  PH5  grant  ES03832,  CA36727,  and 
ACS  grant  SIG-16. 


ROLES  OF  A 67  kDa  POLYPEPTIDE  IN  REGULA- 
TION OF  PROTEIN  SYNTHESIS  IN  ANIMAL  CELLS. 
Datta,  B.,  Ray,  M.,  Chakrabarti,  D.  and  Gupta,  N.K., 
Univ.  of  Neb.,  Lincoln,  68588-0304. 

We  have  previously  reported  that  an  elF-2  associ- 
ated 67  kDa  polypeptide  is  required  to  reverse 
protein  synthesis  inhibition  in  heme-deficient  reticu- 
locyte lysate  as  this  67  kDa  polypeptide  protects  elF- 
2 a-subunit  from  phosphorylation  by  elF-2  kinases 
such  as  HRI  (Heme-Regulated  Inhibitor)  and  dsl 
(Double-Stranded  RNA  Activated  Inhibitor)  (Datta  et 
al.  PNAS  85,  3324  [1 988]).  We  have  studied  the  roles 
of  this  67  kDa  polypeptide  and  elF-2  a-subunit 
phosphorylation  in  regulating  protein  synthesis  using 
different  animal  cells,  in  culture  systems.  The  results 
of  two  sets  of  similar  studies  are:  (1 ) During  lag  phase 
of  HeLa  cell  growth  in  culture,  elF-2  a-subunit  was 
highly  phosphorylated  and  the  extent  of  such 
phosphorylation  significantly  decreased  during  ex- 
ponential growth.  On  the  other  hand,  the  elF-2  asso- 
ciated 67  kDa  polypeptide  was  almost  non-existent 
during  the  lag-phase,  but  became  very  prominent 
during  exponential  phase.  (2)  Similarly,  the  presence 
of  the  67  kDa  polypeptide  could  not  be  detected  in 
a quiescent  tumor  hepatoma  cell  (KRC-7).  However, 
significant  amounts  of  the  67  kDa  polypeptide  could 
be  detected  when  the  same  cells  were  later  treated 
with  tumor  promoting  phorbol  ester  (TPA,  12- 
Otetradecanoyl  phorbol  ester).  The  level  oftheelF-2 
a-subunit  was,  however,  the  same  in  both  quiescent 
and  TPA-induced  cells.  Based  on  the  above  observa- 
tions, we  may  suggest  that  protein  synthesis  in  animal 
cells  is  regulated  by  elF-2  kinases  and  also  by  the  level 
of  the  elF-2  associated  67  kDa  polypeptide.  This 
research  supported  by  a Nebraska  State  Grant  and  a 
NIGMS  Grant. 
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CONSTRUCTION  OF  PARVOVIRUS  VECTORS  FOR 
GENE  TRANSFER  IN  HUMANS.  Rhode,  Solon.,  The 
Eppley  Institute,  UNMC. 

Several  of  the  autonomous  parvoviruses  replicate 
in  human  cells,  but  they  are  not  pathogenic  or  onco- 
genic in  adults.  These  properties  suggest  that  they 
may  be  useful  as  a vector  for  gene  transfer  into 
humans  and  as  a research  tool.  I have  used  an  infec- 
tious clone  of  the  parvovirus  Lulll  to  define  a number 
of  steps  in  the  replication  of  viral  DNA.  With  this 
system,  reombinant  viral  genomes  were  constructed 
that  can  be  propagated  as  virus  and  express  a foreign 
gene  in  infected  cells.  Evidence  will  be  presented  that 
excision  of  viral  sequences  from  a plasmid  requires 
the  viral  early  gene  product  NS1  and  the  cooperation 
of  a DNA  polymerase  sensitive  to  the  inhibitor  pol  a. 
The  problems  facing  further  development  of  this 
vector  system  will  be  discussed. 

This  research  supported  by  grant  89-50  from  the 
Nebraska  Department  of  Health, 


RECEPTORS  FOR  TRANSFORMING  GROWTH 
FACTOR  TYPE-f^  (TCF-ff),  PLATELET-DERIVED 
GROWTH  EACTOR  (PDGF),  FIBROBLAST 
GROWTH  FACTOR  (FGF),  AND  EPIDERMAL 
GROWTH  FACTOR  (EOF)  ARE  REGULATED  BY 
CELL  DENSITY.  A.  Rizzino,  G.  Veomett,  P.  Kazakoff. 
Eppley  Institute  for  Research  in  Cancer,  Univ.  Neb. 
Med.  Ctr.,  Omaha,  NE  68105. 

We  have  previously  shown  that  the  binding  of 
TGF-(1,  PDGF,  FGF  and  EGF  decreases  as  cell  density 
increases.  The  reduction  in  the  TGF-fi  binding  has 
been  observed  in  numerous  cell  lines  and  is  due  to  a 
reduction  in  the  number  of  TGF-(5  receptors.  To 
better  understand  the  effect  of  cell  density  on  growth 
factor  receptors,  we  examined  the  effect  of  cell 
density  on  EGF  and  FGF  receptors  in  further  detail. 
We  now  report  that  the  binding  of  EGF  to  5 cell  lines 
decreases  as  cell  density  increases.  In  each  of  these 
5 cell  lines,  the  decrease  in  EGF  binding  is  due  to  a 
reduction  in  the  number  of  EGF  receptors.  Similarly, 
we  have  determined  in  3 different  cell  lines  that  the 
number  of  high  affinity  FGF  receptors  decreases  as 
cell  density  is  increased.  It  is  evident  from  our 
findings  that  increases  in  cell  density  exert  a general 
effect  on  at  least  four  different  growth  factor  recep- 
tors and  we  refer  to  this  phenomenon  as  density- 
induced  down  regulation  of  growth  factor  receptors. 
Our  studies  also  indicate  that  the  changes  in  growth 
factor  binding  are  not  due  to  changes  in  cell  size, 


changes  in  the  cell  cycle  distributions  of  the  cells,  or 
the  release  of  diffusible  competing  factors.  Overall, 
these  findings  are  likely  to  have  significant  impact  on 
several  aspects  of  cell  biology:  understanding  growth 
factor  receptor  regulation,  estimations  of  the  num- 
bers of  growth  factor  receptors,  and  understanding 
the  reduction  in  growth  rate  that  occurs  as  cell 
density  increases.  (This  work  was  supported  by  grants 
from  the  Nebraska  Department  of  Health.) 


HORMONAL  REGULATION  OF  CELL  PROLIFERA- 
TION AND  GENE  EXPRESSION  IN  GH4C1  PITUI- 
TARY TUMOR  CELLS.  Shull,  James  D.,  and  Beams, 
Faith  E.  Eppley  Institute  for  Research  in  Cancer,  Uni- 
versity of  Nebraska  Medical  Center,  Omaha,  NE 
68105. 

We  have  previously  shown  that  estrogen  stimu- 
lates prolactin  (PRL)  gene  transcription  in  vivo  through 
both  direct  and  indirect  mechanisms.  Preliminary 
data  from  our  lab  suggest  that  progesterone  interacts 
with  estro-gen  in  this  regulation.  Therefore,  we  are 
using  GH4C1  cells,  a prolactin  synthesizing  pituitary 
tumor  cell  line  that  resembles  the  normal  pituitary 
lactotroph  in  its  responsiveness  to  many  hormones, 
as  a model  to  examine  the  interactions  between 
estrogen  and  progesterone  that  occur  at  the  level  of 
the  pituitary.  Following  5 days  of  treatment,  the  most 
obvious  response  of  GH4C1  cells  to  1 7p-estradiol 
(E2)  was  a 5 to  10-fold  increase  in  cell  number,  as 
evidenced  by  increases  in  cellular  protein  and  DNA. 
Estrogen  treatment  also  increased  the  levels  of  PRL 
mRNA,  growth  hormone  mRNA,  and  fl-actin  mRNA. 
However,  following  normalization  of  the  various 
mRNA  levels  for  cell  number  or  cellular  protein,  only 
the  level  of  PRL  mRNA  was  significantly  increased  by 
E2.  The  antiestrogen  tamoxifen  (TAM)  had  a small 
but  significant  stimulatory  effect  on  GH4C1  cell 
growth,  but  was  equal  to  E2  in  its  ability  to  increase 
the  level  of  PRL  mRNA.  These  responses  to  E2  and 
TAM  were  dependent  upon  the  population  density 
of  the  cells  at  the  time  hormone  treatment  was  initi- 
ated; i.e.,  responsiveness  was  observed  in  cultures 
plated  at  a low  density,  but  was  lost  as  cell  density  was 
increased.  Progesterone,  alone  or  with  E2  had  no 
effect  on  either  cell  growth  or  the  level  of  PRL  mRNA, 
suggesting  that  progesterone  may  not  function  in  the 
regulation  of  PRL  gene  expression  in  vivo  at  the  level 
of  the  anterior  pituitary.  Supported  by  grants  88-47 
and  89-05  R. 
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REGULATION  OF  DNA  REPLICATION  PROTEINS 
BY  PHOSPHORYLATION.  Vishwanatha,  Jamboor  K. 
and  Caruso,  Rhonda.  Department  of  Biochemistry, 
University  of  Nebraska  Medical  Center,  Omaha,  Ne- 
braska. 

Modulation  of  enzyme  activities  by  phosphoryla- 
tion and  dephosphorylation  is  an  important  regula- 
tory process  in  cells.  It  has  been  implicated  in  cell 
growth  control  and  a number  of  proteins  involved  in 
DNA  and  RNA  metabolism  have  been  shown  to  be 
phosphoproteins.  We  are  studying  the  role  of 
phosphorylation  in  the  regulation  of  the  activities 
associated  with  a multiprotein  DNA  polymerase  a 
complex  (Pol  a^.  Among  the  different  activities 
associated  with  pol  a^,  we  find  that  pol  a,  DNA 
primase  and  the  primer-recognition  proteins  are 
phosphorylated  and  are  sensitive  to  dephosphoryla- 
tion by  calf  intestinal  alkaline  phosphatase  (CIAP). 
Activity  of  pol  a on  denatured  DNA  template  that 
depends  on  pol  a as  well  as  primer-recognition 
proteins  is  more  sensitive  to  dephosphorylation  than 
the  activity  on  activated  DNA  that  only  requires  pol 
a.  An  endogenous  protein  kinase  cosediments  with 
the  pol  complex  and  can  rephosphorylate  the  pol 
a that  is  dephosphorylated  by  CIAP.  This  re- 
phosphorylation is  dependent  on  ATP  but  not  GTP. 
The  protein  kinase  activity  is  associated  through 
several  chromatographic  steps  with  pol  a but  can  be 
separated  from  pol  a on  a HA-Ultrogel  column.  The 
protein  kinase  can  phosphorylate  exogenous  sub- 
strates such  as  casein  and  histone.  Its  activity  is  stimu- 
lated in  the  presence  of  spermidine  and  inhibited  in 
the  presence  of  heparin  or  high  salt  concentrations. 
Experiments  are  underway  to  study  the  role  of 
phosphorylation  of  other  pol  associated  activities 
and  to  further  define  the  nature  of  the  endogenous 
kinase  activity.  "This  research  supported  by  grant  no. 
89-68  from  the  State  of  Nebraska  Department  of 
Health." 

MASS  SPECTROMETRY  AS  A TOOL  FOR  STUDY- 
ING THE  REACTIVITY  OF  TOBACCO  COMBUS- 
TION-PRODUCED POLYCYCLIC  AROMATICS 
WITH  BIOMOLECULES.  Cerny,  Ronald  L.,  Hayes, 
Roger  N.  and  Gross,  Michael  L.,  Midwest  Center  for 
Mass  Spectrometry,  Department  of  Chemistry,  Uni- 
versity of  Nebraska-Lincoln,  Lincoln,  NE  68588- 
0304. 

Polycyclic  aromatic  hydrocarbons  (PAH)  present 
in  cigarette  smoke  may  induce  cancer  by  means  of  a 
one-electron  oxidation  process  to  form  reactive  radical 
cations.  The  carcinogenicity  of  benz[a]pyrene  in  its 
binding  to  DNA  by  this  pathway  has  been 
demonstrated.’  Radical  cations  can  be  generated  in 


the  gas  phase  inside  the  source  of  a mass  spectrome- 
ter. By  introducing  cellular  nucleophiles  such  as  nu- 
cleosides or  nucleic  acid  bases,  conditions  can  be  ad- 
justed to  cause  adduct  formation.  In  this  way,  the 
relative  inherent  reactivities  of  PAH  with  various  nu- 
cleophiles can  be  determined.  In  order  to  under- 
stand more  fully  the  chemistry  involved  in  these 
radical  cation  reactions,  it  is  necessary  to  determine 
the  structure  of  the  adducts  formed.  This  is  accom- 
plished by  means  of  tandem  mass  spectrometry. 
Adduct  formation  has  been  demonstrated  with  the 
radical  cations  of  PAH  such  as  anthracene  and 
benz[a]pyrene  with  nucleophiles  such  as  pyridine. 
We  have  developed  a high  pressure  fast  atom  bom- 
bardment (FAB)  source  that  allows  us  to  study  ad- 
ducts formed  between  involatile  nucleosides  as  the 
nucleophiles  and  PAH.  Preliminary  results  indicate 
that  guanosine  is  the  preferred  DNA  base  for  attack 
of  the  PAH  radical  cations.  Details  of  these  experi- 
ments and  a rough  reactivity  scale  for  both  cellular 
nucleophiles  and  PAH  will  be  presented. 

1.  Rogan,  E.G.,  Cavalieri,  E.L.,  Tibbels,  S.R.,  Cre- 
monesi,  P.,  Warner,  C.D.,  Nagel,  D.L.,  Tomer,  K.B., 
Cerny,  R.L.,  and  Cross,  M.L.,  J.  Am.  Chem.  Soc.  1 1 0, 
4023-4029  (1988). 

This  research  supported  by  Grant  89-23  from  the 
Nebraska  Department. 


RELATIONSHIP  OF  ACROLEIN  TO  CIGARETTE 
SMOKING-INDUCED  BLADDER  CANCER.  Smith, 
R.A.,  Williamson,  D.S.,  Lawson,  T.A.,  Sakata,  T., 
Garland,  E.M.,  and  Cohen,  S.M.,  Univ.  Nebraska 
Med.  Ctr.,  Omaha,  NE  68105. 

Cigarette  smoking  and  cyclophosphamide  have 
been  implicated  as  causative  agents  in  bladder  can- 
cer. Acrolein,  a constituent  of  cigarette  smoke  and  a 
metabolite  of  cyclophosphamide  is  an  environmental 
contaminant  and  a bacterial  mutagen.  Acrolein  causes 
mutation  (expressed  as  6-thioguanine  resistance)  in 
cultured  mammalian  cells.  The  effect  is  dose  de- 
pendent and  is  greatly  reduced  when  cells  are  ex- 
posed to  acrolein  in  media  containing  serum.  These 
data  indicate  the  mutagenic  and  cytotoxic  effects  of 
acrolein  are  mediated  by  interactions  with  different 
target  molecules.  Acrolein  induces  hyperplasia  in  rat 
bladder  epithelium  when  given  by  intraperitoneal 
injection.  The  labeling  index  in  rats  given  6 mg/kg  was 
significantly  increased  (p<0.01 ) indicating  that  suffi- 
cient acrolein  reaches  the  bladder  to  induce  hyper- 
plasia following  systemic  administration.  The  interac- 
tion of  acrolein  with  homopolynucleotides  has  been 
investigated  by  use  of  ^^P  Post-labeling  analysis 
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combined  with  2-dimensional  TLC  or  ion-pair  HPLC. 
We  have  detected  three  adducts  in  poly  dC  and  one 
each  in  poly  dA  and  poly  dT.  The  acrolein-adenine 
adduct  has  been  purified  by  HPLC  and  characterized 
by  NMR  as  1 ,N^-propanodeoxyadenosine-5'-mono- 
phosphate.  A 3-N'*-propanodeoxycytidine-5'-mono- 
phosphate  has  been  characterized  after  reaction  of 
acrolein  with  deoxycytidine-5'-monophosphate,  but 
this  adduct  has  not  been  detected  in  poly  dC  incu- 
bated with  acrolein.  The  available  evidence  suggests 
that  acrolein-modified  cytosines  are  lost  from  the 
polynucleotide  by  spontaneous  depyrimidination. 
Experiments  to  characterize  the  adducts  of  guanine 
and  thymidine  are  in  progress.  This  research  sup- 
ported by  grants  from  the  Nebraska  Dept,  of  Health 
87-01  R and  NIH  CA44886. 


"THE  MINNESOTA  SMOKING  PREVENTION  PRO- 
GRAM; DOES  IT  PREVENT  SMOKING  ONSET  OR 
LEAD  TO  CESSATION?"  Hamm,  H.  Norman,  Wat- 
more,  S.  Angela.  Department  of  Psychology,  Univer- 
sity of  N E-Omaha. 

1,320  seventh-graders  from  four  Omaha  public 
schools  participated  in  a pre-  and  post-test  question- 
naire involving  tobacco  usage.  Eollowingthe  pre-test, 
these  students  participated  in  the  six  session  Minne- 
sota smoking  prevention  program  (MSPP),  providing 
the  students  with  the  social  skills  to  resist  the  family, 
peer,  and  social  pressures  known  to  influence  smok- 
ing onset.  Students  in  the  nonexposed,  control  group, 
did  not  receive  the  MSPP  between  Eebruary  and 
May  administrations  of  the  smoking  questionnaire. 
Analyses  indicated  that  approximately  7%  of  those 
sampled  in  both  the  experimental  and  control  groups 
were  regular  smokers;  they  smoked  at  least  one 
cigarette  each  week.  This  overall  percentage  is  con- 
sistant  with  recent  studies  regarding  the  smoking 
patterns  of  American  youth.  However,  the  expected 
sex  difference  of  girls  smoking  more  than  boys,  was 
not  obtained.  Einally,  analysis  performed  on  the 
quitter,  no  change,  and  user  catagories,  in  both 
groups  yielded  a chi-square  of  4.70,  with  a one-tail 
test  probability  of  P less  than  .047.  Hence,  the  MSPP 
did  appear  to  have  a significant  effect  upon  the 
smoking  behavior  of  the  students  in  the  treatment 
group,  but  primarily  due  to  the  fact  that  20  more 
students  decided  to  become  quitters  in  the  experi- 
mental schools  than  in  the  control  schools.  Hence, 
the  present  program  did  not  prevent  students  from 
becoming  new  smokers,  but  rather  encouraged  those 
who  were  already  regular  users  to  give  up  the  habit. 
This  research  supported  by  grant. 


THE  EEEECTS  OE  NICOTINE  ON  BRAIN  NICO- 
TINIC RECEPTORS  AND  BEHAVIOR  RECORDED 
BY  TELEMETRY.  Barbara  J.  Morley,  Department  of 
Biochemistry,  Creighton  University  Medical  School 
and  Boys  Town  National  Institute,  Omaha. 

In  previous  studies,  we  have  demonstrated  that 
the  chronic  administration  of  nicotine  by  subcutane- 
ous injection  or  osmotic  mini-pumps  up-regulates 
the  density  of  nicotinic  acetylcholine  receptors  in  rat 
brain.  In  the  studies  reported  here  we  investigated 
locomotor  activity  and  core  body  temperature  re- 
corded continuously  by  telemetry  in  animals  housed 
individually  in  a termperature-controlled  room  with 
a 12:12  hr  light/dark  cycle.  Chronic  infusion  of 
nicotine  via  mini-pumps  resulted  in  an  immediate  in- 
crease in  locomotor  activity  and  a reversal  of  the 
depressant  effects  of  anesthesia.  The  animals  rapidly 
developed  a tolerance  to  nicotine.  In  experiments  to 
date,  the  withdrawal  of  nicotine  has  not  resulted  in 
a reliable  effect.  The  data  were  subsequently  ana- 
lyzed by  Fourier  analysis.  Preliminary  analyses  indi- 
cates that  nicotine  did  not  affect  the  circadian  rhythm- 
-i.e.,  the  distribution  of  activity'  during  a 24-hr  period. 
The  circadian  rhythm  is  typically  entrained  by  the 
light/dark  cycle.  Information  about  the  light/dark 
cycle  is  relayed  to  the  hypothalamus  through  a direct 
pathway  from  the  retina.  When  untreated  animals 
are  placed  in  continuous  light,  the  circadian  rhythm 
is  disrupted.  This  information  is  believed  to  be 
modulated  by  nicotinic  acetylcholine  receptors  in 
the  hypothalamus.  When  a cholinergic  neurotoxin  is 
injected  into  the  third  ventricle  of  rats,  locomotor 
activity  during  the  dark  cycle  is  decreased  and  the 
circadian  rhyThm  for  locomotor  activity  is  disrupted. 
The  disruption  is  similar  to  that  produced  by  continu- 
ous light  and  hypothalamic  lesions.  The  continuous 
administration  of  nicotine  does  not  reverse  the  ef- 
fects of  either  continuous  light  or  neurotoxin  treat- 
ment. Experiments  are  planned  to  administer  nico- 
tine in  synchrony  with  the  known  fluctuations  in 
nicotinic  receptor  activity  throughout  a 24-hr  period. 
It  is  hypothesized  that  nicotine  may  stabilize  physio- 
logical responses  and  that  the  withdrawal  from  nico- 
tine may  result  in  a de-stabilized  state  that  is  aversive 
to  the  individual,  resulting  in  the  re-establishment  of 
the  smoking  habit.  This  research  supported  by  grant 
87-49. 


ADOLESCENT  CIGARETTE  SMOKING  AND  COG- 
NITIVE DEVELOPMENT.  Newman,  L,  Ph.D.,  Uni- 
versity of  Nebraska-Lincoln,  and  Mohr,  P.,  Ph.D., 
Department  of  Education,  South  Carolina. 

A sample  of  127  seventh  grade  students  corn- 
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pleted  an  assessment  of  cognitive  development  and 
psychosocial  development  and  a self-report  ques- 
tionnaire that  classified  students  by  smoking  status 
and  age  of  smoking  initiation.  Psychosocial  develop- 
ment and  cognitive  development  scores  were  com- 
pared as  dependent  variables  with  smoking  status 
and  age  of  initiation  as  independent  variables. 
Smoking  status  was  significantly  related  to  psychoso- 
cial development  with  nonsmokers  scoring  signifi- 
cantly higher  (more  advanced)  than  smokers.  Smok- 
ing status  and  cognitive  development  scores  were  sig- 
nificantly related,  with  nonsmokers  scoring  signifi- 
cantly higher  (more  advanced).  Age  of  initiation  was 
significantly  related  to  psychosocial  development 
and  cognitive  development,  with  late  initiators  and 
nonsmokers  scoring  significantly  higher.  Age  of  initia- 
tion of  smoking  was  significantly  related  to  cognitive 
development,  with  nonsmokers  scoring  significantly 
higher.  The  apparent  lower  levels  of  cognitive  and 
psychosocial  development  may  contribute  to  the 
failure  of  many  school-based  tobacco  education 
programs.  The  levels  of  instruction  as  well  as  the 
psychosocial  mechanism  used  in  the  group  activities 
in  curricula  may  need  to  be  revised  to  reach  young 
people  already  involved  in  the  smoking  habit.  It  may 
be  unrealistic  for  unitary  classroom  education  pro- 
grams to  serve  both  primary  and  secondary  preven- 
tion purposes  with  equal  effect. 


INHIBITION  OF  CHEMOTACTIC  FACTOR  INACTI- 
VATOR BY  CIGARETTE  SMOKE.  R.  Robbins.  D, 
Daughton,  A.  Thompson.  L.  Allington.  C.  Cossman, 
K.  Haley,  S.  Rennard.  Dept,  of  Int.  Med.,  Omaha  VA 
and  Univ.  Nebr.  Med.  Ctrs.,  Omaha,  NE,  U.S.A. 

Smoking  induced  lung  disease  is  associated  with 
an  influx  of  neutrophils  into  the  bronchial  and  alveo- 
lar structures.  Since  cigarette  smoke  can  activate  the 
complement  system  and  stimulate  alveolar  macro- 
phages to  release  chemotactic  activity  for  neutro- 
phils, these  mechanisms  may  be  important  in  direct- 
ing this  neutrophil  influx.  Both  mechanisms  can  be 
inhibited  by  chemotactic  factor  inactivator  (CEI),  a 
protein  present  in  the  lower  respiratory  tract.  Since 
cigarette  smoke  is  known  to  inhibit  the  function  of 
other  proteins,  one  explanation  for  the  accumulation 
of  neutrophils  in  smoking  induced  lung  disease  might 
be  functional  inhibition  of  CFI.  To  test  this  hypothe- 
sis, cigarette  smoke  was  bubbled  through  a CFI 
solution  and  then  evaluated  for  its  ability  to  inhibit 
C5a  directed  neutrophil  chemotaxis.  The  smoke 
treated  CFI  inhibited  only  36%  of  the  chemotactic 


activity,  but  in  contrast,  CFI  with  air  bubbled  through 
it  inhibited  62%  (p<0.001).  Consistent  with  these 
observations,  bronchial  lavage  from  patients  with 
chronic  bronchitis  secondary  to  cigarette  smoking 
(n  = 21)  had  increased  antigenic  levels  of  CFI  meas- 
ured by  ELISA  compared  to  normal  nonsmoking 
controls  (n  = 12,  91  ±23  vs.  1 1±2  ng/ml,  p<  0.01). 
However,  after  adjusting  to  equal  CFI  concentra- 
tions, partially  purified  CFI  from  bronchial  lavages 
obtained  from  patients  with  chronic  bronchitis  did 
not  inhibit  C5a  directed  neutrophil  chemotaxis  (0  ± 
2%  inhibition),  but  CFI  from  nonsmoking  controls 
did  inhibit  (1 4±3%  inhibition,  p<  0.05).  These  data 
suggest  that  one  mechanism  accounting  for  an  influx 
of  neutrophils  into  the  lung  in  smoke  induced  lung 
disease  may  be  functional  inhibition  of  CFI  by  ciga- 
rette smoke. 


BENZOIA]  PYRENE  (BP)-DNA  ADDUCTS  EORMED 
IN  VITRO  AND  IN  MOUSE  SKIN  IN  VIVO.  Rogan, 
E.,  Bodell,  W.,  Devanesan,  P.,  and  Cavalieri,  E., 
Eppley  Inst.,  Univ.  Neb.  Med.  Ctr.,  Omaha,  NE 
68105  and  Brain  Tumor  Res.  Ctr.,  Univ.  Cal.,  San 
Erancisco,  CA  94143. 

Mechanisms  of  carcinogen  activation  can  be  iden- 
tified by  analysis  of  DNA  adducts.  BP  was  bound  to 
DNA  in  reactions  catalyzed  by  horseradish  peroxi- 
dase (HRP),  and  rat  liver  microsomes  and  nuclei.  BP 
diol  epoxide  (BPDE)  was  reacted  with  DNA.  Swiss 
mice  were  topically  treated  with  BP  for  4 or  24  hr  and 
the  epidermal  DNA  was  isolated.  The  BP-DNA 
adducts  were  analyzed  by  ^^P  post-labeling.  DNA 
was  enzymatically  digested,  ^^P  post-labeled,  and 
the  BP-DNA  adducts  were  resolved  by  2-dimen- 
sional TEC  on  PEI  cellulose  plates.  BPDE  gave  one 
major  adduct,  presumed  to  have  a bond  between  the 
C-1 0 of  BP  and  the  2-NH^  of  dC.  With  HRP,  a major 
adduct  (31  %)  and  five  other  adducts,  each  represent- 
ing 1 0-20%  of  the  detected  adducts,  were  observed. 
No  adduct  resembled  the  predominant  one  formed 
from  BPDE.  When  microsomes  were  used  to  bind  BP 
to  DNA,  the  BPDE  adduct  was  about  55%  of  the 
detected  adducts.  A second  major  adduct  (40%)  was 
observed,  along  with  several  minor  ones.  In  addition 
to  the  BPDE  adduct,  other  adducts  were  formed  by 
microsomes,  including  a minor  one  (2%)  which 
coincided  with  the  major  HRP  adduct.  When  BP  was 
bound  to  endogenous  DNA  in  nuclei,  48%  of  the 
detected  adducts  was  contained  in  the  BPDE  adduct. 
An  adduct  (19%)  was  observed  coinciding  with  the 
major  HRP  adduct  and  a minor  (2%)  microsomal 
adduct.  Another  adduct  (19%)  coincided  with  the 
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second  major  (40%)  microsomal  adduct.  In  mouse 
skin,  the  BPDE  adduct  was  predominant  and  three 
others  coincided  with  major  microsomal  and  nuclear 
adducts.  These  results  indicate  that  mouse  skin,  rat 
liver  microsomes  and  nuclei  catalyze  formation  of 
BP-DNA  adducts  by  both  one-electron  oxidation 
and  monooxygenation.  (USPHS  grant  CA251  76  and 
NIEHS  grant  P42-ES04705) 


FAMILY  STUDIES  OF  SMOKING  ASSOCIATED 
CANCER.  Watson,  Patrice;  Lynch,  Henry  T.;  Read, 
Connie.  Department  of  Preventive  Medicine, 
Creighton  University,  Omaha,  NE  68178. 

Family  history  of  cancer  among  a series  of  pro- 
bands with  cancer  at  various  sites  was  analyzed  to  de- 
termine: 1 ) whether  probands  with  cancer  of  certain 
types  were  more  likely  than  other  probands  to  have 
a family  history  of  smoking  associated  cancer;  and  2) 
whether  there  was  a relationship  between  the  family 
history  of  cancer  at  one  smoking  associated  site  and 
the  family  history  of  cancer  at  another  smoking 
associated  site.  The  family  history  of  cancer  at  a 
particular  site  was  summarized  in  a single  value,  the 
FHZ  score,  which  adjusted  for  the  age,  sex,  year  of 
birth,  and  smoking  history  of  family  members.  FHZ's 
were  calculated  for  cancers  of  the  lung,  uterine 
cervix,  pancreas,  urinary  bladder,  esophagus,  and 
oral  cavity.  No  evidence  was  found  that  probands  of 
any  of  the  three  commonest  types  (ca  of  lung,  colon, 
breast)  were  more  likely  to  have  a positive  family 
history  of  any  of  the  smoking  related  cancers  com- 
pared to  other  probands.  However,  probands  with 
cancer  of  the  urinary  bladder  or  uterine  cervix, 
Hodgkin's  disease,  and  nonHodgkin's  lymphoma 
had  significantly  elevated  FHZ's  for  certau,  smoking 
related  cancers.  Among  the  breast  cancer  cases, 
those  with  a positive  family  history  of  breast  cancer 
were  more  likely  to  have  an  elevated  FHZ  for  urinary 
bladder  cancer.  Evaluation  of  correlations  among 
FHZ  scores  in  the  pooled  series  indicated  a relation- 
ship between  a family  history  of  cervical  and  pancre- 
atic cancer,  and  between  lung  and  esophageal, 
urinary  bladder,  and  oral  cancer.  These  data  enable 
the  generation  of  hypotheses  about  possible  com- 
monality of  the  familial  susceptibility  to  specific  types 
of  smoking  associated  cancers.  This  research  sup- 
ported by  grant  NE  #87-30. 


KNOWLEDGE  AND  ATTITUDES  OF  PARENTS 
WHO  SMOKE  REGARDING  THEIR  CHILDRENS' 
SMOKING  BEHAVIOR.  Stacy,  Richard  D.,  Breen, 
Janis  J.,  Univ.  of  NE  at  Omaha. 

Parents  (who  smoked)  of  6th  graders  were  asked 
to  participate  in  a study  of  parental  and  child  smoking 
behavior.  A total  of  60  families  (parent(s)  and  child) 
were  interviewed.  A parental  questionnaire  was  de- 
veloped to  collect  information  regarding  knowledge 
of  smoking  and  health,  attitudes  about  initiation  of 
smoking  by  their  children,  and  beliefs  about  their 
effectiveness  in  preventing  their  children  from  smok- 
ing. Their  children  completed  a questionnaire  about 
knowledge  of  smoking  and  health,  attitudes  about 
smoking,  current  smoking  behavior,  and  intent  to 
smoke.  Most  parents  plan  to  quit  smoking,  and  most 
were  at  least  50%  sure  that  they  would.  Most  parents 
believe  their  children  don't  smoke,  but  1/3  of  the 
children  have  smoked  at  least  once,  and  one-fourth 
of  the  6th  graders  said  that  one  must  smoke  a lot  of 
cigarettes  to  get  addicted.  Fifty-three  children  denied 
being  pressured  by  friends  to  smoke  but  1 7 have  best 
friends  who  have  tried  smoking  and  one-half  do  most 
things  their  friends  do.  Most  of  the  parents  think  that 
smoking  parents  should  make  extra  efforts  to  help 
their  children  not  smoke.  About  half  of  the  parents 
believe  they  have  the  ability  to  prevent  their  child 
from  smoking  and  most  have  talked  to  their  child  at 
least  once  about  smoking.  About  two-thirds  were 
unsure  if  their  child  would  become  a smoker.  Almost 
all  of  the  children  said  they  do  not  intend  to  smoke. 
This  research  supported  by  grant  89-02BR. 


THE  INHIBITION  OF  N-NITROSO-N-METHY- 
LUREA-INDUCED  DNA  METHYLATION  BY  EL- 
LACIC  ACID.  Mishra,  N.,  Wilson,  T.,  and  Cold,  B., 
Eppley  Institute  for  Research  in  Cancer  and  Allied 
Diseases,  University  of  Nebraska  Medical  Center, 
Omaha,  NE  681 05. 

Ellagicacid  (EA)  is  a naturally  occurring  constituent 
of  soft  fruits,  nuts  and  vegetables  that  has  proven  to 
be  effective  in  inhibiting  the  in  vitro  genotoxicity  and 
in  vivo  the  oncogenicity  of  several  classes  of  carcino- 
gens. The  inhibition  of  N-methyl-N-nitrosourea 
(MNU)-induced  DNA  methylation  by  EA  is  some- 
what selective  for  O'" -guanine  and  duplex  DNA.  We 
have  previously  proposed  that  the  inhibitory  effect  of 
EA  results  from  its  affinity  binding  to  DNA  and  the 
resulting  masking  of  adduction  sites.  To  quantita- 
tively address  the  DNA  affinity  binding  properties  of 
EA  and  its  in  vivo  bioavailability,  the  synthesis  of  ['‘'C] 
EA  was  initiated.  The  synthesis  involves  the  reaction 
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of  [^■’C]  COj  with  metalated  3,  4,  5-trimethoxyben- 
zene  followed  by  deprotection  to  afford  [’“’C-car- 
boxyl]  gallic  acid.  The  gallic  acid  is  then  oxidized  by 
K^SjOg  in  acetic  acid  to  yield  EA.  Purification  of  EA 
involves  conversion  into  the  tetraisobutyrate  and 
chromatographic  separation  to  remove  the  contami- 
nating side-product,  flavellagic  acid.  In  addition  to 
the  above  synthetic  work,  the  effect  of  EA  on  the  full 
spectrum  of  methylated  DNA  adducts  was  studied 
and  with  some  of  its  DNA  affinity  properties.  This 
work  was  supported  by  Nebraska  Department  of 
Health  Grant  89-03,  NIH  Laboratory  Cancer  Re- 
search Grant  CA36727  and  American  Cancer  Soci- 
ety Core  Grant  ACS  SIG-1 6. 


INFLUENCE  OF  DIETARY  PROTEIN  LEVEL  ON 
METHA  TUMOR  GROWTH  AND  CYTOTOXIC 
LYMPHOCYTE  DEVELOPMENT.  Petro,  T.M.  and 
Schwartz,  K.M.,  Dept,  of  Oral  Biology,  Univ.  Ne- 
braska Med.  Center,  Lincoln,  NE. 

The  level  of  dietary  protein  may  be  a determining 
factor  in  the  development  of  cancer  through  an 
impact  upon  the  immune  system.  To  determine  the 
effect  of  dietary  protein  levels  upon  tumor  growth 
and  cytotoxic  lymphocytes(CL),  Balb/c  mice  were 
fed  from  weaning  for  5 weeks  4%  casein(4C),  20% 
casein(20C),  or  30%  casein(30C)  isocaloric,  AIN- 
based  diets.  Mice  were  then  either  challenged  intrad- 
ermally  with  10^6  syngeneic  methylcholanthrene- 
induced  fibrosarcoma  (MethA)  cells,  or  splenic 
lymphocytes(SPL)  were  isolated  to  evaluate  natural 
(N)CL  activity.  Tumor  diameters(mm)  were  moni- 
tored in  MethA-challenged  mice  for  21  days  using  a 
micrometer  caliper,  after  which  SPL  were  isolated  to 
evaluate  MethA-induced(M)CL  activity.  CL  percent 
cytotoxicity  was  measured  in  vitro  by  mixing  SPL  ef- 
fectors and  mitomycin-C  treated  MethA  targets  at 
1:1  to  8:1  in  culture  media  for  16  hrs,  followed  by 
determination  of  percent  MethA  cell  activity.  Early 
growth  of  the  tumorfday  7)  was  less  in  4C  mice 
(5.16mm)  compared  to  20C(6.30mm)  or  30C 
(6.31  mm).  Later  tumor  growth  (day  1 7)  was  highest 
in  4C  mice(7.43mm)  compared  to  20C(5.1  4mm)  or 
30C  (5.44mm).  NCL  percent  cytotoxicity  at  all  effec- 
tor to  target  ratios  was  lowest  in  4C(6%  at  8:1 ) com- 
pared to  20C(24%)  or  30C  (21%).  MCL  percent  cy- 
totoxicity was  highest  at  all  ratios  in  30C(56%  at  8:1 ) 
compared  to  4C(33%)  or  20C(37%).  These  data 
indicate  that  moderately  low  levels  of  dietary  protein 
beneficially  influence  the  early  growth  of  tumor  cells 
despite  low  NCL  activity,  but  adversely  influence  the 
growth  of  an  established  tumor  despite  the  develop- 


ment of  anti-tumor  CL  activity.  Moderately  higher 
dietary  protein  levels  beneficialy  influence  the  devel- 
opment of  anti-tumor  CL  activity.  This  research 
supported  by  grant  89-43  from  the  state  of  Nebraska, 
Dept,  of  Health. 


INTERACTION  BETWEEN  EPSTEIN-BARR  VIRUS 
(EBV)  AND  ADENOVIRUS  TYPE-2  (ADENO-2)  IN 
ENIGMATIC  CHILDHOOD  DISEASES.  Purtilo, 
David,  Okano,  Motohiko,  Thiele,  Geoffrey,  and 
David,  Jack.  Depts.  of  Pathology  and  Microbiology, 
Pediatrics,  and  the  Eppley  Institute  for  Research, 
Univ.  Nebraska  Medical  Center. 

Attempts  to  establish  spontaneous  lymphoblas- 
toid  cell  lines  of  blood  of  a man  with  very  elevated 
EBV  antibody  titers  and  lethal  disease  repeatedly 
failed.  At  5 to  7 days  in  the  cells  burst. ^ Initial  electron 
micrographs  resembled  human  herpesvirus-6  of 
Salahuddin  et  al.^  Further  analyses  disclosed  that  this 
patient  and  others^  ■’  were  co-infected  with  Adeno-2. 
Development  of  an  ELISA^  specific  for  recognizing 
IgM  antibodies  to  Adeno-2  disclosed  EB  and  Adeno- 
2 viral  co-infection  in  patients  with  chronic  active 
EBV  disease^  and  recent  Adeno-2  infections  in  EBV 
seronegative  children  with  Kawasaki's  disease.'’  The 
etiological  bases  for  two  enigmatic  infectious  diseases 
have  been  clarified. 
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This  study  was  supported  by  LB506  from  the  State  of 
Nebraska  Department  of  Health. 


BIOCHEMICAL  CHARACTERIZATION  OF  ANTI- 
CD24  ANTIBODIES  AND  CELL  CYCLE  STUDIES  OF 
CD24  EXPRESSION  ON  PRE-B  ALL  CELL  LINES. 
Samuel  J.  Pirruccello,  M.D.,  Department  of  Pathol- 
ogy and  Microbiology,  University  of  Nebraska  Medical 
Center,  Omaha,  NE  68105. 

The  B cell-associated  antigen  CD24  is  a pronase 
sensitive,  42  kilodalton  (kDa)  sialoglycoprotein  recof 
binding  after  cells  were  first  incubated  with  0.05% 
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pronase  for  30  min.  Six  of  the  seven  antibodies  241  - 
146,  immunoprecipitated  a 42  kDa  glycoprotein 
from  ^HNaBH^  labelled  Nalm-6  cells  consistent  with 
CD24  and  confirming  preliminary  serologic  cluster- 
ing. One  antibody,  32D12,  clearly  recognized  an 
epitope  distinct  from  the  other  CD24  antibodies 
based  on  immunofluorescence  studies  with  Nalm-6. 
Antibodies  BA-1  and  32D1 2 were  further  examined 
for  cell  cycle  distribution  on  the  NALM-6  and  REH 
cell  lines.  Both  antibodies  showed  a broad  antigen 
distribution  on  cells  with  maximal  antigen 

density  on  cells  in  the  S and  C^M  cell  cycle  compart- 
ments. To  determine  whether  a proliferation  related 
signal  could  be  generated  through  CD24,  aliquots  of 
the  REH  cell  line  were  incubated  for  48  hours  in  the 
presence  of  saturating  concentrations  of  Abs  BA-1  or 
32D1 2.  The  cells  were  then  examined  at  24  and  48 
hours  for  changes  in  cell  cycle  distributions.  Although 
cell  cycle  transit  times  were  not  measured,  there 
were  no  major  differences  in  total  cell  numbers  when 
compared  to  negative  controls  and  no  significant 
changes  in  the  cell  cycle  distributions  were  seen  with 
either  antibody  at  24  or  48  hours.  This  research 
supported  by  grant  LB506  #89-44. 


A LARGE  ANIMAL  MODEL  OF  PERIPHERAL  BLOOD 
STEM  CELL  TRANSPLANTATION  USING  THE 
YUCATAN  MINIATURE  SWINE.  Smith  DM,  Crouse 
DA,  Sharp  VC.  Cordon  BG,  Stribley  1,  Mann  SL  and 
Kessinger  A.  Depts  of  Pathology  and  Microbiology, 
Anatomy,  Internal  Medicine,  and  Pediatrics.  Univer- 
sity of  Nebraska  Medicine  Center. 

Peripheral  blood  stem  cell  (PBSC)  transplantation 
combined  with  high  dose  chemotherapy  or  total 
body  irradiation  has  proven  to  be  an  effective  treat- 
ment for  patients  with  advanced  lymphoma  which 
was  refractory  to  other  therapy.  Preliminary  experi- 
ments indicate  that  PBSC  may  also  be  used  for 
allogeneic  transplants.  The  UNMC  has  pioneered  the 
use  of  PBSC  for  clinical  transplantation.  Some  experi- 
ments required  to  improve  the  methods  of  collection 
or  use  of  PBSC  for  transplantation  require  an  animal 
model  large  enough  to  tolerate  the  apheresis  proce- 
dures used  to  collect  the  cells.  We  have  chosen  a mini 
swine  as  a possible  transplant  model  because  of  its 
size,  trainability,  and  similarity  to  humans  in  terms  of 
response  to  irradiation,  and  immune  responses.  It 
has  been  used  by  other  investigators  as  a model  for 
bone  marrow  transplantation  and  thus  a good  deal  of 
information  is  already  available  about  procedures 
and  care  for  aplastic  animals.  We  currently  have  a 
mini  swine  which  was  apheresed  4 times  and  a total 


of  7x10®  cells/kg  was  cryopreserved.  The  pig  was 
given  a total  of  1 0Gy  radiation  in  4 doses  over  a 2 day 
period.  On  the  day  following  the  last  dose,  PBSC 
were  reinfused.  The  white  blood  cell  nadir  (200  total 
cells;  no  granulocytes)  occurred  by  day  8 post  PBSC 
transplant.  One  day  1 6 the  total  white  count  is  1 700 
cells  with  predominantly  lymphocytes  and  occa- 
sional granulocytes  upon  scanning  the  slide.  The 
animal  is  platelet  dependent,  although  afebrile  and 
otherwise  healthy.  We  will  describe  preliminary  re- 
sults using  this  animal  model,  including  the  develop- 
ment of  apheresis  methods,  supportive  care,  and 
engraftment  following  transplantation. 


DNA  ANALYSIS  BY  FLOW  CYTOMETRY  OF  PARAFF 
IN-EMBEDDED  BIOPSY  SAMPLES  FROM  PATIENTS 
WITH  NON-HODGKIN'S  LYMPHOMAS  (NHL).  H.L. 
Grierson,  T.N.  Wooldridge,  D.D.  Weisenburger, 
J.O.  Armitage,  W.G.  Sanger,  J.  Pierson,  R.  Fordyce 
and  D.T.  Purtilo.  Depts.  of  Pathology  & Microbiol- 
ogy, Pediatrics,  Internal  Medicine,  and  the  Eppley  In- 
stitute for  Research  in  Cancer  and  Allied  Diseases, 
UNMC,  Omaha,  NE. 

Cellular  DNA  content  and  proliferative  activity 
(PA)  predict  responses  to  treatment  and  survival  in 
patients  with  a variety  of  tumors.  Formalin-fixed  and 
paraffin-  embedded  biopsy  specimens  from  250  un- 
treated patients  with  newly  diagnosed  NHL  from  the 
Lymphoma  Study  Croup  were  studied  using  a tech- 
nique developed  by  Hedley  et  al  (J.  Histochem.  Cy- 
tochem.  31 :1333, 1983).  DNA  content  and  PA  were 
correlated  with  clinical  outcome.  Initially,  we  studied 
52  patients  with  diffuse  large  cell  and  diffuse  mixed 
cell  lymphomas,  and  found  that  low  PA  and  DNA 
aneuploidy  both  separately  and  in  combination 
predicted  a favorable  prognosis  (Wooldridge  et  al. 
Cancer  Research  48:6608,  1988).  Expanding  this 
study  to  86  patients  revealed  that  patients  under  age 
60  with  aneuploid  tumors  had  a particularly  favor- 
able prognosis.  Biopsies  from  33  patients  with  T cell 
lymphomas  have  been  analyzed,  and  the  patients  are 
being  followed  to  determine  prognostic  value  of 
DNA  analysis.  We  have  also  studied  63  patients  with 
indolent  NHL  to  prospectively  predict  the  likelihood 
of  transformation  to  aggressive  lymphoma.  The 
abundant  archival  biospy  specimens  provide  an  op- 
portunity to  evaluate  large  cohorts  of  patients  who 
have  been  followed  clinically  for  a significant  period 
of  time.  Additional  valuable  insight  into  the  behav- 
ioral characteristics  of  NHL  can  thereby  be  ascer- 
tained. This  research  was  supported  by  State  of 
Nebraska  LB506. 
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ANALYSIS  AND  CORRELATION  OF  DNA  CON- 
TENT IN  NON-HODGKIN'S  LYMPHOMAS  (NHL) 
BY  CYTOGENETICS  AND  FLOW  CYTOMETRY.  T.N. 
Wooldridge,  H.L.  Grierson,  W.G.  Sanger,  D.D.  Weis- 
enburger,  J.O.  Armitage,  J.L.  Pierson,  R.  Fordyce, 
and  D.T.  Purtilo.  Depts.  of  Pathology  & Microbiol- 
ogy, Pediatrics,  Internal  Medicine,  and  the  Eppley 
Institute  for  Research  in  Cancer  and  Allied  Diseasess 
UNMC,  Omaha,  NE. 

Quantitation  of  DNA  content  and  proliferative 
activity  by  flow  cytometry  provides  prognostic  infor- 
mation in  patients  with  a variety  of  tumors,  including 
NHL  (Wooldridge  et  al.  Cancer  Res.  48:6608, 1 988). 
Quantitative  and  qualitative  abnormalites  of  DNA 
can  also  be  demonstrated  in  the  majority  of  NHL  by 
cytogenetic  techniques.  We  compared  DNA  content 
as  measured  by  flow  cytometry  and  cytogenetics  on 
tumor  samples  from  82  patients  with  NHL.  To  obtain 
a numerical  value  for  the  changes  in  DNA  observed 
by  cytogenetics,  we  calculated  the  relative  propor- 
tion that  each  chromosome  contributes  to  the  total 
cellular  DNA  content.  We  then  calculated  a cytogen- 
etics index  (Cl)  based  on  the  proportional  change  of 
DNA  content  for  each  chromosomal  abnormality 
present.  We  compared  the  Cl  with  the  DNA  index 
(Dl)  which  is  measured  by  flow  cytometry  as  ratio  of 
mean  fluorescence  of  abnormal  (aneuploid)  to  nor- 
mal (diploid)  DNA  content.  We  found  that  DNA 
content  must  change  by  at  least  5%  to  be  detectable 
by  flow  cytometry.  Overall,  there  was  68%  concor- 
dance of  ploidy  results  by  the  2 methods.  In  only  8% 
of  the  cases,  discordant  results  could  not  be  ex- 
plained by  limiting  properties  of  the  two  techniques. 
We  conclude  that  the  use  of  cytogenetic  and  flow 
cytometric  techniques  in  combination  better  assesses 
DNA  content  changes  than  either  technique  alone. 
This  research  was  supported  by  the  State  of  Nebraska 
LB506. 


ENVIRONMENTAL  EPIDEMIOLOGY  OF  NON- 
HODGKIN'S  LYMPHOMA  IN  EASTERN  NEBRASKA. 
Weisenburger,  DD,  Babbitt,  PA,  Department  of  Pa- 
thology & Microbiology  and  Eppley  Institute  for 
Research  in  Cancer,  Omaha,  NE,  and  Zahm,  S,  Saal, 
RC,  Cantor,  KP,  Blair,  A,  Environmental  Epidemiol- 
ogy Branch,  National  Cancer  Institute,  Bethesda, 
MD. 

The  incidence  of  non-Hodgkin's  lymphoma  (NHL) 
is  increased  in  many  counties  in  eastern  Nebraska. 
Histologic  analysis  has  revealed  a two-fold  increase 
in  the  clinically-aggressive,  diffuse  large  cell  subtype 
of  NHL.  To  investigate  the  possible  association  be- 
tween NHL  and  agricultural  factors,  a population- 
based  case-control  study  was  conducted  in  eastern 
Nebraska.  Telephone  interviews  were  conducted 
with  201  men  having  histologically-confirmed  NHL 
and  725  controls.  Among  men,  the  use  of  the 
herbicide  2,  4-D  was  associated  with  a 50%  in- 
creased risk  of  NHL  (OR  = 1.5;  95%  Cl  = 0.9,  2.4). 
Personal  exposure  to  2,  4-D  more  than  20  days/year 
increased  the  risk  three-fold  (OR  = 3.3;  95%  Cl  = 0.5, 
22.1).  The  risk  for  2,  4-D  users  also  increased  with 
application  exposure  and  time  spent  in  contami- 
nated clothing.  Elevated  risk  for  NHL  was  also  asso- 
ciated with  atrazine  use  (OR  = 1 .4;  95%  Cl  = 0.8,  2.2) 
and  increased  with  duration,  with  ORs  of  0.9,  0.8, 
2.0  and  2.0  for  use  of  1-5,  6-15,  16-20,  and  21  + 
years,  respectively.  Several  classes  of  insecticides 
were  also  associated  with  an  increased  risk,  including 
organophosphates  (OR  = 1.9;  95%  Cl  = 1.1,  3.1), 
carbamates  (OR  = 1 .8;  95%  Cl  = 1 .0,  3.2),  and  chlo- 
rinated hydrocarbons  (OR  = 1 .4;  95%  Cl  = 0.8,  2.3). 
Additional  analyses  of  the  pesticide  data  will  be 
presented,  as  well  as  data  on  other  agricultural  and 
non-agricultural  risk  factors.  This  research  was  sup- 
ported by  grant  LB  506-86-59  from  the  Nebraska 
Department  of  Health. 
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What  used  to  be  a catchy  little  phrase  from 
the  popular  movie  takes  on  a whole  new 
meaning  in  1989.  The  House  Ways  and  Means 
Committee  is  recommending  to  Congress 
that  E.T.s  become  the  law  of  the  land  in 
1990.  In  case  you  haven't  been  keeping  up 
with  national  health  politics,  E.T.  means 
Expenditure  Targets,  and  Expenditure  Tar- 
gets means  rationing. 

The  proposed  E.T.  is  nation-wide-one  E.T. 
for  all  physician's  payments.  The  fiscal  year 
1990  target  rate  is  estimated  to  be  9.6  per- 
cent. If  Part  B Medicare  payments  rise  more 
than  9.6  percent,  the  target  for  1991  will  be 
proportionately  reduced,  and  so  on  each 
successive  year  until  payments  are  ratcheted 
down  to  the  point  that  physicians  may  be 
forced  to  eliminate  Medicare  patients  from 
their  practices.  Sounds  more  than  a little  like 
Medicaid  and  it's  problems  to  me 

Think  about  it  - one  national  target  for 
Medicare.  The  honest,  economical  care  giver 
will  be  penalized  by  payment  reduction  by 
factors  beyond  his/her  control.  As  the  num- 
ber of  Medicare  patients  rises,  and  technol- 
ogy advances,  either  the  costs  increase  or  the 
payment  per  procedure  decreases,  i.e.  ra- 
tioning. And  this  is  all  being  proposed  with 
very  limited  data,  and  no  input  from  Medi- 
cine. But  then,  what  data  could  possibly  pre- 
dict the  cost  of  new  technology  that  offers 
longer,  more  productive  lives. 

The  Canadians  are  experienced  with  Ex- 
penditure Targets,  and  they  have  not  bene- 
fitted,  unless  saving  dollars  at  the  cost  of 
providing  quality  medical  care  is  a benefit. 

Congressman  Stark  calls  this  a part  of  his 
three-legged  stool,  a stool  that  will  fall  if  one 
leg  is  not  present.  He  links  Expenditure  Targets 
(E.T.s)  with  the  new  Medicare  fee  schedule 


Richard  Raymond,  M.D. 

(RBRVS)  and  balance  billing  limits  (MAACS) 
- and  the  Bush  bureaucracy  is  in  his  corner. 

The  purpose  of  E.T.s  is  simple  - reduce  the 
federal  deficit  by  reducing  the  amount  paid 
for  physician  services  by  the  federal  govern- 
ment. 

We  need  to  let  our  patients  know  what 

E. T.s  will  ultimately  mean  to  their  health,  and 
we  both  need  to  let  our  congressional  dele- 
gation know  where  we  stand  on  rationing  of 
care.  These  targets  will  inevitably  be  lowered 
as  health  care  competes  with  other  govern- 
ment priorities.  Access  to  quality  health  care 
at  reasonable  cost  has  to  remain  our  top 
priority. 

I don't  know  about  you,  but  H.C.F.A.'s 
(Here  Comes  Further  Aggravation)  intro- 
duction of  the  P.P.S.  and  it's  D.R.G.s, 
watched  over  by  the  P.R.O.  under  the 
auspices  of  T.S.C.N.,  followed  by 
M.A.A.C.s,  I.C.D.-9S  and  E.T.s,  recom- 
mended by  the  P.R.R.C.  and  enforced  by  the 
I.G.,  seems  to  be  a lot  of  B.S.  to  this  M.D., 

F. A.A.F.P. 
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THE  AUXILIARY 


Nebraska  Medical  Association  Auxiliary 
Report  on  the  AMA  Auxiliary  National  Convention  - 1989 


The  sixty-sixth  Annual  Session  of  the 
American  Medical  Association  Auxiliary  was 
held  June  18-21  at  the  Drake  Hotel  in  Chi- 
cago. Members  attending  from  Nebraska 
were: 

Desta  Osborne,  Lincoln  - Chairman  of 
Delegates 

Sally  Becker,  Norfolk  - Presidential 
Delegate 

Jeanette  Schlichtemeier,  Omaha  - 
Delegate 

Sharon  Holyoke,  Omaha  - Delegate 

Elba  Lau,  Lincoln  - Alternate  Delegate 

Bev  Kruger,  Omaha  - Chairman  Nat'l  Long 
Range  Planning 

Colleen  Adam,  Hastings  - Member  Nat'l 
Membership  Comm. 

National  Program  Previews,  were  pre- 
sented Sunday  morning  with  Jean  Hill, 
National  President-Elect  presiding.  Program 
Committee  Goals  were  presented  by  1989- 
90  National  Chairmen  of  AMA-ERE,  Health 
Projects,  Legislation,  and  Membership. 
Colleen  Adam  will  serve  as  National  Mem- 
bership Chairman  this  year.  Outstanding  aux- 
iliary projects  for  1988-89  were  highlighted. 
John  S.  Zapp,  DDS,  Director,  Division  of 
Government  Affairs,  AMA  Washington  Of- 
fice, gave  a 1989  update  on  legislative  issues 
and  concerns.  He  asked  our  help  to  oppose 
Expenditure  Targets  by  contacting  our 
Congressmen. 

Committee  Break  Out  Sessions  provided 
an  opportunity  to  obtain  more  detailed  in- 
formation on  Auxiliary  projects,  programs, 
and  materials.  Sessions  were  held  on  AMA- 
ERE,  Health  Projects,  Legislation,  and 
Membership. 

AMA  Auxiliary  President  Mary  Strauss 
presented  the  Auxiliary  AMA-ERE  contribu- 
tion of  $1,872,247.91  at  the  Opening  of  the 
AMA  House  of  Delegates. 


The  AMA  Auxiliary  House  of  Delegates 
opened  at  5:00  P.M.  with  Presentation  of 
Colors  by  the  U.S.  Army  Color  Guard,  Fort 
Sheridan,  Illinois.  State  Presidents  for  1989- 
90  were  presented  with  Sally  Becker  repre- 
senting Nebraska.  President  Mary  Strauss 
gave  the  "State  of  the  Auxiliary"  report  in 
which  she  expressed  gratitude  to  all  auxili- 
ans  for  making  it  a successful  year.  She 
referred  to  today  as  "the  best  of  times  and 
the  worst  of  times".  She  noted  new  technol- 
ogy and  improved  health  care,  but  also  AIDS 
and  dangers  of  over-regulation.  She  empha- 
sized that  today  is  the  time  to  be  active  and 
involved. 

Keynote  Speaker  The  Honorable  Lynn  M. 
Martin,  Member,  House  of  Representatives 
(R-16th  District,  Illinois)  encouraged  us  to 
run  for  Congress,  pointing  out  that  there  are 
only  27  women  in  Congress  today!  She  quite 
candidly  admitted  that,  "Congress  has  ac- 
complished nothing  this  year!"  Following 
adjournment  a reception  was  held  honoring 
President  Mary  Strauss  and  President-Elect 
Jean  Hill. 

The  American  Medical  Political  Action 
Committee  sponsored  a breakfast  Monday. 
Reference  Committee  Hearings  were  held 
on  Bylaw  Changes,  Organizational  Affairs, 
and  Health  Issue  Resolutions.  Hearings  gave 
the  whole  membership  an  opportunity  to 
speak  on  these  issues.  After  considering  the 
members'  testimonies,  committees  devel- 
oped recommendations  to  be  presented. 

AMA  Auxiliary  Past  Presidents  and  Honor- 
ary Members  were  honored  at  Monday's 
luncheon.  Guest  Speaker  Ellen  Goodman, 
syndicated  columnist,  discussed  the  "lop- 
sided nature"  of  social  change. 

The  General  Meeting  convened  at  2:00 
P.M.  Minutes  of  the  65th  Annual  Session 
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were  available  upon  request.  The  Treas- 
urer's Report  was  given. 

The  State  of  Candidates  for  national  office 
was  presented.  The  1989-90  elected  officers 
are: 

President  - Jean  Hill,  M.S. 

President-Elect  - Norma  Skogland,  OR. 

Eastern  Regional  V.P.  - Ann  Rempel,  KS 

Southern  Regional  V.P.  - Priscilla  Gerber, 
EL. 

Western  Regional  V.P.  - Mary  Hanson, 
CO. 

Secretary  - Sherry  Strebel,  OK. 

Treasurer  - Bernadine  Moloney,  NJ. 

Directors  - 

East  - Alice  Edwards,  WV,  and  Marie 
Gorman,  NY. 

N.  Central  - Chris  Bohigian,  MO.  and 
Dorothy  Carpenter,  lA. 

South  - Mary  Ann  Dean,  OK.  and  Barbara 
Tippins,  GA. 

West  - Nancy  Evans,  NV.  and  Lee  Van 
Giesen,  CA. 

Nominations  for  election  to  the  1990 
Nominating  Committee  were  taken.  Ne- 
braska nominated  Desta  Osborne  to  run  as 
one  of  the  candidates  from  the  North  Cen- 


tral Region.  A "Meet  the  Candidates"  oppor- 
tunity was  held  after  adjournment. 

State  Caucuses  were  held  at  8:00  A.M. 
Tuesday  to  discuss  Reference  Committee 
Meetings.  During  the  General  Meeting  each 
Reference  Committee  presented  their  rec- 
ommendations. The  House  of  Delegates 
voted  on  each  issue.  Health  resolutions 
adopted  were: 

1 - Poison  Prevention 

2 - Radon  Testing 

6 - The  Use  of  Helmets  in  Sports  and 

Recreation 

7 - Lead  Poisoning  as  a Health  Hazard 

8 - Child  Abuse  Prevention 

9 - Alcohol  Advertising  on  Television 

10  - Recruitment  of  Volunteer  Marrow 

Donors 

12  - Educational  Efforts  to  Promote 

Literacy 

13  - Programs  Concerning  Environmental 

Pollution 

Bylaws  resolutions  adopted  were: 

4 - Membership  Committee  Consultants 

5 - Candidate  Materials 

Organizational  Affairs  resolutions  adopted 
were: 


Back  Row  from  left  to  right:  Jeanette  Schlichtemeier,  Bev  Kruger,  Sharon  Holyoke 
Front  Row  from  left  to  right:  Desta  Osborne,  Sally  Becker,  Colleen  Adam. 
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14  - Ban  on  Smoking  at  AMAA  Meetings 
and  Activities 

1989-1990  Budget  as  presented. 
Resolutions  defeated  were: 

3 - Sunset  Mechanism  for  AMAA  Policy 

11  - Optional  AMAA  Membership  Cate- 
gory for  Retirees,  Widows,  and  Widowers. 

Reports  were  given  by  the  following  com- 
mittees: AMA-ERF,  Membership,  Bylaws, 
Long-Range  Planning,  Health  Projects,  and 
Legislation. 

State  Reports  were  given  with  Desta 
Osborne  reporting  for  Nebraska.  She  gave 
an  account  of  work  done  by  state  auxiliary 
in  areas  of  Health,  Membership,  Legislation, 
and  AMA-ERF.  Nebraska  received  recogni- 
tion for  75%  or  more  unified  membership 
and  an  award  for  an  increase  in  Resident- 
Student  Spouse  membership. 

Guest  Speaker  at  Tuesday's  Luncheon  was 
Willard  Scott,  weather  reporter  on  NBC 
News'  "TODAY".  Following  the  luncheon, 
voting  was  held  for  the  1990  Nominating 
Committee  with  Bev  Kruger  as  Chairman  of 
the  Election  Committee,  Colleen  Adam 
assisted. 

AMA  President  James  E.  Davis  addressed 
the  group  Wednesday  morning.  He  com- 
mended the  Auxiliary  on  its  service.  Three 
AMAA  projects  have  been  nominated  for 
President  Bush's  recognition.  He  addressed 
the  issues  of  expenditure  targets,  rationing 
health  care,  and  importing  systems. 

AMA-ERF  President  Dr.  Lonnie  Bristow 
thanked  the  Auxiliary  for  its  efforts.  Dr.  W. 
Donald  Weston,  Chairman-elect,  AMA  Sec- 
tion on  Medical  Schools,  remarked  on  let- 
ters written  by  the  schools  thanking  us  for 


funds  and  how  important  these  contribu- 
tions are  to  the  schools. 

Bev  Kruger  announced  results  of  the  1990 
Nominating  Committee  election;  members 
to  serve  are: 

Board  of  Directors  - Ebba  Dunn,  AL.  and 
Mary  Strauss,  MD. 

Eastern  - Helen  Snyder,  PA. 

North  Central  - Desta  Osborne,  NE. 
Congratulations,  Desta! 

North  Central  - Jacquelyn  Gunnarson,  S.D. 

Southern  - JoAnn  Daus,  KY. 

Western  - Janet  Corson,  OR. 

National  Past  President  Glenda  Bates 
installed  the  newly  elected  1989-90  offi- 
cers. President  Jean  Hill  in  her  Inaugural  Ad- 
dress, stressed  the  importance  of  unity  in 
successfully  addressing  the  issues  of  the 
coming  year. 

The  Inauguration  of  AMA  President  Alan 
R.  Nelson,  M.D.  took  place  Wednesday  af- 
ternoon. Richard  Raymond,  M.D.  repre- 
sented Nebraska  as  State  President.  Jerald  R. 
Schenken,  M.D.  serves  on  the  AMA  Board  of 
Trustees.  President  Jean  Hill  and  President- 
Elect  Norma  Skogland  were  introduced.  State 
Auxiliary  Presidents  were  recognized  with 
Sally  Becker  representing  Nebraska.  A Re- 
ception was  held  following  the  Inauguration 
honoring  Jean  Hill  and  Alan  R.  Nelson,  M.D. 

All  matters  covered  at  the  convention  will 
be  addressed  at  our  Fall  Board  Meeting  and 
copies  of  resolutions,  budget,  and  projects 
made  available. 

Jeanette  Schlichtemeier 
President-Elect 
NMA  Auxiliary 
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NEW  MEMBERS 


Jeffery  N.  MacDonald,  M. D. 

601  W.  Leota 

North  Platte,  NE  69101 

Samuel  H.  Perry,  II,  M.D.  (reinstated) 
210  McNeel  Lane 
North  Platte,  NE  69101 


David  W.  Bouda,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  N E 68131 

Phillip  J.  Schoenbeck,  M.D. 

411  W.  5th 
McCook,  NE  69001 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


PATRICIA  COLE  STIVRINS  M.D.  (Born  May  5, 
1 929  — died  May  1 , 1 989)  Medical  Specialty — 
Pediatrics.  Doctor  Stivrins  was  a graduate  of 
the  State  University  of  Iowa  College  of 
Medicine  in  Iowa  City,  Iowa  in  1953  and 
practiced  in  Lincoln.  She  was  a member  of 
the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor 
Stivriris  is  survived  by  her  husband.  Dr. 
Kazimirs  Stivrins;  sons  and  daughters  - in- 
law, Dr.  Timothy  and  Carol  Stivrins  of 
Lincoln,  Terrance  and  Delores  Stivrins  of 
Houston,  and  Alex  Stivrins  of  Santa  Cruz, 
Canary  Islands;  mother,  Inez  Cole  of  Waterloo, 
Iowa;  sister,  Mrs.  Wayne  (jane)  Danielsen  of 
Waterloo;  and  three  grandchildren. 


CLIEFORD  D.  HOWARD,  M.D.  (Born  December 
1,  1904  — died  May  18,  1989)  Medical 
Specialty — General  Practice.  Doctor  Howard 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1934  and  practiced 
in  Blair.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  Doctor  Howard  is 
survived  by  his  wife,  Beatrice;  two  children 
Sheila  Seberg  and  Kent  Howard;  and  six 
grandchildren. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

AUGUST  12,  1989  — 1989  Hypertension 
Update  - AMI  Saint  Joseph  Hospital,  Omaha, 
Nebraska. 

AUGUST  25  & 26,  1989  — Pediatric  Infectious 
Diesease  Conference  - Westin  Crown 
Center,  Kansas  City,  Missouri. 

SEPTEMBER  22,  1989  — Colorectal  Cancer - 
Peter  Kiewit  Conference  Center,  Omaha, 
Nebraska 

OCTOBER  5,  1 989  — Management  of  Cardiac 
Arrhythmias  - Marriott  Hotel,  Omaha, 
Nebraska. 

OCTOBER  13,  1989  — Prevention  of  Renal 
Failure  - Marriott  Hotel,  Omaha,  Nebraska. 

OCTOBER  13-22,  1989  (starting  dates)  — 
Creighton  Model  Natural  Family  Planning 
Practitioner  Education  Program  - Pope  Paul 
VI  Institute,  Omaha,  Nebraska.  A one  year 
training  program. 

OCTOBER  20-21,  1989  — Fourth  Annual  - A 
Day  With  The  Perinatologists  - Marriott 
Hotel,  Omaha,  Nebraska. 

NOVEMBER  1,  1989  — Creighton  Day  - Old 
and  New  - Creighton  University,  Omaha, 
Nebraska 

NOVEMBER  2-4,  1989  — Controversies  and 
Clinical  Management  in  High  Risk  Obstetrics- 
San  Diego,  California. 

JANUARY  25-30,  1989  — Esophageal  Dis- 
orders: Pathophysiology  and  Treatment  - 
Maui,  Hawaii. 

ON-GOING  UPON  REQUEST;  Mini-Fellowship 
Opportunities  - Creighton  University  is 
offering  mini-fellowships  on  a variety  of 
topics.  They  are  designed  for  the  physicians 
who  can  leave  their  practice  for  a period  of 
intensive  personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  Bio- 


Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact  Sally  C 
O'Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 
Continuing  Medical  Education  Division,  Omaha,  Nebraska 
68178.  Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280- 
1830. 


ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact: 

Creighton  University  School  of  Medicine  Continuing 

Medical  Education  Division,  Omaha,  Nebraska  68178, 

Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280-1830. 

NMA  COMING  MEETINGS 

SEPTEMBER  14-16,  1989  — NMA  Fall  Session 
- Cornhusker  Hotel. 

APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  1 3-15,  1990  — NMA  Fall  - Corn- 
husker Hotel. 

APRIL  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24  26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 
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UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL 
EDUCATION  COURSES 

SEPTEMBER  8-9, 1 989  — Current  Controversies 
and  Techniques  In  Congenital  Heart  Surgery, 
Baltimore,  Maryland. 

SEPTEMBER  20,  1 989  — Smith,  Kline&  Erench 
Digestive  Diseases  Symposium. 

SEPTEMBER  25-30,  T989  — Emergency  Med- 
icine Review. 

OCTOBER  2-7,  1989  — Emergency  Medicine 
Review. 

OCTOBER  20-21,  1989  — Etiology  of  Breast 
Cancer,  Peter  Kiewit  Conference  Center, 
Omaha,  Nebraska. 

NOVEMBER  30  - DECEMBER  3,  1989  — 
Nebraska  Obstetrics  and  Gynecologic  Society. 
Las  Vegas,  Nevada 

FEBRUARY  1 1-1  8,  1 990  — 8th  Annual  Park  City 
Oculoplastic  Meeting,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone,  Colorado. 

MARCH  26-April  6,  1990  — Family  Practice 
Review. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

"All  programs  are  held  at  the  center  for  continuing 

education,  Univeristy  of  Nebraska  Medical  Center  unless 

otherwise  noted. 


OMAHA  MID-WEST  CLINICAL  SOCIETY: 

57TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 2,  3 and  4,  1 989,  Thursday,  Friday  & 
Saturday,  The  Red  Lion  Inn,  Omaha.  For 


information,  please  contact:  Miss  Lorraine 
Seibel,  Executive  Secretary,  Omaha  Mid- 
West  Clinical  Society,  7363  Pacific  Street, 
#205-B  Omaha,  Nebraska  68114. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

ALLERGY  ABROAD  - ITALY  — October  1 8-27, 
1989.  To  be  held  in  Padua,  Florence,  Rome 
Italy.  Program  Chairman:  Phillip  E.  Korenblat, 
M.D.  Credit  Hours:  20  hours  Category  1 
AMA  Fee:  S495. 

For  further  information,  contact  Loretta  Ciacoletto, 
Washington  University  School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  South  Euclid,  Box 
8063,  St  Louis,  Missouri  63110.  (800)  325-9862  Interstate 


COMING  MEETINGS 

SEPTEMBER  22,  1989  — Earle  Brown  Center, 
University  of  Minnesota  — Women  in 
Transition.  bVi  hours  of  Category  I credit, 
registration  fee  S85,  contact  Kathleen  Fritz, 
Continuing  Medical  Education,  Ramsey, 
640  Jackson  SL,  SL  Paul,  MN  55101 

SEPTEMBER  29,  1989  — SL  Paul-Ramsey 
Medical  Center,  640  Jackson  St.,  St.  Paul, 
MN  55101  — Chemical  Exposures:  Emer- 
gency Response  and  Management.  7 hours 
of  Category  I credit,  registration  is  S85  per 
person.  Contact  Kathleen  Fritz,  Continuing 
Medical  Education,  Ramsey,  640  Jackson 
St.,  St.  Paul,  MN  55101. 

ROCKY  MOUNTAIN  CONFERENCE  ON 
EMERGENCY  MEDICINE  & NURSING  — 
January  24-27,  1990,  Keystone,  CO.  For 
information,contact  Centennial  Conferences, 
5353  Manhattan  Circle,  #103,  Boulder,  CO 
80303. 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla,  Omaha.  Counties:  Douglas. 
Sarpy 

Second  District;  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs, 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope.  Cedar. 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  Merrick,  Nance, 
Platte.  Washington. 

Sixth  District:  Councilor;  Richard  M. 
Pitsch,  M.D.,  Seward.  Counties:  Butler, 
Hamilton,  Polk,  Saunders.  Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 
Eighth  District:  Councilor  Richard  D. 
F'tch,  M.D.,  O’Neill,  Counties:  Boyd, 
Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer.  Dawson,  Garfield,  Grant,  Greeley, 
Hall,  Hooker,  Howard,  Loup,  Sherman, 
Thomas,  Valley,  Wheeler. 

Tenth  District  Councilor  Charles  F.  Damico, 
M.D..  Hastings,  Counties:  Adams,  Chase, 
Dundy.  Franklin,  Frontier.  Furnas, 
Gosper,  Harlan.  Hayes,  Hitchcock, 
Kearney,  Phelps  Red  Willow,  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher,  M.D.,  No.  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District;  Councilor:  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner, 
Box,  Butte,  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

HaU 

Hamilton 

Holt  & Nortnwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders  

Scotts.  Bluit 

Seward 

South  Central 

Southeast  Nebr. 

Southwest  Nebr 

Washington- Burt 

York 


Richard  French.  Hastings Robert  Anderson.  Hastings 

Kenneth  Peters.  Plainview David  Johnson.  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson.  Alliance 

Gerald  Jensen.  Kearney George  Bascom.  Kearney 

Mark  Carlson,  David  City Jack  Kaufmann,  David  City 

R R Andersea  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibbies,  West  Point Gordon  Moshman,  West  Point 

Loren  Jacobsea  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

Dean  Bloch,  Arlington W B.  Eaton.  Fremont 

Willis  L.  Wisemaa  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Donald  Weldon,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

Mike  Sullivan,  Aurora John  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnsoa  Fairbury R A.  Blatny,  Fairbury 

Berl  W.  Spencer,  Ogallala Clifford  Colglazier,  Grant 

D.  M.  Latlan,  Creighton D.  J.  Nagengast,  Bloomfield 

Robert  G.  Osborne,  Lincol»^ Prentiss  Dettmaa  Lincoln 

Timothy  O’Holleraa  North  Platte Jeff  Brittan,  North  Platte 

Otto  WuUschleger,  Norfolk Michael  Murphy,  Norfolk 

Muriel  Frank,  Omaha F.  F.  Paustiaa  Omaha 

Steffan  Lacy,  Norfolk Michael  Murphy,  Norfolk 

Edward  Metz,  Crawford R.  H.  Rasmussea  Chadron 

Dean  R.  Thomson.  Nebraska  City Paul  R.  Madison,  Nebraska  City 

Arthur  Liebentritt,  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma,  Crete 

Fred  Gawecki,  Omaha Barbara  Heywood,  Papillion 

L M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Vonn  Roberts,  Scotts  Bluff David  Holdt  Scotts  Bluff 

. Van  E.  Vahle.  Seward Roger  H.  Meyer,  Utica 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A Allerheiligen,  McCook E.  C.  Bever.  McCook 

Priscilla  Ruhe,  Blair Hans  Rath,  Omaha 

Oarroll  Loschen,  York Harold  Nordlund,  York 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 

PHONE 

(402)  474-4472 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  V Raymond,  M.D.,  O'Neill President 

Paul  E.  Collicott,  M.O.,  Lincoln President-Elect 

Robert  F.  Shapiro,  M.I).,  Lincoln Secretary-Treasurer 

William  L,  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  -I.  Cornelius.  Jr..  M I)..  Sidney;  — 

•John  I).  Coe.  M.D..  Omaha;  — Louis  -I.  Gogela.  Nl.D.. 

Lincoln:  — Blaine  V.  Roffmaa  M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Richard  A.  Raymond.  M I)..  Chairman.  O'Neill 

Paul  E.  Collicott,  M l),.  \ ice-Chairman Lincoln 

Robert  F.  Shapiro.  M.D..  Secretary-Treasurer Lincoln 

Donald  ■).  Pavelka.  M.D..  Past  President Omaha 

L.  Dwight  Cherry.  M.D Lincoln 

Herbert  .A.  Hartman.  -Jr.  M.D Omaha 

Darroll  -J.  Loschen,  M D York 

Robert  G.  Osborne.  M I) Lincoln 

Richard  H.  Meissner.  M.D Omaha 

David  R.  I.ittle.  M.D Hastings 

C.  T.  Frerichs.  M.D . . Beatrice 

COMMISSION  ON  ASSOCIATION  AFFAIRS 
Francis  D.  Donahue.  M.D..  Chairman  ....  . Omaha 

R.  A.  Blatny.  M.D F'airbury 

Stuart  P.  F'mburv.  M.D Holdrege 

-Joel  r.  -Johnson.  M.D Kearney 

Bernard  L.  Kratochvil.  .M.D Omaha 

Walter  -J.  0 Donohue.  M.D Omaha 

-Joseph  E.  Stitcher.  M.D Lincoln 

-John  C.  Wilcox.  M.D. Aurora 


SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy.  M.D..  Chairman 

Robert  .A.  Beer.  M.D 

David  L.  Bacon.  M.D 

Lawrence  C.  Bausch.  M D 

.Stacey  Goodrich.  M D 

Charles  Gregorius.  M.D 

Richard  M.  Tempero.  M.D 

Donald  E.  Waltemath.  M.D...- 

.Anthony  -1.  Yonkers.  M.D 

COMMISSION  ON  MEDICAL  SERVICES 


Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

('arl  -I.  Corneliu.s.  -Jr..  M.D .Sidney 

F.  William  Karrer.  M.D Omaha 

M.  -lack  .Mathews.  M.D Lincoln 

Harry  W.  McFadden.  M.D Omaha 

.Merton  .A.  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 
Kenton  L Shaffer.  M.D..  Chairman  Kearney 

Section  on  Maternal  Mortality  Review 

George  .M.  .Adam.  M.D.  , . , Hastings 

Ernest  K.  Bussinger.  M.D Scottsbluff 

-lames  H.  Elston.  M.D Omaha 

L.  Palmer  -Johnson.  M.D Lincoln 

('harles  W,  .Marlowe.  M.D Omaha 

Gary  D.  Milius.  M.D Lincoln 

-James  M.  Plate.  M.D Kimball 

William  L.  Rumbolz.  M.D Omaha 

Carl  \'.  Smith.  M.D Omaha 

.Section  on  Perinatal  .Morlalitv  Review 

Lawrence  ('.  Bausch.  M.D Lincoln 

Kenneth  -Johnson.  M.D McCook 

Robert  M Nelson.  M.D . Omaha 

Tom  F.  Tonniges.  M.D Hastings 

Gregg  F.  Wright.  M.D.  . . . Lincoln 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  -J.  ('orneliu.s.  -Jr..  M IX.  Chairman Sidney 

Gordon  D.  .Adams,  M D.  .Norfolk 

Lewiston  W.  Birkmann.  M.D Lincoln 

■James  S.  Carson.  .M.D McCook 

Chris  C.  Caudill.  M D,  , Lincoln 

-Allen  D.  Dvorak.  M.D Omaha 

Dale  W.  Ebers.  .M.D Lincoln 

Louis  -J.  (Jogela.  -Jr..  M l) Beatrice 

Roger  D .Mason.  M.D  Omaha 

Donald  V.  Prince.  M.D ....  Minden 

C.  Lee  Retelsdorf,  M l)  Omaha 

AD-HOC  ('O.M.MITTEE  ON  TI  MOR  REGISTRY 

F,  William  Karrer.  M.D..  Chairman Omaha 

Gordon  D.  .Adams.  M.D Norfolk 

■Joe  L.  .Auch.Moedy.  M.D Kearney 


. . Lincoln 
. . . Omaha 
. . Kearney 
. . Lincoln 
Tecumseh 
. . Lincoln 
. . . Omaha 
. . Lincoln 
. . . Omaha 


Elvin  G.  Brown.  M.D Hastings 

-John  H.  Casey.  M.D Lincoln 

Daniel  R.  Cronk.  M I) (hand  Island 

Sushil  S.  Lacy.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

■Joseph  D.  Verdirame.  M.D Omaha 

AD-HOC  COM.MITTEE  ON  LOW  LEVEL  RADIOAC  TIVE 
WASTE  DISPOSAL 

Merton  .A.  Quaife.  M.D..  ('hairman Omaha 

Prentiss  M,  Dettman.  M.D Lincoln 

.Allen  D.  Dvorak.  M.D Omaha 

Rodrigo  Gomez-Cordero.  M D Spencer 

Dennis  I).  Hatch.  M.D Superior 

David  -I.  Hoelting.  M.D.  Pender 

Ernest  O.  ■Jones.  Ph.D Omaha 

Martin  R.  Lohff.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  McMaster.  M.D .Auburn 

William  H.  NorthwalL  .M.D Kearney 

AIX-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  ('audill.  M.D..  ('hairman Lincoln 

•Judith  A.  Butler.  .M.D Superior 

Dale  W.  Elters.  M.D Lincoln 

Vernon  F.  Gaiwood.  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Roger  A.  -Jacob.s.  M.D Seward 

Ronald  Klutman.  M.D Columbus 

Paul  F.  Meyer,  M.D .Aurora 

Dale  E.  Michels.  M.D Lincoln 

Harold  M,  Nordlund.  .M.D York 

Samuel  H.  Perry.  II.  M.D North  Platte 

Richard  B.  .Svehla.  .M.D Omaha 

Tom  F.  Tonniges.  M.D Hastings 

Wayne  K.  Weston.  M.D Lexington 

NMA  PRO  OVERVIEW  COMMITTEE 

Gordon  -J  Hrnicek.  M D..  Chairman Grand  Island 

David  L.  Bacon.  M.D Kearney 

.A.  H.  Bergman.  M.D Fremont 

Tim  Biga,  M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Wendell  L.  Fairbanks.  .M.D .Alliance 

-John  F.  Fitzgibbons.  .M.D Omaha 

Glen  A.  Forney.  M.D Scottsbluft 

C.  T.  Frerichs.  .M  D Beatrice 

-John  C.  (irove.  M.D O'Neill 

Richard  Jackson.  .M  l) Pawnee  City 

M.  -Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian,  M I) Omaha 

Herbert  E.  Reese.  M D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Harry  W McFadden,  -Jr..  .M.D..  Chairman Omaha 

Vernon  F.  Gaiwood.  M.D Lincoln 

.Allan  C.  Landers.  M.D Scottsbluff 

\‘.  William  Meyers.  M.D Omaha 

Stanley  F,  Nabitv.  M.D (irand  Island 

Dwaine  -J.  Peelz.  M.I) Neligh 

Richard  B.  Svehla.  M I) Omaha 

.Stanley  M.  Truhlsen.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  M.D..  Chairman  . . ....  ('olumbus 

Benjamin  R,  Gelber.  .M.D..  Vice-Chairman Lincoln 

-Judith  .A.  Butlei’.  M l) .Superior 

Melvin  .A.  ('hurchill.  M.D Lincoln 

■James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer.. M.D Scottsbluff 

Vernon  F.  Gaiwood.  M.D Lincoln 

Michael  -J.  Germer.  M.D Lincoln 

Charles  Gregorius.  M.D Lincoln 

Katherine  A.  Keifer,  M.D Kearney 

Dennis  G.  O'Leary.  .M.D Omaha 

(Jeorge  W.  Orr.  M.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

Dwaine  -J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

-James  N.  Shreck.  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Eileen  ('.  Vautravers.  MI) Lincoln 
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Timothy  O.  Wahl.  M l).  . 
Peter -I.  Whilted.  M.I). . 
Susan  M Williams.  M I). 


Omaha 

Omaha 

Omaha 


\D-HOC  COM.MITTKK  ON  HEALTH  POLICY  STATEMENTS 


C.  Lee  Keielsdorf.  M.I)..  ('hairman Omaha 

Daniel  S.  Diirrie.  M.I) Omaha 

.loel  T.  -Johnson,  M.I) Kearney 

Darroll  -I.  Losehen.  M.I) York 

Dale  P'.  Mifhel.s,  M.I) Lincoln 

Stanley  K.  Nabity.  M.D (hand  Island 

William  R.  Palmer.  M.D Omaha 

Charles  S.  Wilson.  M.D Lincoln 


AIXHOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


-lames  H.  Dunlap.  .M.  I).,  Chaiiman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  (».  Bosley.  M.D Grand  Island 

F.  M.  (Jawecki.  M.D Papillion 

Dwaine  -I.  Peetz,  M.I) Neli^h 

Richard  M.  Pitsch.  -Ir..  M.I) Lincoln 

Herbert  K.  Reese.  M.I) Lincoln 

Blaine  Y.  Roffman.  M.I) Omaha 

Larry  K.  Roffman.  M.I) Omaha 

COMMISSION  ON  MEDICAL  EDCCATION 

Frederick  F.  Paustian.  M.I)..  ('haiiman .Omaha 

Ronald  L Asher.  M D North  Platte 

Robert  L.  Bass.  M.D P’ikhorn 

Warren  (i.  Bosley.  M.D Grand  Island 

Patrick  K.  Brookhouser.  M.D Omaha 

Charles  F.  Damico.  M.D Hastings 

('harles  A.  Dol)ry.  M.D Omaha 

Stacey  Goodrich.  M.D Tecumseh 

Richard  A.  Hranac.  M.D Kearney 

Steffan  R.  Lacey.  M.I) Norfolk 

William  K.  Lundak.  M.D Lincoln 

Richard  L.  O'Brien.  M.I) Omaha 

William  R.  .Schlichtemeier.  M.D Omaha 

-Joseph  C.  Scott.  M.I) Omaha 

Michael  -J.  Sullivan.  M.D .Aurora 

Richard  L.  Tollefson.  M.I) Wausa 

Robert  H.  Waldmaa  .M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDCCATION  & 


ATHLETIC  MEDICINE 

Warren  (i.  Bosley.  M.D..  ('hairman Grand  Island 

Patrick  K.  ('lare.  M.D..  Vice-Chairman Lincoln 

Gordon  D.  Bainbridge.  M.D Grand  Island 

-Jo.seph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer.  M.D Lincoln 

Richard  K.  -Jackson.  M.D F*a\vnee  City 

Mark  R.  -Jones.  M.D Lexington 

Stephen  -J.  Lanspa.  M.D Omaha 

Morris  B.  Mellion.  M.D Omaha 

Paul  H.  Phillips.  M.D Scotlsbluff 

Wesley  (J.  Wilhelm.  M.D Omaha 

COMMISSKJN  ON  PL  BLIC  AFFAIRS 

Rodney  S.  W.  Basler.  M.D..  Chairman Lincoln 

H.  -Jeoffrey  Deeths.  M.D Omaha 

Herbert  I).  Feidler.  M.D Norfolk 

Donald  T.  Glow.  M.D Omaha 

-John  -J.  Hoesing.  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews.  M.D Lincoln 

Harlan  C.  Shriner,  -Jr.  M.D Lincoln 

F.  Thomas  Waring.  .M.D P'remont 


COMMISSION  ON  HOSPITAL  MP>DIC  AL  STAFF 


Glen  F.  Lau.  M.D..  ('hairman Lincoln 

-J(>hn  B-  Byrd.  M.D Neligh 

('harles  F.  Heider.  -Jr.  M.D North  Platte 

Barney  B.  Rees.  M.D Omaha 

-Joseph  G.  Rogers.  M.D Lincoln 

Larry  D.  Ruth.  MI) Lincoln 

.Steven  A.  Schwid.  M.D Omaha 

•Jerry  K.  Seiler.  M.D Ha.stings 

William  A.  Shiffermiller.  M.D Omaha 

H,  Neal  Sievers.  M.D Blair 

Stephen  I).  Torpy.  M I) Omaha 

AD-HO(’  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey.  M.D..  ('hairman Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau.  M.I) Lincoln 

Richard  ('.  Olney.  M.D Lincoln 

-John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 

VD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  PL  ('ollicott.  M.I)..  Chairman Lincoln 

Dwaine  -I.  Peetz,  M.D..  Vice-Chairman Neligh 

.Alvin  A.  .Armstrong.  M.I) Scottsbluff 

Richard  .A.  Blatny.  M.D Fairbury 

L.  Dwight  Cherrv.  M I) Lincoln 

Thomas  .M.  ('minors.  .M.D Omaha 

Loren  H.  -Jacobsen.  M.D Broken  Bow 

Alan  W.  Lang\ardt,  M.D Beatrice 

Thomas  O.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  -J.  Pavelka.  M.D Omaha 

Rudolf  Strnot,  -Jr..  M.D Lincoln 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  ('.  vSorensen.  M.D..  Chairman Lincoln 

.Samuel  E.  Boon.  M.D Lincoln 

-Jane  .S.  Roccaforte.  .M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W.  .Smith.  M.D Omaha 

Richard  B.  .Svehla.  M.D Omaha 

N.MVUNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  I).  .Adams.  M.D .Norfolk 

-John  -I.  Cannelia.  .M.D Grand  Island 

-James  G.  ('arlson.  .M.D Lincoln 

David  R.  Dvke.  M.D Lincoln 

Russell  L.  G()rthey.  M.D Lincoln 

•Joel  T.  -Johnson.  M.D Kearney 

Ronald  Kluiman.  M.I) ('olumbus 

Richard  H.  .Meissner.  M.D Omaha 

Richard  K.  Osterholm.  M.D Omaha 

Robert  F.  Shapiro.  M.D k-incoln 

Timothy  O.  Wahl.  M.D Omaha 

R.  C.  \Veldon.  M.D Nebraska  ('ity 

Wesley  Wilhelm.  .M.I) Omaha 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othei*v\ise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOCRNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

FAMILY  PRAGTIGE  OPENING:  Join  established 
family  practice  clinic  near  32  bed  hospital. 
Competitive  salary  and  benefits.  Medical  sup- 
port from  seven  major  hospitals  with  consultation 
and  educational  services.  Family  oriented,  sup- 
portive community  in  N.E.  Iowa.  Contact  Richard 
Phillips,  Community  Memorial  Hospital,  P.O. 
Box  519,  Postville,  lowa52162,  (319)  864-7431. 

FAMILY  PRACTICE:  Opportunity,  join  estab- 
lished busy  group  practice  in  modern  building 
adjacent  to  61  bed  county  hospital.  Great 
opportunity  in  scenic  community  of  9,000  and 
area  of  20,000.  Modern,  up  to  date  hospital 
witn  wide  range  or  services  and  community 
programs.  Write  or  call  David  Schweizer,  M. D., 
13th  & So.  Main  St.,  Charles  City,  lA  50616. 
(51  5)  228-51  51. 

UROLOGIST:  Join  the  nation's  largest  health 
care  team.  VA  Medical  Center,  Lincoln,  Nebraska, 
seeking  BC/BE  urologist  for  progressive  1 80-bed 
medical  center.  Licensure  any  state.  Must  meet 
English  Proficiency  Requirement.  Lincoln  is  a 
university  town  with  small-town  atmosphere 
and  metropolitan  advantages.  Lincoln  VA  Med- 
ical Center  is  affiliated ’with  the  University  of 
Nebraska  for  Urology  Resident  Program.  Com- 
prehensive benefit  package.  Allowable  moving 
expenses  payable.  Contact  Dr.  Hirai,  VA  Med- 
ical Center,  600  So.  70th  St.,  Lincoln,  NE  68510, 
telephone  (402)  489-3802,  ext.  6750,  or  Person- 
nel Service,  (402)  486-7819.  EOE 

GRAND  ISLAND,  NEBRASKA:  Immediate 

opportunity  for  board  certified  or  board  eligible 
Internist  or  Family  Practice  Physician  in  the 
ambulatory  care  section  of  a Veterans  Admin- 
istration Medical  Center.  Excellent  benefits 
package.  Contact  or  send  CV  to  Stephen  W. 
Maks,  M. D.,  Chief  of  Staff,  VA  Medical  Center, 
2201  N.  Broadwell,  Grand  Island,  NE  68803. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 


FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  61  2-835-512  3. 

PEDIATRICIAN,  OB/GYN,  PSYCHIATRIST, 
FAMILY  PRACTITIONER,  GENERAL  SURGEON: 
Crowing  16-physician  multi-specialty  clinic  in 
beautiful  northwestern  Wisconsin  seeking  BC/BE 
specialists.  Attractive  partnership  opportunity 
after  one  year.  Come  grow  with  us!  Contact  John 
T.  Henninsen,  M.D.,  Indianhead  Medical  Croup, 
Ltd.,  1020  Lakeshore  Drive,  Rice  Lake,  Wl 
54868,  (71  5)  234-9031. 

FOR  SALE:  Wide  Variety  office  equipment, 
some  new,  low  price,  books.  (402)  387-1722. 
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VASOTEC  IS  available  in  2 


VASOTEC 


(ENALAPRILMALEATE  MSD) 

5-mg,  5-mg,  10-mg,  and20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleale,  MSD)  is  contraindicaled  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  Ireatmeni  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palientstreatedwithACEinhibilors,includingVASOTEC  lnsuchcases,VASOTECshouldbeprompllydiscontinuedandthe 
palienicarelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  conlined  to  the  taceand  lips, 
Fhe  condition  has  generally  resolved  without  Ireatmeni.  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  invoivement  of  the  tongue,  glottis,  or 
iarynx  iikeiy  to  cause  airway  oostruction.  appropriate  therapy,  eg.,  subcutaneous  epinepnrine  soiution 
1:1000  (0.3  ml  to  0.5  ml),  shouid  be  promptiy  administered.  (See  ADVERSE  REACTIONS  i 
Hypotension  Excessive  twpolension  is  rare  in  uncomplicated  hypertensive  patients  Healed  with  VASOTEC  alone  Heart 
lanure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst  dose,  but 
disconlinuallon  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed.  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  tor  excessive  hypolension.  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death,  include  those  with  the  tallowing  conditions  or  characteristics:  heart  failure,  hypohatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  lailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  ih  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  tor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  inlarction  or  cerebrovascular  accident 
II  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  il  necessary,  receive  an  intrave- 
nous inlusion  ot  normal  sal  me,  A transient  hypotensive  response  is  not  a contraindication  to  lurther  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  II  symptomatic  hypotension 
develops,  a dose  reduciion  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary. 

Heutropema  Agranutocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  bul  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ot  enalapril  are  insuflicieni  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  acausal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General.  Impaired  Renat  Function:  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  (unction  may  be  anticipated  in  susceptible  individuals.  In  patients  wiln  severe  heart  lailure 
whose  reoal  function  may  depend  on  the  activity  of  the  renm-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and  'or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
disconlinualion  of  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  lunction  should  be  monitored  during  the  first 
tew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  faiiure  shouid  aiways  inciude  assessment  of  renai 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  dials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  for  discontinuation. 

Risk  factors  for  the  developmeht  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously  ilat  all.  with  VASOTEC.  (See  Drug  Interactions-) 

Surgery.AnesIhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formalion  secondary  w compensatory  renin  release  It  hypofension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  il  can  be  corrected  by  volume  expansion 
Intormalion  tor  Patients: 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril, 
Pafients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension.  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  lirst  tew  days  ol  therapy  It 
actual  syhcope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  of  reduction  in  fluid  volume.  Dtner  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  m blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia.  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia.  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (eg  sore  throat,  fever)  which  may  be 
a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  Ine  sate  and  effective  use  of  this  medication.  8 is  not  a disclosure  of  all  possible  adverse  or  intended 
effects 

Drug  Interactions: 

Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  If  il  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  unti  I blood  pressure  has  stabilized  for  at  feast  an 
additional  hour,  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  oigoxin  without  evidence  of  clinically  significant 
adverse  interactions. 


Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g..  spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  of  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 


ing  ot  sen 
V&OTEC 


Lithium:  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  not  been  established,  il  is  recom- 
mehded  that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  freouenlly 

Pregnancy- Category  C.  There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  limes  the  maximum  humah  dose).  Fetoloxicity,  expressed  as  a decrease  m average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  of  enalapril  bul  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  bul  nol  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  tallowing  adminislralion  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However  data  are  available  lhal  show 
enalapril  crosses  the  human  placenta  Because  the  risk  of  felal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
delined.  VASOTEC*  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  benefit  juslilies  Ihe 
potenlial  risk  to  the  fetus 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  lar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  lust  trimester  ol  pregnancy  has  not  been  reported  to  aflect  fetal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  Irimestets  ol  pregnancy  has  been  associated  with  lelal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 

renal  perlusion  in  Ihe  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 

decreased  renal  function  in  the  fetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 

sioh,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  altenlion  should  be  directed  toward  support  ol  blood  pressure  and 

renal  perlusion  with  fhe  adminislralion  ot  fluids  and  pressors  as  appropriate  Problems  associated  with  premalurity  such 

as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  bul  it  is  not  clear  wnelher 

they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  premalurity 

Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  hC  enalapril  maleale  II  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  nol  been  esiablished 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safely  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  most  trequenl  clinical  adverse  experiences  in  conirolled  trials  were  headache  (5.2%).  dizzihess 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  Ireated  with  VASOTEC  in  controlled  clinical  Inals 
were:  diarrhea  (l  4%).  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%).  orthostatic  effects  (1.2%).  and  asthenia  (1 1%) 
HEAR''' FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were:  dizzi- 
ness (79%),  hypotension  (6  7%),  orthostatic  effects  (2.2%),  syncope  (2  2%).  cough  (2.2%),  chest  paih  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were:  fatigue  (T8%),  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthostatic  hypo- 
tension (1 6%),  vertigo  (1.6%j,  angina  pectoris  (1.5%).  nausea  (1 3%).  vomiting  (t.3%),  bronchifis  (1 3%).  dyspnea 
(1 3%).  urinary  tract  infection  (1 3%),  rash  (1 3%).  and  myocardial  infarction  (1.2%), 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0,5%  to  1%  ol  palienis  with  hypertension  or  heart  lailure  in  clinical  dials  in  order  ol  decreasing  seventy  wilhin  each 
category. 

Cardiovascular.  Cardiac  arrest:  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypolension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction; 
rhythm  disturbances:  atrial  librillalion.  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
NervousiPsychiatric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital:  Renal  failure,  oliguria,  renai  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm.  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin.  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity 

Other:  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  fhe  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  Ihe  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  0 5%  of  palienis 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy 
in  0.1%  of  hypertensive  patients  In  heart  failure  pahenis,  hypotension  occurred  in  6.7%  and  syncope  occurred  in  2.2% 
ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy  in  1,9%  ot  patients  with  heart  lailure. 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hypohatremia 

Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.2%  of  patients  with  essential  hypertension 
Ireated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  inpatients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  mscontinualion  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients  fncreases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  t o vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patiehts  Ireated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  0 1%  of  patients  discon- 
tinued therapy  due  to  anemia 

Other  ( Causal  Relationship  Unknown).  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension.  In  patients  who  are  currently  being  ireated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC.  The  diuretic  should,  if  possible,  be  discon- 
tinued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypolension  (See 
WARNINGS ) It  Ihe  patient  s blood  pressure  is  not  controlled  with  VASOTEC  atone,  diuretic  therapy  may  be  resumed. 

If  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  tor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adiusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily  the  antihypertensive  effect  may  diminish  toward  the  end  ol  the  dosihg  ihterval. 
In  such  patients,  an  increase  in  dosage  or  iwice-daily  administration  should  be  considered.  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuredc  may  be  added 

Concomitant  adminislralion  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS), 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  ol  enalapril  is  recommended  for 
patients  wifh  a creatinine  clearance  >30  mtvmin  (serum  creatinine  ot  up  to  approximately  3 mg/dL),  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  Ihe  tirsF dose  is  2.5  mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure.  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily.  After  Ihe  initial  dose  ol  VASfJTEC,  the  patient  should  be  observed  under  medical  supervision 
for  al  least  two  hours  anti  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS. Druginleraclions.)  If  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
of  hypotension.  The  appearance  ot  hypotension  after  the  initial  dose  ot  VASOTEC  does  nol  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ol  the  hypotension  The  usual  fherapeutic  dosing  range  lor 
the  treatmeht  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Ooce-daily 
dosing  has  been  effective  in  a controlled  study.oul  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  aiways  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY Pharmacodynamics  and  Clinical  Ettects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  palienis  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initialed  at  2.5  mg 
daily  under  close  medical  supervision.  (See  DIDSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE^ 
CAUTIONS.  Drug  Interactions.)  The  dose  may  be  increased  to  2 5 mg  b i d.,  then  5 mg  b.i  d.  and  higher 
as  needed,  usually  at  intervals  of  four  days  or  more.  II  at  the  lime  ot  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg.  |\/|gpc(<; 
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American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street  Alexandria,  VA  22314 

American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
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American  Hospital  Association 
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American  Society  of  Clinical  Pathologists 
Robert  A Dietrich,  M.D..  Chief  Executive 
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F.C.  Ottatl  M.D.,  Int  Sec.  General 
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1415  W.  22nd  St.  Oak  Brook,  IL  60521 


6-A  Nebraska  Medical  Journal  September  1989 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


(402)474-4472 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the 
distinctive,  unique  Nebraska  Medical  Association  Visa  designed  especially  for  the  Associa- 
tion’s members.  Our  card  has  a benefits  package  felt  to  cover  the  features  desired  by 
physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  Visa 
free  of  an  annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is 
only  $20.  After  looking  at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that 
this  compares  most  favorably  with  other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits, 
as  well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues. 
Use  of  this  card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non- dues  income 
with  which  we  can  expand  our  scope  of  activities  while 
maintaining  dues  at  the  lowest  level  possible. 


We  hope  that  you  will  take  advantage  of  this  offer  that 
provides  extended  benefits  to  you.  Simply  complete  the 
brief  application  on  the  reverse  side  of  this  letter  and 
return  to  FirsTier  Bank,  National  Association,  Lincoln, 
Nebraska.- 


Sincerely, 


Richard  A.  RaymoncO)M.D.,  President 
Nebraska  Medical  ^sociation 


Please  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


BOARD  OF  DIRECTORS 

RICHARD  A.  RAYMOND,  M.D.,  President  / PAUL  E.  COLLICOTT,  M.D.,  President-Elect 
ROBERT  F.  SHAPIRO,  M.D.,  Secretary-Treasurer 
DONALD  J.  PAVELKA,  M.D.  / L.  DWIGHT  CHERRY,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE.  M.D.  / C.T.  FRERICHS,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


JVe/>rasAci  ^ jMem6€r^ 


The  Nebraska  Medical  Association,  in  cooperation  with 

FirsTier  Bank  Lincoln,  is  proud  to  offer  a Visa  card 

with  an  added  benefits  package  designed  specifically  to 

meet  our  members’  needs. 

Our  benefits  package  includes: 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 

• Access  to  cash  24  hours  a day  w’orldwide  at  any 
Automated  Teller  Machine  bearing  the  Visa, 
MasterCard  or  Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit 
line. 


Additional  cards  for  immediate  family  members  at  i 
cost. 

Billing  date  selected  by  the  member. 

Toll-free  customer  service  and  lost/stolen  phone 
numbers. 

Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

Automatic  payment  from  a checking  account  you 
designate. 

Emergency  card  replacement  if  your  card  is 
lost/stolen. 

Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

PLUS,  a special  credit  card  protection  package. 


□ Yes, 

I accept!  complete  this  form  and  return. 

THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 

I.Avt  Name  (Plea.se  Pnnt) 

First  Name  Initial  Social  Security  No  Date  of  Birth 

Telephone  No. 
( ) 

Street  Address 


Zip 


Present  Employer 

Yrs 

Mo  Salary’ 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

Bank  with  Checking 


1 

Account  No. 

Bank  with  Savings 

City  1 

COMPLETE  THIS  PORTION  IF: 


You  arr  applying  for 
a .Joint  Account. 


You  arc  relying  on  the  income  or  assets  of 

another  person  as  basis  for  repayinent^of  the  credit  extended. 


l^st  Name  (Please  Pnnt) 


I Social  Security  No 


Date  of  Birth 


Business  .Address.  City,  State 


Business  Telephone 
( ) 


Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment. 


Source  of  Other  Income 


TRITH  IN  LENDING  ACT  DISCLOSURESr 

1.  There  are  costs  associated  with  the  use  of  credit  cards. 

2.  The  applicant  may  contact  FirsTier  Bank.  National  Association,  to  request  disclosure  of  specific  information  of  such  costs  by  calling  1-800-228-9145  outside  Nebraska 
or  1-800-742-0107  in  Nebraska,  or  by  writing  Lincoln  Visa-MasterCard  Ser\ice  Center,  P.O.  Box  81068,  Lincoln,  Nebraska  68501,  Attention:  Manager. 


TO;  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Everything  that  I have  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authori 
ed  to  check  my  credit  and  employment  history  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  approved.  I will  be  bound  by  all  the  terms  and  conditions  of  the  Visa-MasterCard  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  Visa- 
MasterCard  will  be  an  acceptance  of  the  Visa-MasterCard  Agreement  and  all  its  terms  and  conditions. 


Applicant’s  Signature 
AC AP  . 


Date 


CL. 


CS  . 


Other  Signature  (where  applicable) 
PL RC 


CB. 


APP. 


Please  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


AMA  NEWS  NOTES 

Dr.  James  H.  Sammons,  A.M.A.  Executive  Vice-President, 
recently  wrote  all  535  members  of  the  House  of  Senate 
regarding  proposed  changes  in  the  Medicare  Part  B 
program.  Following  is  the  text  of  the  letter. 


Letter  To  Congress 
Regarding  Medicare  Part  B Costs 

There  are  advocates  In  Congress  and  the 
nation  calling  for  a radical  restructuring  of  the 
Medicare  Part  B program.  This  is  the  part  of 
Medicare  that  provides  needed  physician  and 
other  noninstitutional  medical  care  to  the 
elderly  and  disabled.  These  individuals  charge 
that  radical  program  changes,  such  as  expen- 
diture targets,  are  needed  to  address  their 
assertion  that  there  are  uncontrollable  growth 
rates  in  Part  B expenditures,  vast  amounts  of 
unnecessary  services,  and  increases  in  physician 
charges  exceeding  the  cost-of-living  index. 
Advocates  promote  radical  changes  with  the 
calm  assurance  that  Medicare's  hospital  pay- 
ment reform  has  been  successful  in  holding 
down  costs  with  no  problems. 

While  certain  cost  statements  made  by  the 
advocates  to  justify  restructuring  may  have 
had  validity  at  one  time,  they  do  not  apply  to 
the  current  period.  THE  FACTS  HAVE  NOW 
CHANCED.  Unfortunately,  the  myths  remain. 
I am  writing  this  letter  to  set  the  record 
straight. 

THE  MYTH:  Medicare  Part  B must  be 
restructured  because  costs  continue  to  in- 
crease at  1 7%  a year. 

THE  FACTS:  Three  official  sources  (the 
Congressional  Budget  Office  (CBO),  the  Health 
Care  Financing  Administration  (HCFA)  and 
the  Department  of  Treasury)  belie  this  asser- 
tion. While  in  the  past  there  have  been 
periods  of  high  growth  in  the  Medicare 
program,  these  sources  show  that  THE  RATE 
OF  INCREASE  HAS  BEEN  SUBSTANTIALLY 
REDUCED.  A March  4,  1 988  memo  developed 
by  the  CBO  indicates  that  "the  rate  of  growth 
in  spending  for  Medicare  has  declined  over 
the  decade  . . ."  The  report  goes  on  to  say,  "on 
a per  enrollee  basis,  annual  growth  in  real 
costs  from  1985  through  1989  will  be  an 
estimated  3.0  percent  compared  to  an  annual 
growth  rate  of  7.2  percent  from  1980  through 
1985.  The  falling  rate  of  growth  in  spending 

(continued  on  page  13-A) 
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^ Dakota 


SPECIAL  COMBINATION  OF  BUSINESS  & HUNTING 
= 3 days  & 4 nights  at  = 

P SLR  HUNTING  LODGE 


Dallas,  South  Dakota 

{featured  In  October  Issue  of  Sports  Afield  magazine) 

on 


NOVEMBER  2-3-4,  1989 


15  HOURS  OF  COMPLETE 
PRACTICE  MANAGEMENT 

by  JACK  VALANCY 

Consuifont  tn 
Health  Care  Management 

Cleveland  Heights,  Ohio 
Featuring  Financial  Manage- 
ment, Internal  systems  control 


3 AFTERNOONS  OF 
PROFESSIONALLY 
GUIDED  HUNTING 

★ Full  Accommodations 
•k  Wild  birds  In  their 

natural  habitat 

★ Licensing  and  care 
of  birds  Included 


COMPLETE  PACKAGE:  $1295.00 
DEADLINE  FOR  REGISTRATION:  OCTOBER  20 
For  Information:  1-605-835-9908 

HEARTLAND  SEMINARS  INC. 

410  E.  8th  St.  Gregory,  S.D.  57533 


§ 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

57th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

November  2,  3,  4,  1989 

RED  LION  INN 
Omaha,  Nebraska 

For  Information  Contact: 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 

(402)  397-1443 


§ 

§ 

§ 

§ 

§ 

§ 
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“I  think  I need 
lessons  in  eating!’ 


Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community, 
the  beef  industry  faced  the  challenge 
of  change  several  years  ago.  We  re- 
affirmed Diet-Health  Principles  that: 

□ Support  a moderate  and  bal- 
anced consumption  of  all  foods. 

□ Foster  new  breeding  and 
feeding  techniques  to  produce 
leaner  animals. 

□ Encourage  retailers  to  promote 
lean  cuts  of  closely  trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

Mean,  trimmed,  cooked 
3-ounce  serving  of  beef  can  be 
included  in  meal  plans  that  meet  the 
dietary  advice  of  most  leading  health 
authorities. 

“Mealstyles”  is  a new  booklet 
for  consumers.  It  provides  practical 
lessons  for  including  beef,  a food 
Americans  truly  enjoy,  in  ways  that 
recognize  the  needs  of  changing  life- 
styles to  control  total  fat,  satumted 
fattv  acids,  dietarv  cholesterol  and 
sodium. 


A free  copy  of  “Mealstyles”  is 
available  for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

W^hen  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in 
making  moderate,  balanced  food 
selections  a part  of  their  BEEFi 

everyday  eating  styles. 


to  u i 

30d  A 

ieetM 


Please  send  “Mealstyles 
and  the  beef  industry ’s 
Diet  Health  Principles. 


71 


Name 


Address 

Citv  Sta 

te  Zip 

Mail  In  Beef  Industrs Council 
4-14  N Michigan  Avenue 
Chicago.  ILHOHll 
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ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steiling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project./# 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Au-my  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 

/ * 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  resDiralpry  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  phenes  (group  A p-hemolytic  streptococci) 
Contraindication:  Knovm  allergy  to  cephalosponns 
Warnings:  C£aOR  SKXAD  K AOMHiSTtflED  CAUTiOUSiy  TO  PtNOllH- 
SEN3TIVE  PMIENTS  PENIOUKS  AND  CEPHAlOSPORtrS  SHOW  RABTlAl  CSOSS- 
AUEdGENOTY  POSSIBIE  REACTIONS  MIUOE  ANAEW.AXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtualty  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiobc-assaiated  diarrhea  Colon  flora  is  altered  by 
broad-specbum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Cedor  m the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  m the  presence  of 
madredly  impaired  renal  fuiction  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  m^e 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsi 

Therapy-related  adverse  reaaions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndromel 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthiitis/arthralgia.  and  frequently,  feverl  1 5%. 
usually  subside  withm  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  oaurred  dunng  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
oaurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  bansient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
childreni 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  tor  unnary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  stnp.  Lillyl  loeioe&i 

Additional  information  airaitable  from  Pv  Z35i  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


C 1988.  ELI  LILLY  AND  COMfWNY  CR-5012-B-84934S 


ORIGINAL  ARTICLE 
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INTRODUCTION 

The  appropriate  use  of  fluoride 
remains  the  best  defense 
against  dental  caries.  This  is 
true  despite  extensive  efforts  to  develop 
improved  methods  of  mechanical  plaque 
removal,  to  develop  chemical  agents  that 
safely  and  effectively  reduce  the  cariogenic 
activity  of  bacteria,  and  to  reduce  the  frequency 
of  intake  of  cariogenic  foods  by  modification 
of  dietary  practices.^  Pit-and-fissure  sealants 
are  an  important  weapon  in  caries  control,^ 
but  their  full  impact  depends  heavily  on  the 
ability  of  fluorides  to  control  smooth  surface 
caries.  Although  the  mechanisms  by  which 
fluorides  exert  their  caries-inhibiting  effects 
are  not  fully  understood,  they  are  thought  to 
include: 

(1)  Reduction  of  enamel  solubility; 

(2)  Remineralization  of  early  carious  lesions; 
and 

(3)  Action  on  plaque  bacteria. 

There  has  been  greater  interest  in  and  under- 
standing of  the  remineralization  process  in 
recent  years,  showing  that  many  early  carious 
lesions  may  be  reversible  if  treated  promptly 
and  properly  with  fluoride. 

Fluoride  products  are  intended  for  use 
either  systemically  or  topically.  Systemic  fluor- 
ide is  ingested,  absorbed  and  incorporated 
into  developing  bone  and  tooth  structure.  In 
contrast,  topical  fluorides  work  only  locally  on 
superficial  layers  of  enamel  and  on  plaque. 
Methods  of  delivering  systemic  fluorides  in 
the  United  States  include  community  water 
fluoridation,  school  water  fluoridation,  and 
dietary  fluoride  supplements.  Topical  fluorides 
may  be  applied  professionally  or  self-applied. 
They  include  fluoride  solutions  and  gels 
(applied  in  trays  or  with  a toothbrush  or 
applicator),  fluoride  dentifrices,  and  fluoride 
mouthrinses.  Topical  benefits  also  result  from 
drinking  fluoridated  water  or  from  chewing 
fluoride  tablets. 


Discussions  of  these  methods  of  delivering 
fluorides  are  contained  in  a special  section  in 
the  September  1986  issue  of  JADA,  entitled 
"A  Guide  to  the  Use  of  Fluorides  for  the 
Prevention  of  Dental  Caries,"^  and  in  the 
American  Dental  Association's  Accepted 
Dental  Therapeutics.''  A comprehensive  fluoride 
program  should  include  a systemic  form  and 
may  include  one  or  more  topical  forms.  The 
systemic  and  topical  modes  should  not  be 
used  in  lieu  of  each  other,  but  should 
complement  each  other. 

Several  studies  have  found  that  the  majority 
of  physicians  and  dentists  reported  prescribing 
dietary  fluoride  supplements  for  some  of  their 
child  patients.^'^  Studies  also  have  shown, 
however,  that  some  practitioners  are  unaware 
of  the  proper  supplement  protocol  (including 
water  fluoride  testing,  when  necessary),  dosage 
guidelines,  and  the  actual  fluoride  concentra- 
tions in  the  area's  main  water  supplies.^'^' 

The  purposes  of  this  paper  are  to  explain 
the  need  for,  and  the  importance  of  dietary 
fluoride  supplements  in  Nebraska,  and  to 
review  the  proper  protocol  for  their  use.  The 
article  should  help  the  practitioner  provide 
optimum  preventive  care  to  young  patients. 

The  Need  for  Systemic  Supplements 

Community  water  fluoridation  is  the  most 
efficient  and  cost  effective  method  of  provid- 
ing systemic  fluoride  for  the  prevention  of 
dental  caries.'^  Unfortunately,  almost  one-half 
of  the  population  of  the  United  States  drinks 
water  that  is  not  optimally  fluoridated.^^  In 
Nebraska,  approximately  62%  of  the  popula- 
served  by  community  water  systems  is  re- 
ceiving fluoridated  water.  However,  this  figure 
represents  only  44%  of  Nebraska's  total 
population.  In  fact,  even  if  all  community 
water  systems  were  fluoridated,  28%  of  the 

• Articles  similar  to  this  one  are  being  published  in  many  slate  medical  and 
dental  journals  as  part  ol  a series  approved  by  the  Association  ol  Stale  and 
Territorial  Dental  Directors. 
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state's  population  would  remain  without  ac- 
cess to  flouridated  water. 

Alternative  sources  of  systemic  fluoiide  are 
necessary  if  more  children  are  to  be  provided 
the  caries  preventive  benefits  of  systemic 
fluoride.  School  water  fluoridation  is  one 
alternative,  but  is  not  presently  being  used  in 
Nebraska.  Generally,  the  water  from  school 
fluoridators  contains  4.5  times  the  optimal 
level  of  fluoride  for  community  water  fluorida- 
tion in  that  particular  geographic  area  to 
approximate  the  fluoride  intake  that  would 
take  place  if  the  children  were  drinking  water 
fluoridated  at  that  average  optimal  1 .0  ppm  all 
day,  every  day.  The  students  drink  the  school 
water  only  for  a few  hours  on  school  days 
(approximately  100  days  per  year).  Children 
who  drink  school  water  fluoridated  at  4.5 
times  optimal  will  experience  substantial 
caries  reductions  up  to  40%.  The  benefits  are 
particularly  great  in  the  late  forming  teeth 
which  receive  both  systemic  and  topical 
exposure.’'* 

Children  who  drink  water  from  an  optimally 
fluoridated  community  system  or  a school 
fluoridation  system  should  not  receive  systemic 
fluoride  supplements.  Specific  information 
about  the  concentration  of  fluoride  in  your 
coiTimunity's  water  supply  may  be  obtained 
from  your  local  water  company,  health  de- 
partment, or  detital  public  health  personnel. 
The  Division  of  Dental  Health  of  the  Nebraska 
State  Department  of  Health  also  can  provide 
lists  of  communities  and  schools  in  Nebraska 
that  are  optimally  fluoridated. 

Fluoride  Supplements 

For  children  who  do  not  receive  fluoridated 
water,  the  use  of  dietary  fluoride  supplements 
(tablets  or  drops)  is  a safe  and  effective  means 
of  reducing  the  incidence  of  dental  caries  by 
up  to  60%  or  more’^'^^  and  has  been  recom- 
mended for  use  in  private  practices. In  order 
to  receive  maximum  preventive  benefits,  the 
supplements  must  be  taken  daily  from  birth 
until  at  least  age  1 3.“* 

Supplement  Protocol 

It  is  important  that  children  receive  the 
appropriate  dose  of  systemic  fluoride.  This  can 
be  accomplished  only  if  the  practitioner 
knows  the  fluoride  concentration  of  the 
patient's  main  source  of  drinking  water. 
(Occasionally,  more  than  one  important  patient 
water  source  must  be  considered  and  the 
average  fluoride  level  determined.)  Fluoride 
levels  exceeding  the  optimal  are  associated 


with  an  increased  risk  of  dental  fluorosis 
(mottling). ^‘*  Although  fluorosis  is  primarily  a 
cosmetic  problem,  severe  cases  often  involve 
pitting  of  the  tooth  surface.  Therefore,  to 
avoid  exceeding  the  recommended  dose,  the 
practitioner  should  know  which  communities 
in  the  area  are  fluoridated  and  the  concentra- 
tion of  fluoride. 

A separate  water  sample  should  be  sub- 
mitted in  order  to  determine  the  fluoride 
content  of  patient's  community,  school,  or 
individual  water  supply  if  the  practitioner 
does  not  have  prior  specific  knowledge  of  the 
level.  Because  there  can  be  significant  varia- 
tions in  water  fluoride  content  from  nearby 
wells,  even  in  a small  geographic  area,  one 
should  not  rely  on  the  results  of  a sample  from 
a different  source,  no  matter  how  near. 

Water  Sampling  Procedures 

The  Laboratory  Division  of  the  Nebraska 
State  Department  of  Health  will  analyze 
patient's  water  samples  for  health  profess- 
ionals. Water  sample  bottles  and  further 
details  about  the  program  can  be  obtained  by 
contacting: 

STATE  LABORATORY 

Laboratory  Division 

Nebraska  State  Department  of  Health 

P.O.  Box  2755  Lincoln,  NE 

(402)  471-2122  $8.00  charge 

Dosage  Schedule 

The  present  guidelines  for  systemic  fluoride 
supplements  recommended  by  the  American 
Dental  Association,  the  American  Academy  of 
Pediatric  Dentistry,  and  the  American  Academy 
of  Pediatrics  are  shown  in  Table  1 .'*•  Any 
water  fluoride  level  greater  than  0.3  ppm 
requires  adjustment  from  the  full  dosage 
supplement. 

TABLE  I 

Supplemental  Fluoride  Dosage  Schedule* 

(In  mg.  of  Fluoride  Per  Day) 

Parts  per  Million  Fluoride 
in  Water  Supply 


Age  of  Child  <0.3  0.3  to  0.7  >0.7 

Birth  to  2 yrs.+  0.25  0 0 

2 to  3 yrs.  0.50  0.25  0 

3 to  13  yrs.+  1.00  0.50  0 


’Recommended  by  the  Council  on  Dental  Therapeutics 
of  the  American  Dental  Association,  by  the  Committee  on 
Nutrition  of  the  American  Academy  of  Pediatrics,  and  by 
the  American  Academy  of  Pediatric  Dentistry. 

+The  American  Academy  of  Pediatrics  recommends 
providing  supplements  frotn  2 weeks  through  at  least  age 
16. 
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Determination  of  Appropriate  Dosage 

After  determining  the  fluoride  level  of  a 
patient's  main  source  of  drinking  water  (either 
by  submitting  samples  or  obtaining  informa- 
tion from  water  companies,  schools,  Nebraska 
State  Department  of  Health,  etc.),  the  practi- 
tioner must  determine  the  appropriate  sup- 
plement dosage,  if  any,  to  prescribe.  For 
example,  a 4 year  old  with  a water  fluoride 
level  of  0.5  ppm  would  receive  a 0.50  mg 
supplement  instead  of  the  "full"  supplement 
dosage  of  1 .00  mg  appropriate  were  the  water 
fluoride  level  to  be  0.2  ppm. 

It  is  essential  to  determine  whether  an 
infant  is  being  exclusively  breast-fed,  bottle- 
fed,  or  obtaining  nutrition  from  both  sources. 
Totally  breast-fed  babies  should  be  supple- 
mented fully,  since  there  are  very  low  amounts 
of  fluoride  found  in  human  milk,  even  when 
the  mother  resides  in  a fluoridated  area.^®  The 
major  manufacturers  of  mild-based  infant 
formulas  have  removed  fluoride  from  their 
products  which  previously  contained  variable 
levels.^^  An  infant  on  milk-based  formula  now 
receives  fluoride  almost  exclusively  from  the 
water  which  may  be  mixed  with  the  foi  mula.^^ 
The  practitioner  must  determine  the  propor- 
tion of  bottle-feeding  and  reduce  the  supple- 
ment accordingly  for  those  infants  receiving 
nutrition  from  both  sources. 

Since  excessive  fluoride  can  cause  fluorosis, 
parents  should  contact  the  provider  of  the 
supplement  (physician  or  dentist)  when 
changes  occur  in  the  infant's  consumption  of 
liquids  so  the  fluoride  supplementation  can 
be  adjusted.  Significant  changes  in  feeding 
patterns,  such  as  from  breastfeeding  to  bottle- 
feeding  to  breast-feeding  or  breast-feeding  to 
solid  foods,  must  be  reported  to  the  provider 
so  that  the  dosage  of  fluoride  supplements 
can  be  adjusted,  if  necessary. 

Although  children  should  see  the  dentist  at 
a young  age,  most  children  do  not  see  a 
dentist  before  age  3.  The  complexities  of 
controlling  fluoride  dosage  for  infants  and 
younger  children  must,  therefore,  be  the  joint 
responsibility  of  physicians  and  dentists  con- 
cerning this  preventive  regimen  and  should 
provide  guidance  in  regulating  supplement 
dosage.  It  is  important  to  remember  that 
dosage  typically  must  be  adjusted  at  ages  2 
and  3. 

Determination  of  water  fluoride  levels  and 
systemic  fluoride  needs  may  be  best  accomp- 
lished as  routine  parts  of  new  and  recall 


patient  examination  procedures  for  pregnant 
women  and  children  under  age  16.  Con- 
sequently, it  has  been  suggested  that  physi- 
cians and  dentists  delegate  appropriate  aspects 
of  these  responsibilities  to  nurses,  dental 
hygienists,  and  other  personnel  in  order  to 
facilitate  the  process.’’ 

Fluoride  tablets  are  now  available  in  0.25, 
0.5  and  1.0  mg.  fluoride  formulations.  There  are 
several  commercial  brands  available.’  (See 
also  List  of  Accepted  Products-Fluoride  Sup- 
plements in  February  1988  issue  of  The 
Journal  of  the  American  Dental  Association.) 
Additionally,  many  pharmacies  can  provide  a 
generic  product.  The  tablet  should  be  chewed 
before  swallowing  to  provide  topical  benefit. 
Fluoride  drops,  often  providing  0.1 25  mg.  or 
0.25  mg.  of  fluoride  per  drop,  should  be  used 
for  those  who  cannot  chew  a tablet.  No  more 
than  264  mg.  sodium  fluoride,  or  120  mg. 
fluoride,  should  be  prescribed  at  one  time  for 
safety  reasons.'*  The  product  should  be  kept  in 
a "childproof"  container  in  a secure  place. 
Sample  prescriptions  are  shown  below  for  0.5 
mg.  fluoride  dosage  tablets  and  0.25  mg. 
fluoride  dosage  drops. 

Sample  Prescriptions 

Rx  Sodium  Fluoride  Drops 
0.25  mg  F/drop 
Dispense:  24  ml 

Sig:  Place  one  drop  daily  inside  mouth  or  add 
to  water,  formula  or  foods. 

CAUTION:  KEEP  OUT  OF  REACH  OF  CHILDREN 

Note:  This  is  a generic  prescription  for  fluoride  drops  to 
be  used  when  0.25  mg.  fluoride  is  needed,  i.e.  from 
birth  to  2 years  with  drinking  water  containing  less 
than  0.3  ppm  fluoride. 

Rx  Sodium  Fluoride  Tablets 
1.1  mg  (0.5  mg  F) 

I Dispense:  120  labs 

Sig:  Chew  one  tablet  daily  before  bedtime,  swish 
for  60  seconds,  and  swallow. 

CAUTION:  KEEP  OUT  OF  REACH  OF  CHILDREN 

Note:  This  is  a generic  prescription  for  fluoride  tablets  to 
be  used  when  0.5  mg  fluoride  is  needed,  i.e.  for  a 2- 
year-old  with  drinking  water  containing  less  than 
0.3  ppm  fluoride  or  a child  aged  3 to  1 3 with  water 
fluoride  content  between  0.3  and  0.7  ppm. 

The  biggest  difficulty  with  fluoride  supple- 
ments is  patient  compliance.*®'^*'  Numerous 
studies  have  documented  the  effectiveness  of 
fluoride  supplements  in  reducing  dental  caries. 
However,  the  supplementation  schedule  must 
be  followed  conscientiously.  These  studies 
have  shown  that  the  greatest  caries  reductions 
have  occurred  as  a result  of  select  populations 
seeking  pediatric  medical  or  dental  care  on  a 
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regular  basis,  and  also  as  a result  of  follow-up 
from  dedicated  and  enthusiastic  physicians 
and  dentists  who  were  able  to  motivate  the 
patients  to  comply  with  the  dosage  regimen. 
Therefore,  the  physician  must  routinely  en- 
courage and  attempt  to  monitor  the  child's 
supplement  use. 

Conclusion 

It  is  hoped  that  this  article  will  encourage 
and  assist  physicians  in  Nebraska  in  providing 
appropriate  doses  of  systemic  fluoride  sup- 
plements to  those  children  in  need.  The 
medical  profession  must  work  closely  with 
dentists  and  other  health  professionals  if 
systemic  fluorides  are  to  be  used  to  greatest 
benefit  by  our  population. 

Summary 

1.  All  children  should  receive  one  form  of 
systemic  fluoride  and  appropriate  forms 
of  topical  fluoride. 

2.  If  a child  is  not  receiving  optimally 
fluoridated  water,  the  physician  or  dentist 
should  prescribe  dietary  fluoride  supple- 
ments (tablets  or  drops). 

3.  The  correct  dosage  must  be  determined 
based  on  patient  age  and  fluoride  content 
of  the  patient's  main  water  source(s). 

4.  Special  attention  is  necessary  concerning 
fluoride  intake  for  children  breast-feeditig 
or  consuming  infant  formula. 

5.  To  arrive  at  the  correct  fluoride  dose, 
these  steps  should  be  followed: 

A.  Always  have  a sample  of  the  main 
drinking  water  source  (usually  home 
water)  analyzed  for  the  fluoride  con- 
tent before  prescribing  a fluoride 
supplement,  if  you  do  not  have  other 
specific  knowledge  of  water  fluoride 
content.  The  Laboratory  Division  of 
the  Nebraska  State  Department  of 
Health  provides  water  fluoride  assay 
services. 

B.  When  the  fluoride  content  of  the 
water  has  been  determined,  the 
fluoride  level  and  the  child’s  age 
should  be  matched  on  Table  1 to 
arrive  at  the  correct  supplement 
dose. 

6.  The  Division  of  Dental  Health  of  the 
Nebraska  State  Department  of  Health 

can  provide  lists  of  communities  and 
schools  in  Nebraska  that  are  optimally 
fluoridated. 


APPENDIX  A 

NEBRASKA  COMMUNITIES  WITH  NATURAL 
FLUORIDE  LEVELS  ABOVE  0.7  PPM 
TO  REDUCE  DENTAL  CARIES 

CITY  FLUORIDE  LEVEL 


(Parts  Per  Million) 

Abie  0.82 

Al's  Marina  (Trenton)  0.8 

Alliance  0.89 

Benkelman  1.89 

Big  Springs  0.80 

Bushnell  0.74 

Cambridge  1,0 

Clarks  1.28 

Community  Memorial  Hospital  (Crawford)  0.70 

Culbertson  1.24 

Dix  0.68 

Ft.  Calhoun  0.8 

Grant  0.67 

Curley  0.73 

Haigler  0.71 

Hayes  Center  0.80 

Hemingford  0.68 

Henry  Stahia  Mobile  Homes  (Kimball)  0.70 

Imperial  0.77 

Indianola  0.8 

Jackson  1.01 

Little  Blue  NRD  #1  (Fairbury)  0.95 

Lyman  1.3 

Murdock  0.66 

Nehawka  0.66 

Oakland  0.99 

Ogallala  0.83 

Oshkosh  0.68 

Otoe  CO  RWD  #2  (Nebraska  City)  0.97 

Otoe  CO  RWD  #1  (Nebraska  City)  0.97 

Palisade  0.8 

Panama  , 0.83 

Papio  NRD  0.8 

Ponca  0.67 

Sarpy  County  Civil  Def  (Papillion)  0.8 

Stockville  0.70 

Stratton  1.28 

Trenton  1.15 

Uehling  0.80 

Verdel  T59 

Virginia  T10 

Wauneta  0.95 

Westward  Ho!  Mobile  Homes  (Milford)  1.0 

Wilcox  Trailer  Court  (McCook)  1.1 

Winnebago  1.9 

Wymore  6.02 

Source;  State  Healh  Laboratories  (1985-88) 

Nebraska  State  Department  of  Health 
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APPENDIX  B 


NEBRASKA  COMMUNITIES  WITH  ADJUSTED 
FLUORIDE  WATER  SYSTEMS 
Optimum  Level:  1.0  ppm  Fluoride 


CITY 

FLUORIDE 

LEVEL 

(Parts  Per  Million) 

Albion 

1.12 

Allen 

0.30 

Auburn 

0.79 

Bassett 

0.92 

Beatrice  Stte  Development  Ctr 

. (Beatrice) 

1.31 

Belden 

0.26 

Bellevue 

0.96 

Blair 

1.07 

Bloomfield 

0.93 

Blue  Hill 

0.91 

Cedar-Knox  RWD  (Crofton) 

0.0 

Coleridge 

0.63 

Columbus 

1.21 

Cook 

0.83 

Creighton 

1.02 

Crofton 

0.52 

Elgin 

0.76 

Emerson 

0.69 

Fairbury 

1.17 

Fullerton 

1.13 

Cordon 

1.1 1 

Hampton 

0.35 

Hartington 

0.94 

Hildreth 

0.26 

Humphrey 

1.27 

Kearney 

0.95 

Laurel 

1.12 

Lincoln 

0.89 

Lindsay 

0.59 

Louisville 

0.33 

Lyons 

0.84 

Macy/Omaha  Rural  Water  (Tribal)  Macy 

1.4 

Minden 

1.00 

Nebraska  City 

0.90 

Neligh 

0.95 

Nelson 

0.83 

O'Neill 

0.74 

Oakdale 

0.25 

Ogallala 

0.92 

Omaha 

0.84 

Osmond 

1.20 

Papillion 

1.03 

Pine  Lake  Trust  Corp  (Lincoln) 

1.23 

Plattsmouth 

1.04 

Red  Cloud 

0.72 

Rushville 

0.87 

Santee  (Tribal) 

1.2 

Scribner 

0.98 

South  Sioux  City 

1.08 

Spencer 

<0.2 

Stella 

0.46 

Superior 

0.62 

Syracuse 

1.04 

Tecumseh 

0.80 

Tilden 

1.21 

Utica 

0.83 

Wausa 

0.92 

Wayne 

1.32 

Winnebago  Pow-Wow  Crnd 

(Tribal)  (Winnebago) 

1.1 

‘Average  for  first  6-7  months  of  1988 


Source;  State  Health  Laboratories  (1985-88) 
Nebraska  State  Department  of  Health 
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Gall  Stone  Lithotripsy  — Where  Are  We? 
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INTRODUCTION 

The  appearance,  in  this  counliy, 
of  an  effective  non-operative 
method  of  treating  symptomatic 
gall  stones  is  an  exciting  occurrence  for 
patients  and  physicians  alike.  Great  expecta- 
tions for  Gall  Stone  Lithotripsy,  ("GSL”), 
appeared  with  the  February  18th.,  1988  lead 
article  in  The  New  England  Journal  of  Medicine 
when  Sackmann,  et  al  reported  on  the  first 
175  biliary  patients  treated  in  Munich  by  the 
Dornier  group.’  The  remarkable  success  rate 
in  stone  fragmentation  and  the  absence  of 
major  side  effects  was  not  anticipated  by  most 
physicians,  especially  surgeons! 

Will  this  same  success  be  seen  in  the  United 
States?  The  data  generated  by  Ponchon,^  and 
our  own  personal  experience  with  the  Tech- 
nomed  Sonolith  3000  Lithotripter,  both  in 
France  and  America,  leads  us  to  be  very 
optimistic  regarding  the  future  of  GSL. 

A small  group  of  test  sites  in  the  United 
States,  including  the  Biliary  Lithotripsy  Center 
at  Methodist  Hospital  in  Omaha,  are  just  now 
beginning  their  FDA  monitored  clinical  trials 
to  prove  the  safety  and  efficacy  of  Extra- 
corporeal Shock  Wave  Lithotripsy  for  gall 
stones.  These  studies  are  being  carried  out 
under  an  FDA  Investigational  Device  Exemption, 
("IDE"),  a process  whereby  manufacturers  can 
place  machines  in  a clinical  investigational 
setting  to  prove  their  safety  and  efficacy.’ 

Gall  Stone  Lithotripsy  has  been  utnder  study 
in  France  and  Germany  for  the  past  two  years 
and  the  information  available  on  the  1000  or 
so  patients  treated  world-wide  to  date,  suggests 
that  GSL  will  become  an  alternative  to 
cholecystectomy  for  a major  portion  of  patients 
with  cholelithiasis. 

Numbers  alone  suggest  the  importance  of 
this  new  technology  for  an  old  disease.  It  is 
estimated  that  131,000  cholecystectomy  pro- 
cedures are  done  in  the  North  Central  Region 


of  the  United  States,  approximately  4,600 
cholecystectoftiies  are  performed  in  the 
western  Iowa  through  central  Nebraska  area 
and  that  the  overall  incidence  of  cholecystec- 
tomy in  this  country  is  2.2  [procedures  per 
1000  population. 

Currently  the  main  questions  about  GSL 
center  around  the  selection  of  appropriate 
patients,  the  role  of  adjuvant  bile  acid  litholytic 
drugs,  (chenodeoxycholic  acid  and  ursode- 
oxycholic acid  - "Actigall"),  the  time  period 
required  for  complete  fragmentation  arid 
[Passage  of  stones  to  occur,  the  need  for 
multiple  GSL  treatments,  and  what  the  long- 
term recurrence  rate  will  be. 

This  paper  will  review  the  basic  history  of 
GSL,  the  physical  principals  involved  in  litho- 
tripsy and  summarize  the  results  of  biliary 
lithotripsy  to  date. 

Historical  and  Socio-Economical  Perspectives 

It  has  been  less  than  eight  years  since  the 
first  Dornier  Kidney  Stone  Clinical  Trials  were 
completed  and  less  than  four  years  since  the 
first  complete  comnpercially  available  extra- 
corporeal shock  wave  kidney  stone  lithotripter, 
(the  HM3),  appeared.  The  HM3  was  the  first 
fppachine  to  integrate  the  four  major  features 
of  a lithotripter: 

1.  An  Energy  Source,  (spark-gap 
electrohydraulic). 

2.  A Stone  Localization  System,  (bi- 
plane fluoroscopy). 

3.  A Shock-Wave  Focusing  System, 
(hemi-ellipsoidal  reflector). 

4.  A Patient  Cou[pling  Systeiip, 

(water  lank). 

Early  on  in  the  kidney  stone  trials,  rigid 
patient  selection  criteria  limited  the  applica- 
tion to  a small  group  of  patients.  Today,  the 
vast  majority  of  renal  stones  can  be  treated 
with  shock  wave  lithotripsy. 


September  1989  Nebraska  Medical  Journal  271 


In  198G,  clog  trials  on  biliary  stone  lithotrif^sy 
were  cotiipleted  and  that  same  year,  reports 
on  patients  with  common  bile  duct  stones 
were  published.'^  By  September  of  1986,  the 
Munich  group's  initial  patient  ex|jerience 
apiK'ared  in  The  New  England  Journal  and  the 
results  in  the  first  175  patients  were  published 
in  February  of  this  year,  (1988). 

This  remarkably  rapid  transition,  frotn  kidney 
stone  lithotripsy  to  gallstone  lithotripsy,  is 
being  fueled  by  the  much  larger  patient 
population  affected  by  biliary  tract  disease.  It 
is  estimated  that  at  least  10%  of  adults  harl)or 
cholesterol  gallstones,  (the  kind  most  amen- 
able to  GSL),  and  that  this  group  of  patients  is 
5 to  10  times  larger  than  those  with  renal 
stones! 

At  least  20  million  [)eo|3le  in  the  United 
Stales  have  gallstone  disease  and  there  are 
500,000  to  600,000  cholecystectomies  per- 
formed yearly  at  a direct  hospital  cost  averaging 
$10,000  per  palienT’.  The  additional  cost,  in 
terms  of  lost  productivity  and  disability, 
during  the  4 to  8 week  recovery  period 
following  this  major  operation,  is  unknown 
but  must  be  staggering. 

Based  on  these  numbers,  it  has  been 
calculated  that  there  is  a market  need  for  500- 
7 50  more  lilholripters  in  the  United  Stales 
alone.*’ 

Basic  Physics  of  Shock-Wave  Lithotripsy 

Ihe  lilholripter's  shock-wave  follows  the 
basic  physical  rules  for  acoustical  energy.  An 
acoustical  shock  wave  britigs  about  destruction 
of  a material  by  mechanical  break-down  of  the 
material  when  the  energy  exceeds  the  tensile 
force  of  the  solid's  composition  strength.  In 
the  case  of  both  renal  and  gall  stones,  the 
precise  mechanisms  and  order  of  evetUs  that 
result  in  stone  fragmentation  are  still  beitig 
studied.  Destruction  does  appear  to  be  most 
dramatic  when  the  shock  wave  encounters 
materials  with  diferent  acoustical  properties, 
such  as  brittle  solids. 

ElectrohycJraulic  lilholripters  generate  their 
shock  wave  by  the  discharge  of  electricity 
between  two  electrodes,  under  water.  This 
"s|)ark-gap"  energy  must  then  be  focused, 
usually  in  a hetni-ellipsoidal  reflector,  coupled 
to  the  [)alienl  and  refocused  on  the  stone. 
Degassified  water  has  the  same  acoustical 
properties  as  the  pass  through  body  tissues 
and  remains  the  ieJeal  coupling  rnedium. 


Some  machines  use  other  energy  sources, 
such  as  Piezoelectric  Crystals  and  Electro- 
magnetic generators.  The  energy  source, 
coupling  mechanism  and  localization,  ("imag- 
ing"), techniques  are  the  main  visible  dif- 
ferences between  the  different  machines.  Not 
so  obvious  is  the  body  surface  area  over  which 
the  shock  wave  enters  the  patient.  Basically, 
the  "anesthesia-free"  lithotriplers  allow  the 
wave  to  enter  over  a larger  area,  thus 
dispersing  the  painful  impact  belter  and 
decreasing  the  pain  associated  with  each 
shock.  The  "low  energy"  piezoelectric  ma- 
chines further  decrease  the  discomfort  be- 
cause the  actual  pressures  generated  with 
each  shock  are  lower. 

Figure  1.  lists  the  type  of  generator  each  of 
the  current  lilholripters  employ  and  the  type 
of  anesthesia  required  for  [jatienl  comfort. 

The  "ideal"  shock  wave  for  stones  appears 
to  be  a [jure  pressure  wave  with  a very  steep 
onset,  (1  nanosecond),  a slow  decay  with  a 
minimal  negative  element  and  minimal  tensile 
components.^  The  spark-gap  generators  seem 
especially  tuned  to  this  wave  form. 

The  future  holds  the  promise  of  more 
effective  generators  capable  of  variable  focus 
and  aperture  to  better  deal  with  the  multi- 
[jLirpose  potential  of  lilholripters. 

FIGURE  1. 


CURRENT  LITHOTRIPTERS 


MACHINE  NAME 

GENERATOR 

ANESTHESIA 

Technomed  SonoUth  3000 

Spaik  Gap 

IV  sedation/None 

Domier  HM3 

Spaxk  Gap 

General  Anesthesia 

Dornier  MPL-9000 

Spaik  Gap 

IV  sedation/None 

Medstone  )050 

Spaik  Gap 

General  Anesthesia 

Siemens  Lithostai 

Electromagnetic 

IV  sedation/None 

EDAP 

Piezoelectric 

IV  sedation/None 

Wolf 

Piezoelectric 

IV  sedation/None 

CLINICAL  TRIALS  AND  RESULTS 

The  Biliary  Lithotripsy  Center  at  Methodist 
Hospital  is  currently  evaluating  patients  under 
two  separate  FDA- IDE  protocols.  The  first  is 
for  symptomatic,  uncomplicated  gallstone 
patients  and  the  second  study  is  for  those 
[jalienls  with  common  bile  duct  stones.  The 
fjasic  screening  criteria  for  these  two  groups  is 
noted  in  figures  2 and  3. 

The  major  reported  clinical  trials  use  similar 
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criteria  to  these  though  tlie  number  and  size 
of  tlie  stones  treatable  under  [)iotocol  does 
vary. 

The  landmark  report  on  gall  stone  lithotripsy 
is  from  the  Munich  group,  (Dornier),  and  was 
published  as  the  lead  article  in  the  February 
18th.,  1988  edition  of  the  New  England 
journal  of  MedicineJ  This  paper  exatiiines  in 
detail  the  first  175  patients  treated  by  their 
group.  1 74  of  the  1 75  patients  had  "complete" 
fragmentation  of  their  gallstones  and  there 
were  minimal  major  side  effects.  These  two 
facts  have  captured  the  attention  of  physicians, 
world-wide. 

Patient  selection  criteria  and  the  reasons  for 
exclusion  from  the  Munich  study  are  noted  in 
figures  4 and  5. 

The  time  required  for  complete  stone 
fragmentation,  in  the  Munich  report  is  sum- 
marized in  figure  6. 

All  patients  were  treated  on  Dornier  Litho- 
tripters  utilizing  underwater  spark  discharge. 
The  first  54  patients  all  had  general  anesthesia 
and  subsequent  ones  were  managed  with  IV 
sedation,  epidural  or  general  anesthesia. 

Chenodeoxycholic  acid  and  ursodeoxycholic 
acid  were  used  in  conjunction  with  lithotripsy, 

FIGURE  2. 

SCREENING  CRITERIA  - GALL  STONE  PATIENTS 

(METHODIST  BILIARY  LITHOTRIPSY  CENTER) 

1 . Symptomatic  Gaillbladder  Stone(s). 

2.  Age  18  to  100  years. 

3.  1 to  3 non-calcified  gall  stones. 

4.  Largest  stone  less  than  20  mm. 

5.  Total  stone  burden,  (volume),  of  less  than  46  mm. 

6.  Gall  bladder  function  proven  by  Oral  Cholecystogram. 

7.  Absence  of  common  bOe  duct  stones. 

8.  Not  pregnant  or  breast  feeding. 

9.  Normal  liver  and  pancreatic  function  tests. 

10.  Normal  coagulation  profile. 

1 1 . No  acute  complications  of  gaU  stone  disease. 

12.  No  pacemaker  or  artificial  heart  valves  present. 

13.  Not  taking  anticoagulant  medications. 

1 4 . ASA  risk  groupoflorll. 

15.  Not  allergic  to  Iodine  or  Bile  Acids. 

16.  Able  to  give  informed  consent. 


FIGURE  3. 

SCREENING  CRITERIA  - BILE  DUCT  STONE  PATIENTS 
(METHODIST  BILIARY  LITHOTRIPSY  CENTER) 

1.  Symptomatic  biliary  duct  stones,  (hepatic  or  common  duct). 

2.  Age  18  to  100  years. 

3.  Endoscopic  sphincterotomy  or  percutaneous  transhepatic 
catherterication  perlormed  at  least  5 days  pre-GSL.  No 
complicatiorts  related  to  these  procedures. 

4.  No  lesions  associated  v.alh  the  stone  that  v/ould  require  a surgical 
procedure. 

5.  No  untreated  cholangitis. 

6.  No  acute  cholecystitis. 

7.  Not  pregnant  or  breast  leeding. 

8.  Normal  Uver  and  pancreatic  function  tests. 

9.  Norma]  coagulation  profile. 

10.  No  acute  complications  of  gall  stone  disease. 

11.  No  pacemaker  or  artificial  heart  valve  present. 

12.  Not  on  anticoagulant  medications. 

13.  ASA  risk  group  of  I or  II. 

14.  Not  allergic  to  Iodine. 

15.  Able  to  give  informed  consent. 

FIGURE  4. 

DORNIER/MUNICH  SELECTION  CRITERIA 

1 . History  of  biliary  colic. 

2.  1 to  3 stones  not  exceeding  30  mm.  in  total  volume. 

3.  Radiolucent  stones. 

4.  Gallbladder  visualization  on  oral  cholecystography. 

5.  Able  to  identify  and  localize  stone  using  ultrasound. 

6.  Shock-wave  path  avoids  lungs  and  bone. 

7.  Absence  of  acute  complications  of  gall  stone  disease. 

8.  No  coagulation  disorders  or  anticoagulants. 

9.  Not  pregnant. 

10.  No  aneurysms  or  cysts  in  shock-wave  path. 

11.  Informed  consent. 

FIGURE  5. 

DORNIER/MUNICH  EXCLUSION  CRITERIA 


More  than  3 gall  stones  44% 

Non-visualization  of  gall  bladder  17% 

Calcified  gall  stones  15% 

Stone  burden  over  30  mm  10% 

Asymptomatic  patient  6% 

Unable  to  position  patient  2% 

Non-listed  reasons  6% 


(28%  of  patients  DID  Qualify) 
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HGURE  6. 

DURNIER/MUNICH  FRAGMENTATION  TIMES 
(all  patients) 


30% 

0-2  months 

48% 

2-4  months 

63% 

4-8  months 

78% 

8-12  months 

91% 

12-18  months 

93% 

18-24  months 

1 2 days  prior  lo  GSL  and  for  3 months  after  the 
complete  disappearance  of  stones  or  fragmetUs. 

As  noted  above,  the  successful  fragmentation 
was  well  over  90%  and  only  9 of  the  175 
patients  were  treated  twice. Ultrasound  studies 
at  24  hours  post-GSL  showed  fragments 
smaller  than  3 mm.  in  1 37  patients,  (787o),  and 
fragments  over  3 mm.  in  only  36  patients, 
(21 7o).  The  mean  fragment  size  increased  with 
the  number  of  stones  that  patient  had  to  start 
with. 

Only  one  patient  underwent  cholecystectomy, 
(3  months  after  lithotripsy),  and  the  gall- 
bladder showed  no  changes  except  mild 
inflammation. 

Side  effects  were  minimal  and  those  that 
did  occur  where  not  unexpected,  (ie:  bruising, 
biliary  colic,  hematuria  and  mild  pancreatitis). 

"Successful''  biliary  lithotripsy,  in  the  patients 
reported  to  date,  is  defined  in  terms  of  stone 
and  fragment  clearing  over  time,  not  simply 
the  presence  or  absence  of  gall  stones  at  the 
etui  of  GSL 


CONCLUSION 

All  of  the  information  to  date  suggests  that 
shock-wave  lithotripsy  will  be  a safe  and 
effective  method  of  dealing  with  uncompli- 
cated gall  stone  disease.  Litholytic  drugs 
appear  to  be  ati  important  adjunct  to  GSL  and 
may  play  an  important  role  in  minimizing  the 
effects  of  stone  recurrence. 

Numerous  reports  will  appear  in  the  medical 
literature  in  the  next  several  years,  further 
defining  the  types  of  patients  best  suited  for 
this  new  treatment.  In  the  meantime,  cholecy- 
stectomy will  still  remain  an  important  treat- 
ment method  for  acute  disease  and  for  those 
patients  who  do  not  meet  current  GSL 
selection  criteria. 

The  Biliary  Lithotripsy  Center  at  Methodist 
hospital  is  one  of  six  fixed  clinical  test  sites  for 
the  Technomed  Sonolith  3000  biliary  litho- 
trifiter  and  will  be  providing  data  to  prove  the 
safety  and  effectivness  of  this  noninvasive 
therapy  for  patients  with  gall  stones  and  bile 
duct  stones. 
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The  most  common  parasitosis  of 
the  central  nervous  system  is 
cysticercosis.  This  disease, 
endemic  in  Mexico,  South  America,  India  and 
Eastern  Europe,  is  still  encountered  world- 
wide.^ With  international  travel  increasing, 
more  cases  of  cysticercosis  are  seen  in  United 
States  hospitals.  Overall  incidence  is  not 
reported  but  the  disease  still  remains  rare  in 
Nebraska.  Cysticercosis  is  present  in  all  ages 
but  the  greatest  incidence  is  between  the 
third  and  fourth  decade  of  life.  Remissions 
and  recurrences  of  nonspecific  symptoms  and 
signs  are  characteristic  features  of  this  disease. 

CASE  REPORT 

A 23  year  old  Mexican  male  presented  to 
the  University  of  Nebraska  Emergency  Room 
with  twitching  of  the  left  side  of  his  face  and 
deviation  of  his  eyes  to  the  left.  The  patient 
remained  conscious  during  this  episode  and 
denied  headaches,  nausea  or  vomiting.  No 
gastrointestinal  symptoms  were  present.  His 
first  seizure  occurred  8 months  prior  to 
admission  when  he  was  living  in  Mexico.  He 
experienced  a total  of  four  focal  convulsions 
prior  to  his  admission. 

General  and  neurological  examinations  were 
within  normal  limits  with  the  exception  of 
increased  deep  tendon  reflexes  in  both  left 
extremities  in  the  postictal  period.  No  sub- 
cutaneuous  nodules  were  present. 

A diagnostic  work-up  was  performed  includ- 
ing normal  EEC,  skull  x-rays  and  spinal  fluid 
examination.  Chest  x-ray  revealed  a slight 
blunting  of  the  right  costophrenic  angle  but 
no  pulmonary  parenchymal  abnormalities  were 
identified.  Complete  blood  count  with  differ- 
ential and  liver  enzymes  were  within  normal 
limits.  Examination  of  feces  for  proglottids  and 
ova  was  carried  out  with  negative  results.  CT 
of  the  head  revealed  a ring  enhancing  lesion  in 
the  right  frontal  operculum  with  a small 
amount  of  surrounding  edema  (Figure  1 ).  MRI 


of  the  head  confirmed  the  CT  findings  (Figures 
2 & 3). 

The  patient  underwent  craniotomy  and 
complete  removal  of  the  lesion  was  achieved. 
The  post-operative  course  was  uneventful. 

Pathological  examination  revealed  a one 
centimeter  cyst  containing  clear,  slightly 
xanthochromic  fluid.  A thin  membrane  lined 
the  cyst  and  collapsed  when  the  fluid  was 


FIGURE  1 

CT  of  the  head  with  contrast.  Axial  plane.  1 cm  in 
diameter  contrast  enhancing  lesion  in  the  cerebral 
cortex  of  the  right  frontal  lobe  (arrowhead).  There  is  a 
small  amount  of  surrounding  edema  (arrow). 


'Reprint  requests;  Andrew  Gasecki,  M.D.,  University  of  Nebraska 
Medical  Center,  Department  of  Internal  Medicine,  Section  of  Neurology, 
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removed.  The  cyst  wall  had  an  inner  layer  of 
dense  fibrous  tissue,  an  intermediate  zone  of 
intense  inflammation,  and,  an  outer  zone  of 
dense  gliosis  (Figures  4 & 5).  The  inflammatory 
layer  included  abundant  plasma  cells  and 
lymphocytes  with  scattered  macrophages  and 
eosinophils  (Figure  5).  Sections  of  the  mem- 
brane revealed  a dense  eosinophilic  cuticle, 
an  intermediate  cellular  layer,  and  a deeper 
fibrillary  layer,  characteristic  of  the  wall  of  a 
cysticercus  (Figure  6).  The  scolex  was  not 
visualized. 

DISCUSSION 

Human  cerebral  cysticercosis  is  caused 
solely  by  the  larvae  of  Taenia  solium  (Cysticer- 
cus cellulosae).  Infestation  of  pigs  by  Cysticer- 
cus has  been  known  since  ancient  times.  It 
could  be  for  this  reason  that  pork  was 
excluded  from  the  diet  of  Jews  and  Moslems.’ 

Pigs  serve  as  a natural  intermediate  host  and 
man  becomes  a definitive  host  by  eating 
undercooked  pork  containing  the  cystic  stage 
of  the  parasite  (pork  tapeworm  - Table  1). 


FIGURE  2 

MRI  (1.5  tesla  stationary  CE-Signa  Unit,  proton  density 
weighted  image,  TR  = 2000  msec,  TE  = 40  msec)  of  the 
head.  Axial  plane.  A mass  measuring  approximateK  5- 
10  mm  in  the  cortex  of  the  right  frontal  lobe 
(arrowhead).  There  is  adjacent  edema  present  (arrow). 


Man  develops  cysticercosis  and  becomes  the 
intermediate  host  when  he  ingests  water  or 
food  contaminated  with  ova,  from  fecal-oral 
auto-infection,  or  from  autoinfection  caused 
by  reverse  peristalsis  (Table  2).  The  eggshells 
are  digested  in  the  stomach  and  release 
oncospheres,  which  do  not  develop  into  the 
adult  form  but  penetrate  intestinal  mucosa 
and  enter  the  blood  stream,  lodging  anywhere 
in  the  body  (cysticerci)  — most  frequently  in 
skeletal  muscle  and  brain.^’^  Neurocysticercosis 
can  present  with  epilepsy  (52%),  increased 
intracranial  pressure  (headache  43%,  vomiting 
27%  and  papilledema  28%),  focal  neurological 
deficit  (21.5%),  psychiatric  disturbances  (20%), 
impaired  vision  (21%)  and  rarely  aseptic 
meningitis  (1%)'’-^  There  are  no  pathognomic 
features.  Finding  multiple  subcutaneous  cysts 
(25%  of  patients)  and  the  demonstration  of  a 
larval  tapeworm  on  biopsy  strongly  suggests 
the  diagnosis  of  cysticercosis.^*  It  is  believed 
that  viable  cysticerci  are  inert  and  do  not 
cause  any  symptoms  or  host  brain  reaction.  As 
the  cerebral  cysts  die  the  inflammatory  response 


FIGURE  3 

MRI  (1.5  tesla  stationary  GE-Signa  Unit,  proton  density 
weighted  image,  TR  = 2000  msec,  TE  = 40  msec)  of  the 
head.  Coronal  plane.  Cortical  lesion  (arrowhead)  with 
surrounding  edema  (arrow)  in  the  lower  part  of  the 
frontal  lobe. 
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Table  1;  Man  as  a definitive  host  (adult  tapeworm). 


PIG  INGESTS  OVA 


ADULT  TAPEWORM  IN  HUMAN 
INTESTINE  SHEDDING 
OVA  IN  FECES 


CYSTS  IN  PORK  MEAT 


HAN  INGESTS  UNDERCOOKED  PORK 

provokes  cerebral  edema  and  the  above 
symptoms.^'” 

Computerized  tomography  (CT)  is  a very 
useful  diagnostic  test  which  can  detect  the 
presence  of  cystic  lesions.  However,  cysts 
located  in  the  posterior  fossa  or  in  close 
proximity  to  the  bone  may  escape  detection. 
In  such  cases,  magnetic  resonance  imaging 
(MRI)  is  more  accurate,  and  is  probably  more 
sensitive  than  CT  in  detecting  surrounding 
edema  indicating  cyst  death.  CT  is  superior  in 
demonstrating  calcifications.”"^ 

The  recent  development  of  serological  tests 
provides  additional  useful  information.  The 
ELISA  test  is  highly  sensitive  (87%  for  blood 
and  CSF)  and  specific  (90%  for  blood  and 
100%  for  CSF)."  ’^ 

Radiological  studies  and  spinal  fluid  analysis 
help  to  separate  neurocysticercosis  into  active 
and  non-active  forms"''”  Those  patients  whose 
CT  scan  and  MRI  show  brain  calcifications, 
granulomatous  changes  or  fibrosis  but  with 
normal  spinal  fluid  do  not  require  antihel- 
iTiinthic  therapy.  Symptomatic  treatment  may 
be  necessary  for  seizure  control  or  hydro- 
cephalus (shunting).'”  Surgical  intervention 
may  be  utilized  in  intraventricular  cysts,  and  in 
some  cases  of  surgically  approachable  solitary 
parenchymal  cyst  especially  when  producing 
a significant  mass  lesion  effect  or  uncontrolled 

Table  2:  Man  as  an  intermediate  host  (cysticercosis). 

HUMAN  SELF-CONTAMINATION 
OR  INGESTION  OF  OVA 


ONCOSPHERES  IN  THE  STOMACH 


BLOOD 


CYSTICERCI  IN  THE  BRAIN 


FIGURE  4 

A cross  section  through  the  cyst  reveals  several  layers: 
an  inner  layer  of  dense  fibrous  tissue,  a darkly  staining 
intermediate  zone  of  intense  inflammation,  and  an 
outer  zone  of  gliosis.  A small  remnant  of  the  cysticercus 
is  present  within  the  cyst  (arrow).  H and  E,  X15. 


FIGURE  5 

The  cyst  wall  exhibits  zones  of  fibrosis  (top),  chronic 
inflammation  (middle),  and  gliosis  (bottom).  The 
inflammatory  infiltrate  includes  numerous  plasma 
cells.  H and  E,  X125. 
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FIGURE  6 

The  collapsed  wall  of  the  cysticercus  has  an  outer  dense  cuticle,  an  intermediate 
cellular  layer,  and  an  inner  fibrillary  zone.  H and  E,  X325. 


seizures.'’  ’'*  Inflammatory  clianges  in  the  CSF 
(eosinophilia,  raised  protein  and  decreased 
glucose  level),  strongly  suggest  active  neuro- 
cysticercosis  and  praziquantel  or  therapy  with 
albendazole  is  recommended.  Praziquantel, 
originally  developed  to  treat  schistosomiasis, 
has  proven  effective  in  neurocysticercosis 
also.  The  dose  is  50  mg/kg  daily  in  3 divided 
doses  for  15  days.  The  dose  of  albendazole  is 
15  mg/kg  for  one  month. Unfortunately, 
patients  frequently  develop  fever,  headaches, 
nausea,  vomiting,  meningismus  and  increased 
intracranial  pressure,  probably  secondary  to 
destruction  of  the  cysts  with  subsequent 
inflammation.  Simultaneous  administration 
of  steroids  is  essential  to  prevent  reactive 
cerebral  edema,  although  it  may  reduce 
plasma  levels  of  praziquantel  by  507n.'’  Regular 
measurement  of  serum  antibody  titers  against 
cysticercus  antigen  is  helpful  in  monitoring 
the  effect  of  drug  therapy.*'’ 

Patients  with  central  nervous  systetn  man- 
ifestations of  the  cysticercosis  do  not  neces- 
sarily harbor  the  adult  tapeworm.'’  Less  than 
one-third  of  patients  have  ova  or  proglottids 
of  Taenia  solium  in  their  stool. 

Cysticerci  of  the  beef  tapeworm.  Taenia 
saginata  are  never  found  in  hurnan  brain”*  as 
man  becomes  only  the  definitive  host.  Dog 
tapeworm  larva,  Multiceps  multiceps  (Taenia 
multiceps)  produces  multiple  scolices  within 
a cyst.  Echinococcus  granulosus,  usually  in- 


volves lung,  liver,  and  brain  (with  characteristic 
daughter  cysts)  evoking  an  extensive  glial 
reaction.  Also,  a laminated  structure  on  micro- 
scopic examination  separates  it  from  Taenia 
solium  cysts.*®*^ 

The  diagnosis  of  Taenia  solium  cysticercosis 
should  be  considered  whenever  a patient 
develops  seizures,  symptoms  and  signs  of 
increased  intracranial  pressure,  focal  neuro- 
logical deficits,  or  meningitis,  expecially  when 
he  or  she  gives  a history  of  traveling  to 
endemic  areas. 

COMMENT: 

Neurocysticercosis,  while  uncommon  in  Nebraska,  is 
not  unheard  of.  I have  seen  two  cases  in  the  last 
several  years.  Both  patients  have  their  seizures  well 
controlled  with  anticonvulsant  therapy  and  neither 
required  antihelminthic  therapy.  The  CT  or  magnetic 
resonance  scanning  may  prove  to  be  diagnostic, 
especially  as  radiologists  become  more  familiar  with 
the  characteristic  findings.  Stereotactic  biopsy  tech- 
niques will  permit  histologic  diagnosis  with  minimal 
morbidity  in  those  cases  where  a radiologic  diagnosis 
is  not  adequate. 

Benjamin  R.  Celber,  M.D. 
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IN  a busy  clinical  neurological 
service,  patients  are  frequently 
seen  with  adult-onset  seizures. 
In  the  adult  population,  neoplasm  as  the 
etiology  must  be  considered  as  part  of  the 
differential  diagnoses.  Complete  evaluation  of 
adult-onset  seizures  should  include  cranial 
Computed  Tomography  (CT)  or  Magnetic 
Resonance  Imaging  (MRI)  even  if  neurological 
examination  is  normal  or  nearly  normal.  Also,  if 
initial  cranial  CT  or  MRI  is  normal  and  adult- 
onset  seizures  continue  or  are  refractory  to 
medical  management,  we  believe  repeat  cranial 
CT  or  MRI  is  indicated.  The  following  case 
reports  of  adult-onset  seizures,  in  all  of  which 
either  metastatic  or  primary  brain  tumors 
were  found,  reinforce  the  need  for  complete 
evaluation  of  adult-onset  seizures  to  include 
cranial  CT  or  MRI. 

CASE  1 

LF  is  a 67  year  old  female  who  had  a fifteen 
minute  seizure,  slurred  speech,  and  right 
sided  drooling.  Progressive  neurological  de- 
terioration developed  and  the  patient  had 
three  more  seizures,  became  unable  to  walk, 
aphasic,  and  had  a right  visual  field  deficit. 
Chest  x-ray  showed:  right  upper  lobe  total 
opacification;  cardia  and  mediastinum  shifted 
to  the  right;  1.5  centimeter  nodule  left  mid- 
lung; and  additional  nodules  left  lung  base 
and  right  hilum.  Cranial  CT  (Figure  1 a and  1 b) 
showed  evidence  of  metastatic  disease  in:  left 
temporal  and  parietal  lobes;  left  cerebellar 
hemisphere;  right  trigone;  right  parietal-occip- 
ital lobe;  right  parietal  lobe  antero-superiorly; 
and  left  parietal  lobe  medially.  (The  patient 
continued  to  deteriorate  neurologically  and 
developed  global  aphasia  and  spastic  right 
hemiplegia.) 

CASE  2: 

KT  is  a 27  year  old  male  who  presented  with 
a four  week  history  of  thirty  sensory  seizures 
consisting  of  tingling  of  the  left  face,  limbs. 


and  trunk.  He  reported  six  of  the  spells  one 
day  prior  to  admission.  Neurological  exam 
was  normal  except  for  a missed  left  cheek 
stimulus  with  double  simultaneous  stimulation. 
He  had  past  history  of  a seizure  four  years 
earlier  with  EEC  showing  right  frontotemporal 
spikes  and  waves.  Cranial  CT  (Figure  2) 
showed  a mass  in  the  right  frontoparieto- 
temporal lobes.  Right  temporal  lobectomy 
showed  Glioblastoma. 

CASE  3: 

JW,  a 52  year  old  female  with  a history  of 
headaches  and  nausea,  developed  numbness 
and  weakness  of  her  right  hand  four  weeks 
prior  to  admission  which  cleared  with  Decadron 
injection.  Three  days  prior  to  admission,  she 
had  a focal  seizure  of  her  right  hand,  became 
aphasic,  and  fell.  Neurological  exam  was 
normal  except  for  a mislocated  right  sided 
stimulus  with  double  simultaneous  stimula- 
tion. Chest  x-ray  showed  a 7 centimeter  left 
upper  lobe  mass  with  biopsy  showing  un- 
differentiated large  cell  cancer.  Cranial  CT 
(Figure  3)  showed  metastatic  disease  affecting 
the  left  parietal  lobe  and  right  anteromedial 
and  posteromedial  parietal  lobe. 

CASE  4: 

LL,  a 61  year  old  male  with  a six  month 
history  of  dementia  and  three  month  history 
of  seizures,  had  an  initial  cranial  CT  without 
and  with  contrast  which  showed  no  abnor- 
malities. Over  the  next  two  month  period,  the 
seizures  continued.  Neurological  exam  re- 
vealed dementia,  bilateral  Babinski-  Chaddock 
reflexes,  mask-like  facies  with  decreased  eye 
blinking,  mild  cogwheel  rigidity  at  the  elbows, 
missed  right  sided  stimulus  with  double 
simultaneous  stimulation  and  poor  discri- 
mination with  change  of  direction  stimuli  over 
both  palms.  Because  of  the  continuance  of  the 
seizures,  repeat  cranial  CT  (Figure  4)  was 

"Address  for  correspondence  John  F.  Aita,  M.D.,  8601  West  Dodge 
Road,  Suite  110,  Omaha,  NE  68114. 
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FIGURE  1A 


FIGURE  18 


FIGURE  la  and  1b  — CASE  1: 


Evidence  of  metastatic  disease  in;  left  temporal  and  parietal  lobes;  left  cerebellar  hemisphere;  right 
trigone;  right  parietal-occipital  lobe;  right  parietal  lobe  anterosuperiorly;  and  left  parietal  lobe  medially. 
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FIGURE  2 — CASE  2: 

Mass  in  area  of  right  frontoparieto-temporal  lobes. 


performed  and  showed:  right  pons-midbrain 
mass;  right  inferior  frontal  lobe  mass;  medial 
right  parietal  lobe  mass;  right  thalamus- 
hypothalamus  mass;  medial  left  temporal  lobe 
mass;  and  masses  in  right  and  left  corona 
radiata.  Stereotactic  CT  guided  biopsy  revealed 
Glioblastoma. 

CASE  5: 

LD,  a 36  year  old  male  with  a one  month 
history  of  brief  migratory  headaches,  presented 
after  having  four  gand  mal  seizures.  Cranial  CT 
was  performed  within  six  hours  of  his  seizures 
(Figure  5)  and  showed  increased  size  of  the 
left  cerebral  sulci  and  a right  frontal  lobe  low 
desity  lesion  with  edema,  contrast  enhance- 
ment, and  mass  effect.  Neurological  exam 
performed  one  month  later  was  within  normal 
limits.  Biopsy  revealed  Glioblastoma. 

CASE  6: 

WD,  a 67  year  old  male  with  a past  history  of 
Rheumatic  Valvular  Heart  Disease,  had  recur- 
rent focal  and  grand  mal  seizures  for  ten  days 
with  visible  quivering  of  the  left  abdomen 
followed  by  numbness  and  jerking  of  the  left 
extremities.  Neurological  exam  showed  subtle 
left  hemiparesis,  left  hemihypesthesia,  and 


left-sided  Parkinson's  Disease  with  mask-like 
facies  with  decreased  eye  blinking,  cogwheel 
rigidity  at  the  left  elbow,  and  bradykinesia  of 
the  left  hand.  Serial  cranial  CT  scans,  which 
were  unchanging,  showed  an  old  right  parietal 
lobe  white  matter  infarct  and  a right  parietal 
lobe  en  plaque  meningioma  with  parasagittal 
extension,  calcification,  contrast  enhancement, 
and  mass  effect.  (Figure  6a  and  6b). 

DISCUSSION 

In  approximately  15  percent  of  patients  ' 

with  brain  tumors,  the  presenting  symptom  i 

consists  of  a generalized  seizure.^-^  Approx- 
imately 30  percent  to  nearly  50  percent  of 
patients  with  brain  tumors  have  a generalized 
seizure  at  some  point  during  the  course  of 
their  disease. In  evaluating  the  patient  with  | 

adult-onset  seizures  after  the  initial  history  ( 

and  physical  examination  it  is  important  to  j 

perform  further  diagnostic  testing  including 
cranial  CT  or  MRI  even  it  the  neurological  j 

exam  is  normal  (case  5)  or  nearly  normal  ' 

(cases  2 and  3)  to  rule  out  underlying  brain  J 

tumors.  In  cases  2 and  3,  neurological  exam  ’ 

was  normal  except  for  mislocated  stimuli  in 
both  cases  with  double  simultaneous  stimula- 

I 

I 

I 
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FIGURE  3 — CASE  3: 

Evidence  of  metastatic  disease  in:  left  parietal  lobe  and 
right  anteromedial  and  posteromedial  parietal  lobe. 
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FIGURE  4 — CASE  4: 

Right  pons-midbrain  mass;  right  inferior  frontal  lobe 
mass;  medial  right  parietal  lobe  mass;  right  thalamus- 
hypothalamus  mass;  medial  left  temporal  lobe  mass; 
and  masses  in  right  and  left  corona  radiata. 
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FIGURE  5 — CASE  5: 

Increased  size  of  left  cerebral  sulci  and  right  frontal 
lobe  low  density  lesion  with  edema,  contrast  enhance- 
ment, and  mass  effect. 


tion.  In  case  5,  neurological  exam  was  com- 
pletely normal  even  though  cranial  CT  showed 
a low  density  tumor  with  edema  and  mass 
effect. 

In  a study  by  Gordon,  et  al,  five  people  (ages 
18-32  years  old)  were  evaluated  with  cranial 
CT  ater  their  first  seizure.  All  had  normal 
neurological  examinations  and  normal  electro- 
encephalographic  studies.  Cranial  CT  revealed 
distinct  cerebral  lesions  in  all  five  patients. 
Four  of  the  patients  who  were  operated  upon 
were  found  to  have  gliomas.  The  fifth  patient 
had  what  was  believed  to  be  an  arteriovenous 
malformation  that  was  thrombosed."* 

Cranial  CT  can  show  the  size,  shape, 
location,  extent,  vascularity,  and  calcification 
of  the  tumor.  In  addition,  edema  and  mass 
effect  of  the  tumor  on  surrounding  tissues  can 
be  seen  with  cranial  CT.  Another  diagnostic 
tool,  MRI,  is  being  used  more  extensively 
today  and  often  has  better  accuracy  than  CT  in 


border  definition  of  low  grade  astrocytomas. 
Low  grade  astrocytomas  account  for  roughly 
30  percent  of  primary  brain  tumors  in  the 
adult  and  in  "good"  patients,  or  those  presenting 
with  a seizure,  fifteen  year  survival  for  low 
grade  astrocytomas  is  87  percent.^ 

After  reviewing  the  cases,  it  is  important  to 
realize  that  even  if  initial  cranial  CT  shows  no 
abnormalities,  repeat  cranial  CT  or  MRI  is 
indicated  in  the  adult  patient  with  continuance 
of  seizures  (case  4)  to  rule  out  underlying 
brain  tumors.  We  also  believe  repeat  cranial 
CT  or  MRI  should  be  performed  in  patients 
with  seizures  refractory  to  medical  manage- 
ment, even  if  initial  cranial  CT  or  MRI  shows 
no  abnormalities,  for  the  same  reason  — to 
rule  out  underlying  brain  tumors. 

In  summary,  our  case  reports  and  studies  by 
others  point  out  the  need  for  diagnostic 
testing  with  cranial  CT  or  MRI  in  cases  of 
adult-onset  seizures  to  rule  out  underlying 
metastatic  or  primary  brain  tumors. 
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FIGURE  6a  FIGURE  6a  and  6b  — CASE  6: 

Old  right  parietal  lobe  while  matter  infarct  and  a right 
parietal  lobe  en  plaque  menigioma  with  parasagittal 
extension,  calcification,  and  mass  effect. 
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FIGURE  6B 


REFERENCES 

1.  Ausman  J.I.,  French  LA.,  Baker  A.B.:  Intracranial 
Neoplasma.  In:  Clinical  Neurology.  Ed.  by  Baker  A.B., 
Joynt  R.J.,  Philadelphia,  Harper  and  Row,  1987,  2:  1- 
103  (8-11),  ch.  14. 

2.  Forster  F.M.,  Booker  H.E.:  The  Epilepsies  and 
Convulsive  Disorders.  In:  Clinical  Neurology.  Ed.  by 


Baker  A.B.,  Joynt  R.J.,  Philadelphia,  Harper  and  Row, 
1987,  3:  1-68  (7-8),  Ch.  31. 

3.  Brem,  H.:  Glioma.  In:  Current  Therapy  in  Neuro- 
logic Disease  - 2.  Ed.  by  Johnson  R.T.,  Philadelphia,  B.E. 
Decker  Inc,  1987,  pp  202-204. 

4.  Cordon  W.H.,  Jabbari  B.,  Dotty  J.R.,  Gunderson 
C.H.:  Computed  Tomography  and  the  First  Seizure  of 
Adults.  Annals  of  Neurology,  18;  153,  No.  1,  1985. 


September  1989  Nebraska  Medical  Journal  287 


LETTER  TO  THE  EDITOR 


Physicians  For  Rural  Nebraska  — A Comment  On  The 
Report  Of  The  Commission  on  Medical  Education 


RICHARD  H.  WALDMAN,  M.D., 

Dean.  College  of  Medicine.  University  of  Nebraska 


•ROBERT  S.  VVIGTON,  M.D.,  LESLEE  B.  SHELL,  M.L.S., 

Associate  Dean  for  Academic  Affairs  Coordinator  of  Intrainstitutional  Planning, 

and  Graduate  Medical  Education.  University  of  Nebraska  Medical  Center 

College  of  Medicine,  University  of  Nebraska 


The  Report  of  the  Commission  on  Medical 
Education,  which  appears  in  the  July  issue  of 
the  Nebraska  Medical  JournaP,  raises  impor- 
tant concerns  about  medical  education  and 
about  medical  manpower  in  the  state.  We  are 
writing  to  provide  some  additional  information 
regarding  the  data  and  to  let  you  know  what 
the  College  of  Medicine  has  been  doing  to 
address  the  issues  of  declining  applicants  to 
medical  school  and  the  need  for  more  rural 
physicians. 

The  report  notes  that  72%  of  Nebraska's 
2,753  licensed  physicians  are  located  in 
Douglas,  Lancaster,  and  Sarpy  counties  while 
these  counties  contain  only  44%  of  the  State's 
population^  These  figures  are  better  under- 
stood when  one  notes  that  nearly  half  of  the 
physicians  in  these  metropolitan  counties  are 
either  house  officers,  faculty  or  research 
physicians  of  the  two  medical  schools.  Of  the 
72%,  27%  or  540  are  house  officers  and  19% 
or  361  are  full-time  faculty  at  one  of  the  two 
medical  schools.  When  these  physicians  are 
removed  from  the  calculation,  the  ratio  no 
longer  reflects  a maldistribution:  only  39%  of 
those  physicians  who  are  neither  full  time 
faculty  nor  house  officers  practice  in  these 
counties. 

The  decline  in  medical  school  applications 
has  been  a serious  concern  for  the  College. 
Thus  far  there  has  been  no  decrease  in  the 
quality  of  the  entering  class.  The  college  GPA 
and  the  MCAT  scores  for  this  year's  entering 
class  are  not  significantly  different  from  those 
of  prior  years  (the  CPA  is  actually  higher  than 
it  was  in  some  recent  years).  We  are  particularly 
concerned,  however,  with  the  decline  in 
applications  from  residents  of  rural  counties  in 
Nebraska.  These  have  fallen  to  half  their 
former  level.  We  have  intensified  our  re- 
cruitment efforts  over  the  past  several  years 
with  particular  emphasis  on  rural  Nebraska 
students.  We  are  pleased  that  the  Nebraska 
Medical  Association  will  be  actively  campaign- 
ing to  interest  students  in  medical  careers. 


The  College  of  Medicine  has  been  con- 
cerned for  some  time  with  the  need  for  more 
physicians  in  rural  areas  of  the  state.  To  this 
end,  the  College  has  in  place  a number  of 
programs  aimed  at  increasing  the  likelihood 
that  graduates  will  practice  in  rural  Nebraska. 
Since  many  are  not  familiar  with  all  the 
College's  progrms  we  have  listed  them  here: 

* In  a program  unique  among  state  univer- 
sities, we  require  that  all  residents  in 
primary  care  programs  (Family  Practice, 
Internal  Medicine,  and  Pediatrics)  spend 
two  months  or  more  of  their  training  in 
rotations  with  practicing  physicians  in 
greater  Nebraska.  This  program  acquaints 
residents  with  the  high  quality  of  care, 
the  excellent  facilities  and  the  personal 
rewards  of  practice  outside  major  metro- 
politan areas. 

* We  require  all  medical  students  to  take  a 
two  month  Family  Practice  preceptor- 
ship  during  their  clinical  years.  This 
program  provides  an  in-depth  exposure 
to  rural  practice  and  both  students  and 
preceptors  consider  it  a highly  valuable 
experience. 

* We  strongly  encourage  medical  students 
to  enter  Family  Practice  residencies  be- 
cause a high  percentage  of  residents  in 
these  programs  stay  here  to  practice. 
Eighty  percent  or  more  of  our  family 
practice  residents  remain  in  Nebraska  to 
practice. 

* We  give  special  attention  to  applicants 
who  come  from  rural  areas  in  the  state. 
Over  the  past  10  years,  applicants  from 
rural  Nebraska  have  had  a much  higher 
acceptance  rate. 

* We  support  MECO  (Medical  Education 
Community  Orientation)  and  other  pro- 

■Address  for  reprints:  Robert  S.  Wigton,  M.D.,  Professor,  Associate 
Dean  for  Academic  Affairs  and  Graduate  Medical  Education,  College  of 
Medicine,  UNMC,  42nd  and  Dewey  Avenue,  Omaha,  NE  68105-1065. 
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RICHARD  RAYMOND,  M.D. 
President  Nebraska  Medical  Association 


402-393-3216 

This  number  may  be  the  least  known,  yet  one 
of  the  most  important  phone  numbers  in  your 
colleague's  life.  It  is  the  number  to  call  for 
information  from  the  Physician  Advocacy 
Committee. 

At  a recent  NMA  Board  of  Directors  meeting, 
it  became  apparent  that  some  Board  members 
were  unaware  of  this  extremely  important 
committee  and  the  work  it  does.  If  your 
directors  were  unaware  of  this  group,  I have  to 
assume  that  many  of  you  are  also  uninformed 
as  to  its  functions,  and  perhaps  know  some- 
one who  is  in  need  of  their  help. 

The  Physician  Advocacy  Committee  is  clouded 
in  secrecy,  for  obvious  reasons.  Perhaps  that 
secrecy  is  the  reason  knowledge  of  their 
existence  is  not  well  enough  widespread  or 
understood,  but  by  necessity  it  will  remain 
that  way.  An  advertisement  runs  in  the 
Journal,  but  apparently  is  overlooked,  so  I call 
your  attention  to  it.  As  it  reads,  "Help  is 
available  for  you,  for  a member  of  your  family, 
for  a professional,  friend  or  colleague"  for 
"drug/alcohol/emotional/other  health  problems". 

The  committee's  expenses  are  underwritten 
by  the  NMA,  with  no  questions  asked.  The 
NMA  has  always  been  reimbursed  for  any 
expenses  at  a later  date,  again  with  no 
questions  asked.  We  just  assume  we  have 
helped  another  person  along  the  road  to 
recovery. 

This  committee  has  been  called  on  at  all 
hours  of  the  day,  and  has  never  refused  a 
request.  They  have  accompanied  colleagues 
many  miles  to  obtain  inpatient  treatment  if 


Richard  Raymond,  M.D. 


necessary,  at  a sacrifice  to  their  own  practices 
and  families.  They  are  there  to  serve,  if  you 
will  only  recognize  the  need  and  call  them.  If 
vou  know  someone  who  needs  their  help,  call 
now  before  a license  or  a life  is  wasted. 

I would  like  to  take  this  opportunity  to 
thank  these  professionals  for  the  time  and 
help  they  have  given  in  the  past.  I would  do  it 
personally,  but  even  the  President  is  not 
entitled  to  know  the  names  of  the  Committee, 
or  how  many  calls  they  have  answered  in  the 
past.  But  I do  know  that  they  have  not  been 
called  upon  enough,  and  I hope  that  spread- 
ing the  word  about  their  existence,  their  worth 
and  effectiveness,  and  their  total  confidential- 
ity will  make  this  President's  Page  the  most 
important  one  I write.  And  I'll  never  know. 
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THE  AUXILIARY 


Nebraska  Medical  Association  Auxiliary 
Message  from  the  President 


We  have  begun  a new  year  in  the  Auxiliary. 
Changes  are  taking  place  and  some  things  are 
staying  the  same.  As  always  there  does  not 
seem  to  be  enough  time  to  do  all  that  we  want 
to,  but  when  considering  we  are  not  doing  it 
alone,  it  can  be  done. 

My  theme  for  the  year  will  be  The  Bridge,  a 
means  by  which  health  related  information 
can  be  exchanged,  concerns  shared,  and 
support  given  to  each  other  and  our  com- 
munities. 

Our  Health  Projects  Committee  for  the  year 
will  address  Adolescent  Health  and  HIV/Aids 
education  in  the  schools  but  not  neglect  other 
ages  and  health  issues  in  the  areas  of  exercise, 
nutrition,  health  care,  safety,  abuse,  com- 
municable diseases,  community  resources  & 
involvement,  and  international  health.  The 
misuse  of  the  mind,  body,  and  substance 
when  dealing  with  the  pressures  and  difficult- 
ies that  arise  from  life  is  a concern.  Programs 
and  Projects  will  offer  information  on  what 
can  be  done  when  abuse  occurs  and  ways  to 
prevent  it  from  happening.  We  are  fortunate 
to  have  Sandra  Mitchell,  AMAA  Health  Projects 
Chairman,  attend  our  Fall  Meeting  September 
20th  in  Grand  Island.  Ideas,  programs,  and 
projects  will  be  shared. 


In  Legislation  we  have  made  a difference; 
will  continue  to  be  involved  and  urge  all 
people  to  become  involved  voters. 

The  Auxiliary  agreed  to  help  fund  AMA-ERF 
and  NMF.  We  will  uphold  this  commitment 
and  also  be  of  support  to  Resident/Student 
Spouses. 

We  have  a great  organization  of  diverse 
personalities,  preferences,  ages,  and  stages  of 
life.  We  will  use  our  diversity  to  reach  all  areas 
of  concern  in  our  communities  and  consider  it 
when  planning  programs  for  members.  AMAA 
President  Jean  Hill  has  asked  for  unity  within 
the  Auxiliary  and  I ask  others  to  be  unified  in 
the  purpose  of  better  health  and  quality  of  life 
for  all  people. 

I have  included  with  this  message  a list  of 
State  Committees  and  names  of  County/ 
Member-at-Large  auxilians  who  are  serving 
with  me  this  year  as  representatives  of  some 
800  involved  auxilians  across  the  State  of 
Nebraska. 

Sally  Becker 
NMAA  President 

"Two  back  to  back  can  do  more  than  twice  as 
much  as  one  alone." 


Nebraska  Medical  Association 
Auxiliary  1989-90 


AMA-ERF  — Maria  O'  Donohue,  Omaha 
ARCHIVES  — Alleen  Bosley,  Grand  Island 
Dorothy  Matson,  Lincoln 
Harriette  Francis,  Grand  Island 
BUDGET  & FINANCE  — Barb  Gammel,  Lincoln 
Barb  Bohi,  Omaha 
Bev  Kruger,  Omaha 

BYLAWS  — Rogene  Bainbridge,  Grand  Island 
Desta  Osborne,  Lincoln 
Suz  Walker,  Kearney 


HEALTH  PRODUCTS  — Rita  Seiler,  Omaha 
Arladeane  Urbauer,  Grand  Island 
Joan  Cahoy,  Lincoln 
Ardis  Grace,  Blair 
Linda  Paul,  Lincoln 
Gatherine  Lear,  Norfolk 
Mary  Seiler,  Hastings 
Nancy  Nielsen,  Omaha 
Pat  Meyer,  Utica 

LEGISLATION  — Mary  Beth  Kos,  Lincoln 
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Linda  Paul,  Lincoln 
Sharon  O'Malley,  Omaha 
LONG  RANGE  PLANNING  — Pam  Hoesing, 
Omaha 

Rogene  Bainbridge,  Grand  Island 
Phyllis  Ghapin,  Omaha 
Mona  Damico,  Hastings 
Desta  Osborne,  Lincoln 
Barbara  Spencer,  Ogallala 
Garolyn  Yeakley,  Lincoln 
Margie  Gutnik,  Omaha 
MEMBERSHIP  — Sharon  Holyoke,  Omaha 
Donna  Stone,  Lincoln 
Barb  Gammel,  Lincoln 
Golleen  Adam,  Hastings 
NMF  — Pat  Lundak,  Lincoln 
NMEDPAG  — Sheryl  Bergstrom,  Fremont 
NEWSLETTER  — Elba  Lau,  Lincoln 
PROJEGT  BANK  — Jeanette  Schlichtemeier, 
Omaha 

PUBLIC  RELATIONS  — Susan  Carraher,  Lincoln 
CONVENTION  — Nancy  Gallagher,  Omaha 
Bev  Kruger,  Omaha 

DOCTORS  DAY  — Sally  Semm,  Lincoln 
GAVEL  CLUB  — Bev  Karrer,  Omaha 
HEALTH  GALLERY  — Kay  Reed,  Lincoln 
MEDIFILE  — Betty  Fellows,  Omaha 
RESOLUTIONS  — Bev  Kruger,  Omaha 
SUPPORT  SYSTEMS  — Susie  Forker,  Lincoln 
CREIGHTON  MEDICAL  SPOUSES  — Joan 
O'Brien,  Carol  McLeay,  Omaha 
UNMC  MEDICAL  SPOUSES  — Jean  Waldman, 
Kimberley  Bruder,  Omaha 
DISTRICT  COUNCILORS: 


Gerry  Mountford 

1st 

Jody  Pitsch 

2nd 

Julie  Frerichs 
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Ardis  Grace,  Burt-Washington 
Gail  Fuss,  Dodge 
Cheri  Anderson,  Dodge 
Janet  Janulewicz,  Hall 
Carolyn  Yeakley,  Lancaster 
Kay  MacDonald,  Lincoln 
Margie  Gutnik,  MOMSA 
Carol  Ann  Hehner,  Northeast 
Susan  Anderson,  Scottsbiuff 
Sue  Carson,  Southwest 
Barbara  Spencer,  Western  Quad 
CHAPLAIN  — Sondra  Feidler 
HISTORIAN  - Marilyn  McCreer 
PARLIAMENTARIAN  — Harriette  Francis 
ADVISORS  — Desta  Osborne 
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1st  Vice  President  — Sharon  Holyoke 
President-Elect  — Jeanette  Schlichtemeier 
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grams  which  allow  students  to  have 
elective  experiences  in  community  phy- 
sicians' offices. 

* We  reimburse  residents  for  travel  to 
potential  practice  sites  in  greater  Nebraska. 

* We  target  rural  communities  to  recruit 
students  from  high  schools.  This  fall, 
student  services  will  visit  37  rural  high 
schools  in  Nebraska. 

* We  provide  summer  high  school  recruit- 
ing activities  to  introduce  rural  students 
to  our  campus  for  one  and  two  week 
periods. 

The  College  is  committed  to  fostering 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


LLOYD  N.  KUNKEL,  M.D.  (Born  November 
14,  1897  — died  July  18,  1989.)  Medical 
Specialty  — General  Practice.  Doctor  Kunkel 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1931  and  practiced 
in  Weeping  Water.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor  Kunkel 
is  survived  by  his  daughters,  Mrs.  John 
(Carolyn)  Boomer  of  Kearney  and  Dorothy 
Ann  Kunkel  of  Cedar,  Michigan;  sister,  Ruth 
Trombla  of  Oklahoma  City,  Oklahoma; 
three  grandsons,  and  two  great-grandsons. 


careers  in  rural  medicine  among  its  graduates. 
We  give  preference  to  rural  applicants  and 
have  a number  of  programs  designed  to 
expose  students  to  rural  practice.  The  decision 
to  enter  rural  practice,  however,  includes 
many  factors  that  the  medical  college  cannot 
influence.  We  welcome  the  new  initiatives  of 
the  medical  association  in  this  regard. 
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Charles  J.  Vlach,  M.D.  (reinstated) 
405  W.  Darlene  St. 

Hartington,  NE  68735 

Don  D.  Bailey,  M.D.,  (reinstated) 
Skyview  Medical  Center 
Norfolk,  NE  68701 
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COMING  MEETINGS 


THE  UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE  ALUMNI  ASSOCIATION,  INC. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  — John 
S.  Latta  Centennial  Lectureship  - October 
19,  1989,  12:00  Noon,  UNMC  Continuing 
Education  Amphitheater.  Speaker:  Dr.  David 
Korn,  Vice  President  and  Dean  of  College  of 
Medicine,  Stanford  University.  All  alumni, 
students,  faculty  and  friends  invited. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  — All 
Alumni  Reception  - Thursday,  November  2, 
1989,  6:30  to  8 p.m..  Red  Lion  Inn,  Omaha 
in  conjunction  with  the  Omaha/Mid-West 
Clinical  Society  Postgraduate  Assembly.  Hors 
D'oeuvres  and  Cash  Bar.  All  alumni,  students, 
faculty  and  friends  invited.  Presentation  will 
be  made  of  First  Annual  Distinquished 
Alumnus  Achievement  and  Distinguished 
Alumnus  Service  Awards. 

PHI  CHI  RECEPTION  — November  4,  1989, 
2 p.m.  to  4 p.m.,  3708  Dewey,  Omaha, 
Nebraska.  Everyone  welcome. 

CLASS  REUNIONS  — will  be  held  November 
2,  3,  and  4,  1989  in  Omaha  for  the  classes 
ending  with  "4”  and  "9". 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

ALLERGY  ABROAD  - ITALY  — October  1 8-27, 
1 989.  To  be  held  in  Padua,  Florence,  Rome, 
Italy.  Program  Chairman:  Phillip  E.  Korenblat, 
M.D.  Credit  Hours:  20  hours  Category  1 
AMA.  Fee:  $495. 

For  further  information,  contact  Loretta  Ciacoletto, 
Washington  University  School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  South  Euclid,  Box 
8063,  St  Louis,  Missouri  63110.  (800)  325-9862  Interstate 


CREIGHTON  UNIVERSITY 

SEPTEMBER  22,  1989  — Colorectal  Cancer  - 
Peter  Kiewit  Conference  Center,  Omaha, 
Nebraska. 

SEPTEMBER  30,  1989  — Using  PET:  A New 
Frontier  - Saint  Joseph  Center  for  Mental 
Health,  Omaha,  Nebraska. 

OCTOBER  5, 1 989  — Management  of  Cardiac 
Arrhythmias  - Marriott  Hotel,  Omaha,  Nebraska. 

OCTOBER  13,  1989  — Prevention  of  Renal 
Failure  - Marriott  Hotel,  Omaha,  Nebraska. 

OCTOBER  1 3-22,  1989  (starting  dates)  — 
Creighton  Model  Natural  Family  Planning 
Practitioner  Education  Program  - Pope  Paul 
VI  Institute,  Omaha,  Nebraska.  A one  year 
training  program. 

OCTOBER  20-21,  1989  — Fourth  Annual  - A 
Day  with  the  Perinatologists  - Marriott 
Hotel,  Omaha,  Nebraska. 

NOVEMBER  1,  1989  — Creighton  Day  - Old 
and  New  - Creighton  University,  Omaha, 
Nebraska. 

NOVEMBER  2-4,  1989  — Controversies  and 
Clinical  Management  In  High  Risk  Obstetrics  - 
San  Diego,  California. 

JANUARY  25-30,  1990  — Esophageal  Dis- 
orders: Pathophysiology  and  Treatment  - 
Maui,  Hawaii. 


OMAHA  MID-WEST  CLINICAL  SOCIETY: 

57TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 2,  3 and  4,  1 989,  Thursday,  Friday  & 
Saturday,  The  Red  Lion  Inn,  Omaha.  For 
information,  please  contact:  Miss  Lorraine 
Seibel,  Executive  Secretary,  Omaha  Mid- 
West  Clinical  Society,  7363  Pacific  Street, 
#205-B  Omaha,  Nebraska  68114. 
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ST.  PAUL-RAMSEY  MEDICAL  CENTER 

SEPTEMBER  22,  1989  — Earle  Brown  Center, 
University  of  Minnesota  — Women  in 
Transition.  6V2  hours  of  Category  I credit, 
registration  fee  S85,  contact  Kathleen  Fritz, 
Continuing  Medical  Education,  Ramsey, 
640  Jackson  SL,  St.  Paul,  MN  55101 

SEPTEMBER  29,  1989  — SL  Paul-Ramsey 
Medical  Center,  640  Jackson  St,  St.  Paul, 
MN  55101  — Chemical  Exposures:  Emer- 
gency Response  and  Management  7 hours 
of  Category  I credit  registration  is  S85  per 
person.  Contact  Kathleen  Fritz,  Continuing 
Medical  Education,  Ramsey,  640  Jackson 
St,  St  Paul,  MN  55101. 

OCTOBER  13,  1989  — 'The  Anxious  Patient: 
Anxiety  Disorders  in  Primary  Care",  to  be 
held  at  the  Holiday  Inn  East,  St.  Paul, 
Minnesota.  This  program  is  sponsored  by  St. 
Paul-Ramsey  Medical  Center/Ramsey  Clinic/ 
Ramsey  Foundation,  Department  of  Family 
Medicine,  Office  of  Continuing  Education. 

OCTOBER  19-21,1 989  — "Practical  Approach- 
es to  Managing  Trauma".  This  program  will 
be  held  at  the  Holiday  Inn  East,  St.  Paul, 
Minnesota  and  is  sponsored  by  the  Burn 
Center  and  the  Office  of  Continuing  Educa- 
tion at  St.  Paul-Ramsey  Medical  Center. 

NOVEMBER  1 0, 1 989  — "Neurology  Update", 
to  be  held  at  the  Earle  Brown  Continuing 
Education  Center,  1890  Buford  Avenue,  St. 
Paul,  Minnesota.  This  program  is  sponsored 
by  St.  Paul-Ramsey  Medical  Center/Ramsey 
Clinic,  The  Department  of  Neurology  and 
the  Office  of  Continuing  Medical  Education. 


COMING  MEETINGS 

SEPTEMBER  23,  1989  — Lincoln,  October  21, 
Omaha,  and  November  4,  1989,  Grand 
Island  at  various  sites.  Common  Medical 
Problems  In  The  Elderly. 

ROCKY  MOUNTAIN  CONFERENCE  ON 
EMERGENCY  MEDICINE  & NURSING  — 
January  24-27,  1990,  Keystone,  CO.  For 
information,contact  Centennial  Conferences, 
5353  Manhattan  Circle,  #103,  Boulder,  CO 
80303. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  MEDICAL 
EDUCATION  COURSES 

SEPTEMBER  8-9, 1 989  — Current  Controversies 
and  Techniques  In  Congenital  Heart  Surgery, 
Baltimore,  Maryland. 

SEPTEMBER20,  1989  — Smith,  Kline  & French 
Digestive  Diseases  Symposium. 

SEPTEMBER  25-30,  1989  — Emergency  Med- 
icine Review. 

OCTOBER  2-7,  1989  — Emergency  Medicine 
Review. 

OCTOBER  6,  1989  — Intravenous  Gamma 
Globulin  Therapy  in  Pediatric  Disorders, 
Center  for  Continuing  Education,  University 
of  Nebraska  Medical  Center. 

OCTOBER  20-21,  1989  — Etiology  of  Breast 
Cancer,  Peter  Kiewit  Conference  Center, 
Omaha,  Nebraska. 

OCTOBER  21,  1989  — Hands-On  Workshop 
on  Stereotaxis,  Center  for  Continuing  Edu- 
cation, University  of  Nebraska  Medical 
Center. 

NOVEMBER  30  - DECEMBER  3,  1989  — 
Nebraska  Obstetrics  and  Gynecologic  Society. 
Las  Vegas,  Nevada 

FEBRUARY  11-18,  1 990  — 8th  Annual  Park  City 
Oculoplastic  Meeting,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone,  Colorado. 

MARCH  26-April  6,  1990  — Family  Practice 
Review. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

**AII  programs  are  held  at  the  Center  for  Continuing 

Education,  University  of  Nebraska  Medical  Center  unless 

otherwise  noted. 


NMA  COMING  MEETINGS 

SEPTEMBER  14-16,  1989  — NMA  Fall  Session 
- Cornhusker  Hotel. 
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APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  13-15,  1990  — NMA  Eall  - Corn- 
husker  Hotel. 

APRIL  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 


AMA  NEWS  NOTES 

ASIM'S  proposal  to  integrate  practice  guide- 
lines into  Medicare  payment  reform  has  been 
endorsed  by  AMA  in  letters  sent  to  all 
members  of  the  House  Ways  and  Means 
committee.  House  Energy  and  Commerce 
Committee  and  the  Senate  Finance  Committee. 
Implementing  the  recommendations  proposed 
by  ASIM  would  provide  physicians,  patients 
and  the  government  with  critical  knowledge 
about  what  constitutes  effective,  appropriate 
medical  care  while  also  perserving  the  phy- 
sician's necessary  right  to  tailor  care  in  the 
best  interests  of  his  or  her  patients,  AMA 
stated.  The  Association  encouraged  Congress 
to  take  the  following  related  steps: 

1)  Substantially  expand  the  federal  role  in 
supporting  and  providing  direction  to  effective- 
ness research  and  practice  guidelines 

2)  Direct  HHS  to  give  priority  to  funding 
effectiveness  research  and  guideline  develop- 
ment for  particular  categories  of  Medicare 
services 

3)  Establish  as  a condition  for  receiving 
federal  funds  for  development  of  practice 
guidelines  for  the  aforementioned  categories 
that  HHS  shall  require  that  a contractor 
submit  a work  plan  and  schedule  that  will 
allow  for  the  guidelines  to  be  developed  in 
consultation  with  organizations  representing 


ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  Universtiy  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact:  Sally  C. 

O'Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 

Continuing  Medical  Education  Division,  Omaha,  Nebraska 

68178.  Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280- 

1830. 


the  medical  specialty  involved  and  broadly 
representative  of  physicians. 

4)  Mandate  intensified  carrier  and  PRO 
review  of  those  specific  services/procedures 
subject  to  the  greatest  amount  of  reductions 
under  the  RBRVS  schedule  until  it  is  fully 
implemented 

5)  Direct  HHS  to  develop  approaches  for 
incorporation  practice  guidelines  into  PRO 
and  carrier  medical  necessity  determinations 
providing  certain  physician  and  patient  pro- 
tections are  afforded  and  appropriate  devia- 
tions are  permitted  for  good  cause 

6)  Mandate  the  PPRC  to  monitor  the 
development  and  implementation  of  practice 
guidelines  and  report  to  Congress  annually  on 
specific  aspects  involving  them. 

* * * 

State,  county  and  national  specialty  societies 
will  soon  be  receiving  a brochure  containing 
Guidelines  for  the  Conduct  of  Prior  Authori- 
zation Programs  and  Guidelines  for  Claims 
Submission,  Review  and  Appeals  Procedures. 
These  Guidelines  were  jointly  developed'  by 
representatives  of  the  AMA,  the  Blue  Cross 
and  Blue  Shield  Association  and  the  Health 
Insurance  Association  of  America  in  an  effort 
to  encourage  greater  consistency,  efficiency 


September  1989  Nebraska  Medical  Journal  295 


and  fairness  in  prior  authorization  programs 
and  claims  review  and  appeals  processes.  This 
activity  is  part  of  the  Association's  ongoing 
efforts  to  help  resolve  physician  and  payor 
problems. 

* * * 

The  AMA  Dept,  of  Practice  Management 
offers  two  workshops  for  physicians  deciding 
what  to  do  after  residency: 

Starting  your  own  practice  — a two-day 
workshop  providing  practical  information  and 
techniques  for  building  a profitable  practice. 

Joining  a partnership  or  group  — a four-hour 
workshop  explaining  the  procedures  for  joining 
a partnership  or  group,  which  are  currently 
attracting  the  largest  number  of  physicians 
starting  practice. 

Both  are  offered  periodically  throughout 
the  year  in  different  locations  across  the 
country,  as  well  as  on  a regular  basis  in 
Chicago. 

For  more  information,  contact  the  Dept,  of 
Practice  Management,  535  N.  Dearborn  St., 
Chicago,  111.  60610;  (312)  645-4958. 

* sf: 

The  American  Society  of  Internal  Medicine 
(ASIM)  has  published  "Medical  Record  Keep- 
ing: An  ASIM  Guide  for  Internists  & Their 
Staffs."  This  is  the  latest  in  a series  of  1 4 ASIM 
practice  management  guides  designed  to  help 
internists  with  the  administrative  side  of 
medical  practice.  "Medical  Record  Keeping" 
provides  a general  overview  of  several  topics 
essential  to  good  medical  record  keeping: 
creating,  filing  and  storing,  and  transferring 
medical  records;  personnel  functions;  and 
legal  considerations. 

For  caretakers  of  clinical  data,  this  practical 
guide  is  an  invaluable  resource  for  all  physi- 
cians and  office  staff  involved  in  treating  a 
patient  or  in  communicating  specific  informa- 
tion to  appropriate  outside  parties,  including 
consulting  physicians,  insurance  companies 


and  government  agencies.  The  eight-page 
guide  is  filled  with  practical  suggestions  on 
contents  of  a complete  medical  record;  record 
retention  requirements;  legal  aspects  of  record 
keeping;  and  "dos  and  don'ts"  in  medical 
record  keeping.  It  also  includes  a handy 
resource  section. 

To  purchase,  send  S3  to  ASIM  Literature 
Order  Dept.,  1101  Vermont  Avenue,  NW 
Suite  500,  Washington  DC  20005.  Bulk  orders 
of  50-99  are  discounted  25%;  orders  of  100  or 
more  are  discounted  50%.  Orders  totalling 
S10  or  more  may  be  charged  to  Visa  or 
Mastercard  by  calling  (202)  289-1700. 

* * * 

Copies  of  the  1989  edition  of  CURRENT 
OPINIONS  of  AMA's  Council  on  Ethical  and 
Judical  Affairs  have  been  mailed  to  the 
Federation. 

Each  medical  society  will  receive  at  least 
one  copy  (the  number  varies  according  to 
membership  size)  of  the  newly  formated, 
easier-to-use  edition.  Included  in  the  new 
edition  are  several  new  and  revised  opinions. 

Medical  societies  also  may  obtain  additional 
complimentary  copies  for  members  of  their 
committee,  council  or  other  body  that  deals 
with  ethical  and  judicial  matters.  These  re- 
quests should  be  directed  to  Vicki  Knight, 
AMA's  Office  of  the  General  Council  (312- 
645-5526). 

Each  AMA  member  may  obtain  a com- 
plimentary copy.  All  a member  needs  to  do  is 
call  AMA's  tollfree  number  1-800-621-8335 
and  ask  for  one.  The  approximately  40,000 
AMA  members  who  are  on  FEDNET  may 
request  their  copy  by  sending  an  AMA/Mail 
message  to  mailbox  AMAMSR  as  an  equally 
convenient  method  of  ordering,  (if  you  order 
through  AMA/Mail  be  sure  to  include  the 
name  of  the  publication  you  want,  your  full 
name  and  mailing  address.) 

* * * 
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AMA  NEWS  NOTES 

(continued  from  page  9-A) 

for  Medicare  is  primarily  due  to  lower  growth 
in  inpatient  costs  and  in  spending  for  phy- 
sicians' services." 

Department  of  Treasury  data  on  Part  B 
disbursements  show  that  from  calendar  years 
1 987  to  1 988,  actual  disbursements  increased 
only  5.4%.  HCFA  raw  data  show  similar  results. 
For  the  12  month  period  ending  March  31, 
1989  (according  to  Carrier  Reasonable  Charge 
and  Denial  Activity  Reports),  total  approved 
charges  for  Part  B increased  only  7.9%  above 
the  previous  12  month  period.  Data  from 
HCFA,  contained  in  the  Ways  and  Means 
1989  "Green  Book,"  show  that  growth  in 
expenditures  for  physician  services  grew  at  a 
rate  of  8.7%  between  1987  and  1988,  as 
compared  to  a 12.5%  rate  of  growth  for  total 
Part  B expenditures. 

Rather  than  a program  out  of  control,  we  are 
now  seeing  the  effect  of  changes  made  by 
Congress  and  the  medical  profession  to 
restrain  growth  through  modifications  in  pay- 
ment for  services,  improved  utilization  review 
and  management  for  the  PRO  program,  and 
improved  education  of  physicians  on  appro- 
priateness of  certain  procedures. 

THE  MYTH:  25-30%  of  all  medical  services 
provided  are  unnecessary. 

THE  FACTS:  This  myth  is  based  on  extrapola- 
tions from  a few  studies,  including  regional 
samples  of  only  a few  procedures  performed 
six  to  ten  years  ago,  to  all  medical  services 
provided  nationally  in  1989.  Data  from  more 
current  and  actual  comprehensive  national 
records  show  that  less  than  2%  of  services  are 
denied  as  being  medically  unnecessary. 


Most 
patients 
need 
only  one. 


HCFA  data  on  actual  review  of  over  6.6 
million  Medicare  hospital  admissions  by  PROs 
from  1 986  to  1 988  and  383.1  million  Medicare 
Part  B claims  subject  to  carrier  review  in  1988 
show  denials  due  to  services  being  medically 
unnecessary  at  2%  for  hospital  care  (PRO 
Executive  Data  Summary,  through  January 
1989)  and  1.9%  of  the  submitted  Part  B 
charges  (Carrier  Reasonable  Charge  and 
Denial  Activity  Report,  January  - March, 
1989). 


K-IUR20 


Microburst 

Release 

System’' 


(potassium  chloride)  20mEq  ar 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information 


THE  MYTH:  Physician  fees  are  increasing  at 
an  unreasonable  rate. 

(continued  on  page  14-A) 


Pharmaceuticals,  Inc. 
#■■■#/..  Kenilworth,  NJ  07033 
World  leader  in  drug  delivery  systems. 
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K-»UR 


N/lcrobust 
Release 
System 

(Potassium  Chloride)  USP 
Extended  Release  Tablets 


INDICATIONS  ANC  USAGE  BECAUSE  OF  REPORTS  OF  INTESTINAL  ANO  GASTRIC  ULCERATION  AND  BLEEOING  WITH 
CONTROLLEO  RELEASE  POTASSIUM  CHLORIOE  PREPARATIONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE 
FSriENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVESCENT  POTASSIUM  PREPARATIONS  OR  FOR 
PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  Fw  the  Beaiment  o1  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis  intoxication  and  in  pa- 
tients with  hypokalemic  famlFial  periodic  paialys'is.  If  hypokalemia  is  the  lesull  of  diuiebc  theiapy,  consideiabon  should  be 
given  to  the  use  of  a lower  dose  of  diuiebc,  which  may  be  sufficient  without  leading  to  hypokalemia 

2 For  the  prevention  of  hypokalemia  in  pabents  who  would  be  at  particular  risk  if  hypokalemia  were  to  develop,  e g., 
digitalized  pabents  or  pabents  with  signibcant  cardiac  arrhythmias. 

The  use  of  potassium  salts  in  pabents  receiving  diurebcs  for  uncomplicated  essenbal  hypertension  is  often  unnecessary 
when  such  pabents  have  a normal  dietary  pattern  and  when  low  doses  of  the  diuiebc  are  used.  Serum  potassium  should  be 
check^  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementabon  with  potassium-containing  foods  may  be 
adequate  to  control  milder  cases.  In  more  severe  cases,  and  if  dose  adjustment  of  the  diurebc  is  ineffective  or  unwarranted, 
supplementation  with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS  Potassium  supplements  are  contraindicated  in  pabents  with  hyperkalemia  since  a further  increase  in 
serum  potassium  concentrabon  in  such  pabents  can  produce  cardiac  arrest.  Hypeitalemia  may  complicate  any  of  the  fol- 
lowing conditions:  Chronic  renal  failure,  systemic  acidosis  such  as  diabebc  acidosis,  acute  del^rabon,  extensive  bssue 
breakdown  as  in  severe  bums,  adrenal  insufficiency,  or  the  administrabon  of  a potassium-sparing  diurebc  (e  g.,  spironolac- 
tone. biamterene,  amiloride)  (see  OVERDOSAGEl. 

Controlled  release  formulabons  of  potassium  chloride  have  produced  esophageal  ulcerabon  in  certain  cardiac  pabents 
with  esophageal  compression  due  to  enlarged  left  atrium.  Potassium  supplementabon.  when  indicated  in  such  pabents. 
should  be  given  as  a liquid  preparabon  or  as  an  aqueous  (water)  suspension  of  K-OUR  (see  PRECAUTIONS.  Information  tor 
Patients  and  DOSAGE  AND  ADMINISTRATION  secbons). 

All  solid  dosage  forms  of  potassium  chloride  are  contraindicated  in  any  pabent  in  whom  there  is  structural,  pathological 
(e.g. . diabebc  gasboparesis)  or  pharmacologic  (use  of  anbcholinergic  agents  or  other  agents  with  anbcholinergic  properties  at 
sufficient  doses  to  exert  anbcholinergic  effects)  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointesbnal  bact, 
WARNINGS  Hyperkalemia  (see  OVERDOSAGEl-ln  pabents  with  impaired  mechanisms  for  excrebng  potassium,  the  ad- 
minisbabon  of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  commonly  in  pabents  given 
potassium  by  the  inbavenous  route  but  may  also  occur  in  pabents  given  potassium  orally.  Potenbally  fatal  hyperkalemia  can 
develop  rapidly  and  be  asymptomabc.  The  use  of  potassium  salts  in  pabents  with  chronic  renal  disease,  or  any  other  condi- 
tion which  impairs  potassium  excrebon.  requires  parbcularly  careful  monitoring  of  the  serum  potassium  concentrabon  and 
appropriate  dosage  adiusbnent. 

Interaction  with  Potassium  Sparing  Diuretics-Hypokalemia  should  not  be  treated  by  the  concomitant  administrabon  of 
potassium  salts  and  a potassium-spanng  diurebc  (e  g,,  spironolactone,  biamterene  or  amiloride)  since  the  simultaneous  ad- 
minisbabon  of  these  agents  can  produce  severe  h^rkalemia. 

Interaction  with  Angiotensin  Converting  Enzyme  Inhibrtors-Angiotensin  converting  enzyme  (ACE)  inhibitors  (e  g. . cap- 
topnl.  enalapnl)  will  pr^uce  some  potassium  retenbon  by  inhibibng  aldoslerone  producbon  Potassium  supplements  should 
be  given  to  pabents  receiving  ACE  inhibitors  only  with  close  monitoring. 

Gasbointestinal  Lesions-Solid  oral  dosage  forms  of  potassium  chlonde  can  produce  ulcerative  and/or  stenobc  lesions 
of  the  gasbointesbnal  bact.  Based  on  spontaneous  adverse  reacbon  reports,  entenc  coated  preparabons  of  potassium  chlo- 
ride are  associated  with  an  increased  frequency  of  small  bowel  lesions  (40-50  per  100,000  pabent  years)  compared  to  sus- 
tained release  wax  matrix  formulabons  (less  than  one  per  100.000  pabent  years).  Because  of  the  lack  of  extensive  markebng 
expenence  with  microencapsulated  products,  a comparison  between  such  products  and  wax  matnx  or  entenc  coated 
products  is  not  available.  K-DUR  is  a tablet  formulated  to  prmride  a conbolled  rate  of  release  of  microencapsulated  potassi- 
um chloride  and  thus  to  minimize  the  possibility  of  a high  local  concentrabon  of  potassium  near  the  gasbointesbnal  wall. 

Prospective  bials  have  been  conducted  in  normal  human  volunteers  in  which  ffie  upper  gasbointesbnal  tract  was  evaluat- 
ed by  endoscopic  inspection  before  and  after  one  week  of  solid  oral  potassium  chlonde  therapy.  The  ability  of  this  model  to 
predict  events  occurring  in  usual  clinical  pracbce  is  unknrNm  Tnals  which  approximated  usual  clinical  pracbce  did  not  reveal 
any  clear  differences  between  the  wax  matrix  and  microencapsulated  dosage  forms.  In  conbast,  there  was  a higher  inci- 
dence of  gasbic  and  duodenal  lesions  in  subjects  receiving  a high  dose  of  a wax  mabix  conbolled  release  formulabon  under 
condibons  which  did  not  resemble  usual  or  recommended  clinical  pracbce  O.e..  96  mEq  per  day  in  divided  doses  of  potassi- 
um chloride  administered  to  fasted  pabents,  in  the  presence  of  an  anbcholinergic  drug  to  delay  gasbic  emptying).  The  upper 
gasbointesbnal  lesions  observed  by  endoscopy  were  asymptomabc  and  were  not  accompanied  by  evidence  of  bleeding 
(Hemoault  tesbng).  The  relevance  of  these  findings  to  the  usual  condibons  (i.e.,  non-tasbng,  no  anbcholinergic  agent, 
smaller  doses)  under  which  conbolled  release  potassium  chloride  products  are  used  is  uncertain,  epidemiologic  studies 
have  not  identified  an  elevated  risk,  compared  to  microencapsulated  products,  for  upper  gasbointesbnal  lesions  in  pabents 
receiving  wax  mabix  formulabons.  K-DUR  should  be  disconbnued  immediately  and  the  possibility  ol  ulcerabon,  obsbucbon 
or  perforabon  considered  if  severe  vomibng,  abdominal  pain,  distenbon,  or  gasbointesbnal  bleeding  occurs. 

Metabolic  Acidosis-Hypokalemia  in  pabents  with  metabolic  acidosis  should  be  beated  with  an  alkalinizing  potassium 
salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or  potassium  gluconate 
PRECAtmONS  General:  The  diagnosis  of  potassium  deplebon  is  ordinarily  made  by  demonstrabng  hypokalemia  in  a pabent 
with  a clinical  history  suggesbng  some  cause  for  potassium  deplebon.  In  interprebng  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokalemia  in  the  absence  of  a deficit  in  total  body  potas- 
sium while  acute  acidosis  per  se  can  increase  the  serum  potassium  concenbabon  into  the  normal  range  even  in  the 
presence  of  a reduced  total  body  potassium.  The  beatment  of  potassium  deplebon.  parbcularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attenbon  to  acid-base  balance  and  appropriate  monitoring  of  serum  elec- 
bolytes,  the  elecbocardiogram.  and  the  clinical  status  of  the  pabent. 

Laboratory  Tests:  When  blood  is  drawn  for  analysis  of  plasma  potassium  it  is  important  to  recognize  that  arbfactual  eleva- 
bons  can  occur  after  improper  venipuncture  technique  or  as  a result  of  In-vibo  hemolysis  of  the  sample. 

Drug  Interactions:  Potassium-spapng  diurebcs,  angiotensin  converting  enzyme  inhibitors  (see  WARNINGS! 

Carcinogenesis.  Mutagenesis.  Impairment  of  Exility:  Carcinogenicity,  mutagenicity  and  fertility  studies  in  animals 
have  not  been  performed  Potassium  is  a normal  dietary  constituent. 

Pregnancy  Category  C:  Animal  reproducbon  studies  have  not  been  conducted  with  K-DUR.  It  is  unlikely  that  potassium  sup- 
plementabon that  does  not  lead  to  ti^rkalemia  would  have  an  adverse  effect  on  the  fetus  or  would  affect  reproductive  capaci^. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since  oral  potassium  be- 
comes part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  excessnie,  the  contribubon  of  potassium  chloride 
supplementabon  should  have  litOe  or  no  effect  on  the  level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REAaiONS  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS.  WARNINGS, 
and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gasbointestinal  condibons  including  obsbucbon, 
bleeding,  ulcerabon.  and  perforabon  (see  CONTRAINDICATIONS  and  WARNINGS) 

The  most  common  adverse  reacbons  to  oral  potassium  salts  are  nausea,  vomibng,  flatulence,  abdominal  pain/discom- 
fort. and  diarrhea.  These  symptoms  are  due  to  irritabon  of  the  gasbointesbnal  bact  and  are  best  managed  by  dilubng  the 
preparabon  further,  taking  the  dose  with  meals  or  reducing  the  amount  taken  at  one  bme. 

OVERDOSAGE  The  adminisbabon  of  oral  potassium  salts  to  persons  with  normal  excretory  mechanisms  for  potassium  rare- 
ly causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too  rapidly 
inbavenously.  potenbally  fatal  hyperkalemia  can  result  (see  CONTRAINDICATIONS  and  WARNINGSl  It  is  important  to 
recognize  that  hyperkalemia  is  usually  asymptomabc  and  may  be  manifested  only  by  an  increased  serum  potassium  con- 
cenbabon  (65-8.0  mEq/L)  and  charactensbc  elecbocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves.  depres- 
sion of  S-T  segment,  and  prolongabon  of  the  OT -interval).  Lale  manifestabons  include  muscle-paralysis  and  cardiovascular 
collapse  from  cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Eliminabon  ol  foods  and  medicabons  containing  potassium  and  ol  any  agents  with  potassium-spanng  properties 

2.  Intravenous  adminisbabon  of  3D0  to  500  mL/hr  of  1096  dexbose  solubon  containing  10^20  units  of  crystalline  insulin 
per  1.000  mL, 

3 Correction  of  acidosis,  if  present,  with  inbavenous  sodium  bicarbonate. 

4.  Use  ol  exchange  resins,  hemodialysis,  or  pentoneal  dialysis. 

In  beabng  hyperkalemia,  il  should  be  recalled  that  in  pabents  who  have  been  stabilized  on  digitalis,  too  rapid  a lowenng  of 
the  serum  potassium  concenbabon  can  produce  digitalis  toxicity. 

Caution  Federal  law  prohibits  dispensing  without  prescnpbon. 
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AMA  NEWS  NOTES 

(continued  from  page  1 3-A) 


THE  FACTS:  In  June,  1989,  the  physician 
services  component  of  the  Consumer  Price 
Index  increased  .4%,  representing  an  annual- 
ized rate  of  5%.  Hospital  room  prices  rose 
three  times  as  fast  as  physician  services,  rising 
1 .2%  in  June,  an  annualized  increase  of  1 4.9%. 
The  annualized  rate  of  increase  in  hospital 
room  prices  over  the  last  1 2 months  was  9.4% 
as  compared  with  a 6.9%  increase  for  physician 
services. 

Medical  care  commodity  prices  and  the 
prices  of  prescri[:rtion  drugs  also  increased  at 
faster  rates  than  that  of  physician  services. 
Medical  care  commodities  rose  at  an  annual- 
ized rate  of  9.2%  and  prescription  drugs  rose 
at  an  annualized  rate  of  13.2%. 

THE  MYTH:  The  reform  of  the  Medicare 
hospital  payment  system  brought  Medicare 
hospital  costs  under  control  without  any 
problems. 

THE  FACTS:  The  reduction  in  Medicare 
hospital  costs  benefited  as  much  from  trends 
already  taking  place  for  more  outpatient 
procedures  and  reduced  length  of  stay,  as 
from  payment  reform.  Furthermore,  these 
changes  were  not  without  costs.  Many  rural 
areas  have  reduced  access  to  care  because  of 
hospital  closures,  many  of  which  have  been 
attributed  to  a system  that  was  not  sensitive  to 
their  unique  circumstances.  Also,  many  inner 
city  hospitals,  serving  poor  and  minority 
populations,  have  closed  since  the  implemen- 
tation of  Medicare's  hospital  payment  reform. 
According  to  Donald  Young,  M.D.,  Executive 
Director  of  the  Prospective  Payment  Assess- 
ment Commission,  there  is  a widening  gap 
between  hospitals  doing  well  and  those  that 
are  in  serious  financial  difficulty  threatening 
the  long-term  stability  in  the  industry. 

Let  us  make  policy  decisions  in  this  import- 
ant area  on  the  facts.  The  facts  demonstrate 
that  Part  B expenditures  are  not  out  of  control 
and  there  is  no  need  for  precipitous  action. 
Changes  in  Medicare  should  build  upon 
activities  already  in  process,  including  imple- 
mentation of  a resouce-based  relative  value 
schedule  and  an  aggressive  program  for  the 
development  and  use  of  practice  parameters. 

Sincerely, 

James  H.  Sammons,  M.D. 


##“1#  Key  Pharmaceuticals,  Inc. 

Kenilworth,  NJ  07033  USA 
World  leader  in  drug  delivery  systems. 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas. 

Saipy 

Second  Di.strict:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass.  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs, 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha.  Pawnee.  Richardson. 

Fourth  District:  Councilor:  Roger  Massie. 
Plainview.  Counties:  Antelope.  Cedar, 
Cuming,  Dakota.  Dixon.  Knox,  Madison. 
Pierce.  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D..  Blair.  Counties:  Boone. 
Burt,  Colfax.  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D.,  Seward.  Counties:  Butler, 
Hamilton,  Polk,  Saunders.  Seward.  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbur>\  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline.  Thayer. 
Eighth  District;  Councilor:  Richard  D. 
Fitch,  M.D.,  O’Neill,  Counties;  Boyd, 
Brown,  Cherry.  Holt.  Keya  Paha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield.  Grant,  Greeley, 
Hall.  Hooker,  Howard.  Loup.  Sherman. 
Thomas.  Valley.  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams.  Chase. 
Dundy,  Franklin,  Frontier.  Furnas, 
Gosper.  Harlan.  Hayes.  Hitchcock, 
Kearney^  Phelps. Red  Willow,  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D..  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden,  Keith,  Lincoln, 
Logan.  McPherson.  Perkins. 

Twelfth  District;  Councilor:  Donald  E. 
Wilkinson,  Alliance.  Counties:  Banner, 
Box,  Butte.  Cheyenne.  Dawes.  Kimball. 
Morrill,  Scotts  Bluff,  Sioux. 
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Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY  TREASURER 


.■\dams . 

.Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy  

Saunders  

Scotts  Bluff 

Seward  . 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington- Burt 

York 


Richard  French,  HaNlings Roberl  Anderson.  Hastings 

. Kenneth  Peters,  Plainview David  Johnson.  Osmond 

. Wendell  Fairbank.s,  Alliance Chris  Wilkinson,  Alliance 

(Jerald  Jensen.  Kearney  . George  Bascom.  Kearney 

. Mark  Carlson.  David  City Jack  Kaufmann,  David  City 

. R.  R Andersen.  Nehawka Glen  K.  Knosp,  Elmwood 

. James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

. Thomas  Tibbies.  West  Point Gordon  Moshman,  West  Point 

. Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

. Dean  Bloch.  Arlington W.  B.  Eaton.  Fremont 

. Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

. Tom  Martin.  Ord Otis  Miller,  Ord 

. Donald  Weldon.  Beatrice Louis  J.  Gogela,  Jr..  Beatrice 

. John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

. Mike  Sullivan,  Aurora John  Wilcox,  Aurora 

. Melvin  Campbell,  Ainsworth 

. Gordon  O.  Johnson,  Fairbury R.  A.  Blatny.  Fairbury 

. Berl  W.  Spencer,  Ogallala Clifford  Colglazier,  Grant 

. D.  M.  Laflan,  Creighton D.  J.  Nagengast.  Bloomfield 

. Robert  G.  Osborne,  Lincoln Prentiss  Dettman.  Lincoln 

. Timothy  O'Holleran,  North  Platte Jeff  Brittan,  North  Platte 

. Otto  Wullschleger,  Norfolk Michael  Murphy.  Norfolk 

.Muriel  Frank,  Omaha F.  F.  Paustian.  Omaha 

. Steffan  Lacy,  Norfolk Michael  Murphy,  Norfolk 

. Edward  Metz,  Crawford R.  H.  Rasmussen,  Chadron 

. Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison,  Nebraska  City 

. .Arthur  Liebentritt,  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma,  Crete 

. Fred  Gawecki.  Omaha Barbara  Heywood,  Papillion 

. I.  M.  French.  Wahoo  John  E.  Hansen,  Jr,  Wahoo 

. Vonn  Roberts,  Scotts  Bluff David  Holdt.  Scotts  Bluff 

Van  E.  \'ahle.  Seward Roger  H Meyer.  Utica 

. Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

. Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

. David  A.  Allerheiligen,  McCook E.  C.  Beyer,  McCook 

. Priscilla  Ruhe,  Blair Hans  Rath,  Omaha 

. Darroll  Loschen,  York Harold  Nordlund,  York 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the; 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 

PHONE 

(402)  474-4472 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  Raymond.  M.D..  O’Neill President 

Paul  E.  Collicott,  M.D.,  Lincoln President-Elect 

Robert  F.  Shapiro.  M.D.,  Lincoln Secretary-Treasurer 

William  L,  Schellpeper.  Lincoln Executive  Director 

James  K.  Ruigh.  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius.  Jr.  M.D..  Sidney;  — 

John  D.  Coe.  M.D.,  Omaha;  — Louis  J.  Gogela,  M.D.. 
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L.  Dwight  Cherry.  M.D 

Herbert  A.  Hartman,  Jr..  M.D 

Darroll  J.  Loschen.  M.D 

Robert  G.  Osborne.  M.D 

Richard  H.  Meissner.  M.D 

David  R.  Little.  M.D 

C.  T.  Frerichs.  M.D 

COMMISSION  ON  ASSOCIATION  AFFAIRS 


Francis  D.  Donahue.  M.D..  Chairman Omaha 

R.  A.  Blatny.  M.D Fairbury 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson.  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  J.  O'Donohue.  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

John  C.  Wilcox,  M.D Aurora 


SCIENTIFIC  SESSIONS  COMMITTEE 

Sushi!  S.  Lacy.  M.D.,  Chairman 

Robert  A.  Beer.  M.D 

David  L.  Bacon.  M.D 

Lawrence  C.  Bausch.  M.D 

Stacey  Goodrich.  M.D 

Charles  Gregorius.  M.D 

Richard  M.  Tempero.  M.D 

Donald  E.  Waltemath.  M.D 

Anthony  J.  Yonkers,  M.D 

COMMISSION  ON  MEDICAL  SERVICES 


Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Chris  C.  Caudill,  M.D Lincoln 

Carl  J.  Cornelius.  Jr..  M.D Sidney 

F.  William  Karrer.  .M.D Omaha 

M.  Jack  Mathews.  M.D Lincoln 

Harry  W.  McFadden.  M.D Omaha 

Merton  A.  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  .Adam,  M.D Hastings 

Ernest  K.  Bussinger.  M.D Scottshluff 

James  H.  Elstoa  M.D Omaha 

L.  Palmer  Johnsoa  M.D Lincoln 

Charles  W.  Marlowe.  M.D Omaha 

Gary  D.  Miliu.s,  M.D Lincoln 

James  M.  Plate.  M.D Kimball 

William  L.  Rumbolz.  M.D Omaha 

Carl  V.  Smith.  M.D Omaha 

Section  on  Perinatal  .Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Kenneth  Johnson,  M.D McCook 

Robert  M.  Nelson,  M.D Omaha 

Tom  F.  Tonnige.s.  M.D Hastings 

Gregg  F.  Wright.  M.D Lincoln 


COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius.  Jr.,  .M.D..  Chairman 

Gordon  D.  Adams.  M.D 

Lewiston  W.  Birkmann.  M.D 

James  S.  Carson.  M.D 

Chris  C.  Caudill.  M.D 

Allen  D.  Dvorak.  M.D 

Dale  W.  Ebers.  M.D 

Louis  J.  Gogela,  Jr.,  M.D 

Roger  n.  Mason.  M.D 

Donald  F.  Prince.  M.D 

C.  Lee  Retelsdorf.  M.D 

AI>HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer.  M.D..  Chairman Omaha 

Gordon  D.  Adams.  M.D Norfolk 

Joe  L.  AuchMoedy.  M.D Kearney 


. Sidney 
. Norfolk 
. Lincoln 
McCook 
. Lincoln 
. Omaha 
Lincoln 
Beatrice 
. Omaha 
. Minden 
. Omaha 


. . . Lincoln 
. . . Omaha 
. . Kearney 
. . . Lincoln 
Tecumseh 
. . . Lincoln 
. . . Omaha 
. . . Lincoln 
. . . Omaha 


. O'Neill 
. Lincoln 
. Lincoln 
. Omaha 
. Lincoln 
. Omaha 
. . . . York 
. Lincoln 
- Omaha 
Hastings 
Beatrice 


Elvin  G.  Browa  M.D Hastings 

John  H Casey.  M.D Lincoln 

Daniel  R.  Cronk.  M.D Grand  Island 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Joseph  D.  Verdirame.  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merton  A.  Quaife.  M.D..  Chairman Omaha 

Prentiss  M.  Dettmaa  M.D Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

Rodrigo  Gomez- Cordero.  M.D Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Erne.st  0.  Jones.  Ph.D Omaha 

Martin  R.  Lohff.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  McMaster.  M.D Auburn 

William  H.  NorthwalL  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill.  M.D..  Chairman Lincoln 

Judith  .A.  Butler,  M.D Superior 

Dale  W.  Eber.s,  M.D Lincoln 

Vernon  F.  Garwood.  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  Klutman,  M.D Columbus 

Paul  F.  Meyer.  M.D .Aurora 

Dale  E.  Michels.  M.D Lincoln 

Harold  M.  Nordlund.  M.D York 

Samuel  H.  Perry.  IL  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Tom  F.  Tonniges,  M.D Hastings 

Wayne  K.  Weston.  M.D Lexington 


NMA  PRO  OVERVIEW  COMMITTEE 


Gordon  J.  Hrnicek.  M.D..  Chairman Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman.  M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Wendell  L.  Fairbanks,  M.D Alliance 

John  F.  Fitzgibbons.  M.D Omaha 

Glen  A.  Forney.  M.D Scottshluff 

C.  T.  Frerichs.  M.D Beatrice 

John  C.  Grove.  M.D O'Neill 

Richard  Jackson.  M.D Pawnee  City 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

Herbert  E.  Reese.  M.D Lincoln 


AD-HOC  COMMITTEE  ON  THE  SOCiaECONOMIC 
ASPECTS  OF  HEALTH  CARE 


Harry  W.  McFadden.  Jr..  M.D..  Chairman Omaha 

Vernon  F.  Garwood.  M.D Lincoln 

Allan  C.  Lander.s.  M.D Scottshluff 

V.  William  Meyers.  M.D Omaha 

Stanley  F.  Nabiiy,  M.D Grand  Island 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  B.  Svehla,  M.D Omaha 

Stanley  M.  Truhlsen.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutmaa  M.D.,  Chairman Columbus 

Benjamin  R.  Gelber.  .M.D..  Vice-Chairman Lincoln 

Judith  .A.  Butler.  M.D .Superior 

Melvin  A.  Churchill.  M.D Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer.  .M.D Scottshluff 

Vernon  F.  Garwood.  M.D Lincoln 

Michael  J.  Germer.  M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Katherine  .A.  Keifer.  M.D Kearney 

Dennis  G.  O'Leary,  M.D Omaha 

George  W.  Orr.  M.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

Dwaine  J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

James  N.  Shreck.  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Steven  R.  Thomas.  M.D York 

Eileen  C.  Vautravers.  M.D Lincoln 
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Timothy  0.  Wahl.  M.D.  . 
Peter  Whitted.  M l).  . . 
Susan  M.  Williams.  M.D. 


. Omaha 
. Omaha 
. Omaha 


\I>-HO('  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D..  Chairman Omaha 

Daniel  S.  Durrie.  M.D Omaha 

.Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen.  M.D York 

Dale  E.  Michels.  M.D Lincoln 

Stanley  F.  Nabity.  M.D Grand  Island 

William  R.  Palmer.  M D Omaha 

Charles  S.  Wilson.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D..  Chairman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  G.  Bosley.  M.D Grand  Island 

F.  M.  Gawecki.  M.D Papillion 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  M.  Pitsch.  Jr..  M.D Lincoln 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Larry  E.  Roffman.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D..  Chaiiman Omaha 

Ronald  L.  Asher.  M D North  Platte 

Robert  L.  Bass.  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico.  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

Stacey  Goodrich.  M.D Tecumseh 

Richard  A.  Hranac.  M.D Kearney 

Steffan  R.  Lacey.  M.D Norfolk 

William  E.  Lundak.  M.D Lincoln 

Richard  L.  O'Brien.  M.D Omaha 

William  R.  Schlichtemeier.  M.D Omaha 

Jo.seph  C.  Scott.  M.D Omaha 

Michael  J.  Sullivan.  M.D .Aurora 

Richard  L.  Tollefson.  M.D Wausa 

Robert  H.  Waldman.  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 


ATHLETIC  MEDICINE 

Warren  G.  Bosley.  M.D..  Chairman Grand  Island 

Patrick  E.  Clare.  M.D..  Vice-Chairman Lincoln 

Gordon  D.  Bainbridge.  M.D Grand  Island 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer.  M.D Lincoln 

Richard  E.  Jackson.  M.D Pawnee  City 

Mark  R.  Jones.  M.D Lexington 

Stephen  J.  Lanspa,  M.D Omaha 

.Morris  B.  Mellion.  M.D Omaha 

Paul  H.  Phillips.  M.D Scottsbluff 

Wesley  G.  Wilhelm.  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Easier.  M.D..  Chairman Lincoln 

H.  Jeoffrey  Deeths.  M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews.  M.D Lincoln 

Harlan  C.  Shriner.  Jr..  M.D Lincoln 

F.  Thomas  Waring.  M.D Fremont 


COMMISSION  ON  HOSPITAL  MEDK’AL  STAFF 


Glen  F.  Lau.  M.D.,  Chairman Lincoln 

John  B.  Byrd.  M.D Neligh 

Charles  F,  Heider.  Jr..  M.D North  Platte 

Barney  B.  Rees.  M.D Omaha 

Joseph  G.  Rogers.  M.D Lincoln 

Larry  D.  Ruth.  MD Lincoln 

Steven  .A.  Schwid.  M.D Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  'Forpy.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D..  Chairman Lincoln 

Warren  G.  Bosley.  M.D (irand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney.  M.D Lincoln 

John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D..  Chairman Lincoln 

Dwaine  J.  Peetz.  M.D..  Vice-Chairman Neligh 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

L.  Dwight  Cherry.  M.D Lincoln 

Thomas  M.  Connors.  M.D Omaha 

Loren  H.  Jacobsen.  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  0.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  J.  Pavelka.  M.D Omaha 

Rudolf  Strnot.  Jr..  M.D Lincoln 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensea  M.D.,  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

John  J.  Cannella.  M.D Grand  Island 

James  G.  Carlson,  M.D Lincoln 

David  R,  Dyke.  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  Klutman.  M.D Columbus 

Richard  H.  Meissner.  M.D Omaha 

Richard  K.  Osterholm.  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

Timothy  O.  Wahl.  M.D Omaha 

R.  C.  Weldon.  M.D Nebraska  City 

Wesley  Wilhelm.  M.D Omaha 


NMA  FALL  SESSION 

September  14-16,  1989 

Cornhusker  Hotel 
Lincoln,  Nebraska 
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Physicians’  Classified 


FOR  SALE:  Wide  Variety  office  equipment, 
some  new,  low  price,  books.  (402)  387-1722. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

FAMILY  PRAGTICE:  Opportunity.  Join  estab- 
lished busy  group  practice  in  modern  building 
adjacent  to  61  bed  county  hospital.  Great 
opportunity  in  scenic  community  of  9,000  and 
area  of  20,000.  Modern,  up  to  date  hospital 
with  wide  range  of  services  and  community 
programs.  Write  or  call  David  Schweizer,  M.D., 
13th  & So.  Main  St.,  Gharles  Gity,  lA  50616. 
(51  5)  228-51  51. 

UROLOGIST:  join  the  nation's  largest  health 
care  team.  VA  Medical  Center,  Lincoln,  Nebraska, 
seeking  BC/BE  urologist  for  progressive  1 80-bed 
medical  center.  Licensure  any  state.  Must  meet 
English  Proficiency  Requirement.  Lincoln  is  a 
university  town  with  small-town  atmosphere 
and  metropolitan  advantages.  Lincoln  VA  Med- 
ical Center  is  affiliated  with  the  University  of 
Nebraska  for  Urology  Resident  Program.  Com- 
prehensive benefit  package.  Allowable  moving 
expenses  payable.  Contact  Dr.  Hirai,  VA  Med- 
ical Center,  600  So.  70th  St.,  Lincoln,  NE  68510, 
telephone  (402)  489-3802,  ext.  6750,  or  Person- 
nel Service,  (402)  486-7819.  EOE 

WANTED:  Lincoln  Regional  Center  is  seeking 
a physician  for  general  medical  coverage  of 
patient  health  services  and  employee  health 
services.  Hours  could  range  from  half-time  (20 
hours  per  week)  up  to  full  time  depending  on 
range  of  responsibilities  assumed.  Excellent 
benefits  package.  Salary  negotiable.  Contact 
Charles  Richardson,  M.D.,  Clinical  Director, 
telephone  (402)  471-4444. 

PHYSICIANS  NEEDED  - GEORGIA:  Internal 
Medicine,  Family  Practice,  Oncology,  General 
Surgery,  Neurosurgery,  Endocrinology,  Neurology. 
Group  practice,  solo,  or  urgent  care  settings 
available  through  our  acute  care  hospital  net- 
work located  in  Macon  and  serving  all  of  middle 
Georgia.  Your  practice  will  be  located  80  miles 
south  of  Atlanta  in  a growing  family-oriented 
community,  where  you  can  avoid  traffic  and 
enjoy  a rewarding  professional  career.  Please 
contact  Stephen  Wofford  collect  at  912/741-6283 
for  a confidential  consultation  or  write  to 
Stephen  Wofford,  Director  of  Physician  Recruit- 
ing, Charter  Northside  Hospital,  P.O.  Box  4627, 
Macon,  GA  31  208. 


FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McGormick,  President,  Allen  McGormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  612-835-5123. 

PEDIATRICIAN,  OB/CYN,  PSYCHIATRIST, 
FAMILY  PRACTITIONER,  GENERAL  SURGEON: 
Growing  16-physician  multi-specialty  clinic  in 
beautiful  northwestern  Wisconsin  seeking  BC/BE 
specialists.  Attractive  partnership  opportunity 
after  one  year.  Come  grow  with  us!  Contact  John 
T.  Henninsen,  M.D.,  Indianhead  Medical  Group, 
Ltd.,  1020  Lakeshore  Drive,  Rice  Lake,  Wl 
54868,  (71  5)  234-9031. 
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In  moderate  depression  and  anxiety 

! 

^ 74%  of  patients  experienced  improved  sleep 
after  the  firstly,  dose^ 

i 

^ First-week  improvement  in  somatic  symptoms  ‘ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References;  1.  Data  on  file.  Hoffmann-La  Roche  Inc..  Nutley.  N|.  2.  Feighner  VP. 
etal: P^chopharmacology  61 :2\l-22i.  Mar 22. 1979. 


Limbitrol*® 

TTanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
ftinction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) . clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abmptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  resdessness,  lethargy. 

Adverse  reactions  not  teported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrh>ihmias,  heart  block,  stroke.  Pychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic-  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine-  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss.  Increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occumed  following  abmpt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Vzblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

^First-week  reduction  in  somatic  symptoms^ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effertive  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

UmbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY, 


J L '^REDUCED/ 

ii^REDUCED^  y 

9Q% 

VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  produa  information  inside  back  cover. 
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BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  tor  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  tor  those  who  qualify. 

★ It  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vocation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  tor  information  at  no  obligation.  Call 

CAPT  THOMAS  RICE 

402-551-0928 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address;  Benjamin  R.  Gelber,  M.D.,  Neurological  Surger>-  2221  So.  17th  St., 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  tj’pewritten, 
double-spaced,  on  8^4  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author’s  surname. 

Resiew  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  citv’,  state,  and  zip  code. 

Summaiy  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summaiy  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References;  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  t>-ped  double-spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors’  names  and  initials,  title  of  article,  abbreviated  name  of 
Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8'4  x 11  in.  paper.  Each  Table  should  have  a title.  Dlustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathebc  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon'  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. f 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^-2 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ■3.4  i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon''  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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First  hundreds... 

Then  thousands... 


Soon  more  than  a million. 


Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/ source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DMA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 

HumiMi 

human  insulin 
[recombinant  DNA  origin] 


IQD  iMftI  OB  B 

AW 

Humutin  fc 


'0Qu<asir«  ..to  Q 

*1  Humulin  ri 
Humulin  n 


Humulin U 


Lilly  Leiidership 

IN  DIABETES  CARE 


<5^ 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


For  your  insulin-using  patients 


e 1987  ELI  LILLY  AND  COMPANY 


Hi-2907-B 


849313 


0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 

NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

H^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

s/  NMA  VISA  Card  Program.  — Review  the  benefits. 

Accounts  Collection  Service  offered  by  Bartling,  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

a^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


The  Comhusker  Hotel... 

Nebraska’s 
Gathering  Place. 

The  Comhusker  Hotel  makes 
getting  together  for  any  occasion  or 
any  reason  a pleasure.  Drop  in  for 
dinner  with  the  family.  Stop  by  for 
drinks  with  friends.  Or  plan  to  have 
your  next  social  or  business  meeting 
with  us. 

You’ll  see  why  Nebraska’s 
gathering  place  is  gathering  praise. 


Goi/iA^ijAd 

AND  CONFERENCE  CENTER 

333  South  I3th  Street  on  Comhusker  Square 
Lincoln.  Nebraska  68508,  (402)  474-7474 


AMA  NEWS  NOTES 

In  a letter  to  Rep.  Dan  Rostenkowski  (D. 
III.),  Chairman  of  the  House  Ways  and  Means 
Committee,  the  AMA  supported  restoring 
total  IRA  deductibility  to  $2,000  for  everyone. 
Such  action  is  needed  to  encourage  the 
growth  of  private  savings,  the  AMA  said.  It  also 
stated  that  individuals  should  be  allowed  to 
use  their  funds  to  purchase  long-term  care 
insurance  or  health  insurance  in  general 

without  a tax  or  other  penalty. 

* * * 


In  response  to  the  announcement  that  the 
long  financially  troubled  Oral  Roberts  Univer- 
sity Medical  School  and  City  of  Faith  Hospital 
in  Tulsa  will  be  closed  this  year,  AMA  issued 
the  following  statement: 

The  recent  announcement  that  Oral  Roberts 
University  in  Tulsa  was  closing  it's  School  of 
Medicine  by  the  end  of  this  academic  year 
and  the  City  of  Faith  Hospital,  its  major 
teaching  affiliate,  before  the  end  of  1989, 
because  of  financial  difficulties,  heralds  a 

(continued  on  page  10) 


Mary  Lanning  Memorial  Hospital  is  simply  the  premiere  medical 
facility  in  greater  Nebraska 

Mary  Lanning  is  a modern  19S-bed  health  center  serving  a 
regional  population  of  100,000.  The  hospital  boasts  a regional  cancer  center 
complete  with  linear  accelerator  and  CT-scanner  as  well  as  mobile  MRI. 
lithotripter  and  cardiac  cath  services. 

.Mary  Lanning  also  has  a sleep  disorder  center,  psychiatric  unit  and  a 
variety  of  diagnostic  and  treatment  services 

You'll  join  a distinguished  medical  community  that  enjoys  referrals  from 
across  greater  Nebraska  .Ynd  you'll  be  working  with  a hospital  that  is 
dedicated  to  maintaining  its  position  as  Central  Nebraska's  health  care 
leader. 


Mary  Lanning  Memorial  Hospital  is  searching  for 
highly-qualified  physicians  in  the  following  areas 


• Orthopaedic  Surgery 

• Radiology 

• Neurology 


• Internal  Medicine 

• OB-GYN 

• .Medical  Oncologist 


• Family  Practice 

• Psychiatry 

• Pathology 


If  you  want  to  join  Central  Nebraska's  health  care  leader  in  one  of 
Nebraska's  most  livable  cities,  forward  your  curriculum  vitae  in  confidence 


Physician  Recruitment  Committee 
■Mary  Lanning  Memorial  Hospital 
'15  N.  St.  Joseph  Ave. 

Hastings,  Nebraska  68901 
402/463-4521 


Mary  Lanning 
Memorial  Hospital 


Ha.*simgs  Ni'braska  tiSfhil 


hospital  you’ll 
love  to  work  with 


The  health  care  leader  for  Central  Nebraska. 


CLARKSON  MEDICAL 
LECTURE  SERIES 


UPDATE  ON  RHEUMATOLOGY 

Friday,  November  17, 1989  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 


Featured  speakers  include: 

Don  L Goldenberg,  M.D.  Stephen  E.  Malawista,  M.D.  Theodore  Pincus,  M.D. 
Gene  G.  Hunder,  M.D.  James  R.  O’Dell,  M.D. 

Topics  include: 

Lyme  Disease  - 1989 
Rheumatic  Diseases  of  the  Elderly 
Fibrositis 

Newer  Therapeutic  Approaches  to 
Rheumatoid  Arthritis 
Henry  J.  Lehnhoff,  M.D.,  Lecture; 

The  Spectrum  of  Vasculitis 
Infectious  Arthritis 


Rheumatological  Manifestations  of  Non- 
Rheumatic  Diseases 
The  Laboratory  in  Rheumatic  Diseases 
NSAID  - Gastropathy  - Prevention  & Treatment 


Lecture  Series  courtesy  of 
Clarkson  Hospital  Medical/Dental  Staff 


For  more  information  call  402-559-3378 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

57th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

November  2,  3,  4,  1989 

RED  LION  INN 
Omaha,  Nebraska 


§ 
§ 


For  Information  Contact: 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 

(402)  397-1443 


AMA  NEWS  NOTES 

(continued  from  page  8) 

significant  event  — the  first  such  closure  in  the 
United  States  in  almost  40  years. 

The  AMA's  concern  and  compassion  goes  to 
those  most  affected  by  the  decision,  particularly 
medical  students,  residents  and  faculty  at 
O.R.U.  For  the  Board  of  Directors  of  that 
institution  and  its  leadership,  who  made  an 
extremely  painful  decision,  the  announcement 
represented  an  honorable  approach  to  resolv- 
ing a most  difficult  problem. 

The  American  Medical  Association,  one  of 
the  two  organizations  supporting  the  Liaison 
Committee  on  Medical  Education  (LCME), 
the  national  accrediting  body  for  medical 
schools,  has  already  expressed  its  intention  to 
assist  the  127  medical  students  involved  to 
assure  that  they  are  properly  relocated.  AMA 
efforts  will  be  made  to  assist  the  40  physicians 

involved  in  residency  training  programs. 

* * * 
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EDITORIAL 


Mandatory  Health  Insurance 


BENJAMIN  R.  CELBER,  M.D. 
Editor 


Mandatory  employer  provided  health  in- 
surance is  an  issue  which  may  come  before  us 
again  this  year.  It  was  an  issue  in  the  recent 
presidential  campaign,  and  although  appar- 
ently it  has  not  been  a success  in  Massachusetts, 
I understand  that  the  federal  government  and 
many  of  the  states  may  try  to  pursue  this  in 
order  to  try  to  provide  health  coverage  for  the 
often  cited  figure  of  37  million  Americans  who 
lack  health  insurance  coverage. 

This  is  a complex  issue  and  there  are  strong 
arguments  on  both  sides.  Small  business 
seems  to  be  against  this  concept.  This  is 
because  health  insurance  coverage  is  expen- 
sive and  many  small  businesses  may  not  be 
able  to  afford  the  costs  of  providing  coverage 
for  part-time  employees  or  other  employees 
that  now  get  no  health  insurance.  Large 
corporations  also  have  similar  concerns.  Health 
insurance  is  a large  part  of  any  corporation's 
expenses.  Chrysler's  Lee  lacocca  has  recom- 
mended that  the  federal  government  take 
over  health  insurance  because  he  thinks  that 
the  several  hundred  dollars  added  to  each 
vehicle  by  health  insurance  costs  make  it 
difficult  for  American  car  makers  to  compete 
with  those  abroad.  Many  physicians  are  also 
small  businessmen,  and  they  worry  that 
mandatory  health  insurance  may  raise  their 
overhead,  or  may  require  them  to  cut  back  on 
the  number  of  employees. 

The  obvious  argument  in  favor  of  mandatory 
health  insurance  is  that  it  could  lead  to  better 
access  to  medical  care  for  the  people  who  are 
now  considered  medically  indigent.  This  im- 
plies that  physicians  and  hospitals  have  not 
been  willing  or  able  to  fulfill  their  obligations 
for  providing  care  to  those  who  are  unable  to 
pay.  Politicians  are  quick  to  cite  the  37  million 
figure  for  the  under-insured,  but  they  never 
are  able  or  willing  to  provide  r^*ta  as  to  how 
many  of  those  people  actually  go  without 
medical  care,  so  we  don't  ^now  how  well 
doctors  and  hospitals  are  meeting  those 
obligations. 


There  is  another  argument  in  favor  of 
mandatory  health  insurance  which  is  not  quite 
so  obvious.  Increased  health  insurance  cover- 
age brings  more  money  into  the  health  care 
industry.  This  happened  when  Medicare  start- 
ed in  1965.  Physicians  who  were  providing 
health  care  for  the  elderly  on  a reduced  fee 
basis,  realized  that  they  could  charge  their 
usual  fee  and  Medicare  would  pay  it.  Hospitals 
did  the  same  thing.  Over  the  next  couple  of 
decades,  this  vastly  increased  the  amount  of 
money  available  for  hospitals  to  use  for 
expansion,  and  physician's  average  incomes 
went  up.  Access  to  medical  care  was  also 
vastly  improved,  and  the  quality  of  medical 
care  was  improved,  as  the  funding  was 
available  for  the  development  and  utilization 
of  advanced  technology. 

Since  employer-provided  health  insurance 
is  a tax  preference  item,  this  also  brings 
money  into  the  health  care  industry.  The 
employer  is  able  to  deduct  his  health  care 
costs  from  taxable  income,  and  the  employee 
does  not  have  to  report  this  insurance  as 
taxable  income.  This  is  why  many  unions  give 
health  care  benefits  a prominent  place  in  their 
contract  talks.  The  recent  communications 
industry  strike  on  the  East  Coast  was  over  this 
issue.  Health  care  benefits  are  worth  more  to 
the  employee  because  they  are  not  taxed. 
This  has  the  effect  of  taking  money  which 
ordinarily  would  go  into  the  U.S.  Treasury  and 
transferring  it  into  the  health  care  industry.  If 
Mr.  lacocca  succeeded  in  shifting  his  health 
care  costs  to  the  government,  it's  likely  that 
the  United  Auto  Workers  would  then  ask  that 
their  now  unneeded  health  care  benefits  be 
converted  to  wages,  and  he  would  probably 
not  save  money  on  each  car  produced. 

If  37  million  Americans  become  insured, 
this  will  bring  an  additional  large  sum  of 
money  into  the  health  care  industry.  Most 
patients  we  now  treat  on  a reduced  fee  basis 
would  be  reimbursed  for  the  full  cost  of  their 
health  care.  Since  a good  deal  of  cost-shifting 


October  1989  Nebraska  Medical  Journal 


297 


has  been  eliminated,  this  increased  funding 
would  probably  increase  hospital  income  and 
physician  income  just  as  Medicare  did  in  the 
late  1960's.  For  example,  if  the  McDonald's 
Corporation  were  required  to  raise  the  price 
of  the  Big  Mac  by  one  dollar  in  order  to  cover 
their  newly  insured  employees,  this  would 
have  the  initial  effect  of  shifting  money  from 
the  hamburger  consuming  public  to  health 
insurance  industry  and  then  into  the  health 
care  industry.  Since  the  burden  of  funding  for 
indigent  care  generally  rests  with  physicians 
ana  nospitals  and  their  cost-shitting  maneuvers, 
mandatory  health  insurance  would  have  the 
effect  of  shifting  the  cost  to  the  general  public. 

We  must  recognize,  however,  that  manda- 
tory employer  provided  health  insurance  is  a 
ploy  to  provide  more  universal  health  coverage 
in  a way  that  does  not  affect  the  federal 
budget.  Because  of  the  federal  deficit,  the 
high  cost  of  Medicare,  and  the  recent  difficulty 


with  the  new  Medicare  Catastrophic  Coverage, 
even  the  most  liberal  Congressmen  are  not 
likely  to  push  for  a National  Health  Insurance 
at  the  present  time.  Certainly  it  has  little  hope 
of  passing  the  Congress.  By  shifting  the  cost  to 
employers,  the  government  will  try  to  solve  the 
problem  in  a way  that  does  not  use  tax  dollars 
directly,  and  remains  off  budget.  We  should 
recognize  this  in  trying  to  make  the  decision 
whether  to  support  or  oppose  the  concept  of 
mandatory  employer  provided  health  insurance. 

As  you  can  see,  this  is  a complex  issue.  I 
hope  that  physicians  will  carefully  consider 
both  sides  of  the  argument  before  making  a 
decision,  and  that  our  representatives  to 
organized  medicine  do  the  same.  If  may  even 
be  best  that  organized  medicine  take  no  stand 
at  all,  and  let  the  politicians  and  economists 
decide;  but  then  they  will  have  to  take  the 
blame  if  things  don't  work  out  as  they  hope. 
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ORIGINAL  ARTICLE 


Trends  in  the  Surgical  Management  of 
Inflammatory  Disease  of  the  Colon 
at  the  University  of  Nebraska  Medical  Center 

GARNET  |.  BLATCHFORD,  M.D.  |ON  S.  THOMPSON,  M.D. 

From  the  Surgical  Service,  Omaha  VAMC  and  the  Department  of  Surgery, 

University  of  Nebraska  and  Creighton  University  School  of  Medicine 


Introduction 

ULCERATIVE  colitis  and  Crohn's 
disease  are  inflammatory  con- 
ditions involving  the  colon 
which  frequently  require  surgical  therapy.  It 
has  been  estimated  that  approximately  50% 
of  patients  with  ulcerative  colitis  and  70% 
with  Crohn's  colitis  require  colectomy  after 
ten  years  of  disease.T  While  distinguishing 
between  these  two  conditions  may  be  difficult, 
it  is  important  because  their  treatment  and 
outcome  are  differenC  T Since  ulcerative 
colitis  is  limited  to  the  large  intestine,  total 
removal  of  the  mucosa  of  the  colon  and 
rectum  should  be  curative.  Crohn's  disease, 
however,  may  involve  the  entire  gastrointes- 
tinal tract  so  that  recurrent  disease  is  a life 
long  risk.  While  colectomy  may  resolve  the 
disease  process  in  many  patients  with  Crohn's 
colitis,  30-50%  of  patients  will  develop  recur- 
rent disease  with  long  term  follow-up  ‘’■T  We 
reviewed  our  experience  with  colectomy  for 
inflammatory  bowel  disease  to  compare  the 
frequency,  treatment  and  outcome  of  these 
two  conditions. 

Materials  and  Methods 

Seventy-five  patients  underwent  colectomy 
for  inflammatory  bowel  disease  at  University 
Hospital  and  the  Omaha  Veterans  Administra- 
tion Hospital  between  1979  and  1988.  Forty- 
one  men  and  thirty-four  women  ranging  in  age 
from  14  to  75  years  comprised  the  study 
group.  The  patients  records  were  reviewed  to 
determine  the  presentation,  diagnosis,  indica- 
tion for  operation,  operation  performed  and 
postoperative  outcome,  including  complication 
and  recurrence  rates.  Complications  and  deaths 
occurring  within  30  days  of  operation  or 
during  the  postoperative  hospitalization  were 
included.  Patients  having  primarily  small  in- 
testinal involvement  with  Crohn's  disease 
were  excluded.  Two  patients  initially  diagnosed 
as  having  ulcerative  colitis  were  later  identified 
as  having  Crohn's  colitis.  Statistical  compari- 
sons between  the  two  groups  were  made  with 


the  Chi-square  test  with  p<0.5  for  significance 
levels.  Patients  with  Crohn's  disease  have 
been  followed  for  an  average  of  50  months 
with  a range  of  6 to  108  months. 

Results 

Forty-one  (55%)  patients  underwent  colec- 
tomy for  ulcerative  colitis  and  34  (45%) 
patients  for  Crohn's  disease.  Both  groups  were 
similar  with  respect  to  sex,  age  at  operation, 
duration  of  symptoms  and  emergent  nature  of 
the  procedure  (Table  1).  The  disease  had 
been  present  for  more  than  10  years  in  one 
third  of  the  patients.  One  third  of  patients  in 
each  group  required  perioperative  parenteral 
nutrition. 

The  most  frequent  indication  for  operation 
was  intractability  to  medica'  therapy  (Table  2). 
Obstruction,  enteric  fistula  and  perianal  disease 
were  frequent  reasons  for  operation  in  Crohn's 
colitis.  Significantly  more  patients  with  Crohn's 
disease  underwent  operation  for  complica- 
tions than  those  with  ulcerative  colitis.  Toxic 
megacolon  occurred  equally  in  both  groups. 
Colon  cancer  was  present  in  two  patients  in 
each  group.  Inflammatory  bowel  disease  had 
been  present  in  these  patients  4,  8, 1 5 and  1 6 
years,  respectively. 

The  ileoanal  procedure  (colectomy  and 
mucosal  proctectomy  with  ileal  pouch  and 
ileoanal  anastomosis)  was  the  most  frequently 
performed  operation  for  ulcerative  colitis 
(Figure  1).  Six  patients  underwent  subtotal 
colectomy  prior  to  a more  definitive  procedure. 
Eighteen  (44%)  patients  with  ulcerative  colitis 
have  a permanent  ileostomy.  There  were  15 
conventional  and  3 continent  ileostomies. 
Segmental  or  subtotal  colectomy  was  per- 
formed in  27  (79%)  patients  with  Crohn's 
colitis  (Figure  2).  Fourteen  (41%)  patients 
undergoing  operation  for  Crohn's  disease 
have  a permanent  stoma. 

Overall,  24  (32%)  patients  had  postoperative 
complications  (Table  3 and  4).  Urinary  reten- 
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TABLE  1 


Comparison  of  Ulcerative  Colitis  and  Crohn's  Colitis 


Ulcerative 

Crohn's 

Colitis 

Colitis 

Total 

n=41 

n=34 

n=75 

Sex 

26M/15F 

15M/19F 

41  M/34F 

Age  at  Operation  (years) 

40(14-63) 

38(1  5-75) 

39(14-75) 

Duration  of  Symptoms  (years) 

7.3(.5-17) 

8.8(.5-25) 

8.0(.5-25) 

Initial  Presentation 

2(5%) 

4(12%) 

6(8%) 

Duration  > 10  Years 

13(32%) 

12(35%) 

25(33%) 

Emergency  Operation 

7(17%) 

6(18%) 

13(17%) 

Total  Parenteral  Nutrition 

16(39%) 

11  (32%) 

27(36%) 

TABLE  2 

Primary  Indication  for  Operation 

Ulcerative  Crohn's 


Colitis 

n=41 


Colitis 

n=34 


Total 

n=75 


Intractability 

30 

12’  42 

Obstruction 

1 

7’  8 

Toxic  Megacolon 

4 

3 7 

Enteric  Fistula 

0 

5*  5 

Perineal  Disease 

0 

5’  5 

Bleeding 

2 

2 4 

Malignancy 

2 

0 2 

Risk  of  Malignancy 

1 

0 1 

Extraintestinal  Disease 

1 

0 1 

•p<.05 

VS 

' ulcerative  colitis 

TABLE  3 

Outcome  of  Procedures  for  Ulcerative  Colitis 

Postoperative 

Postoperative 

Complications  Hospitalization 

Procedure 

n 

(days) 

Ileoanal  procedure 

20 

10(50%) 

12(7-28) 

Subtotal  colectomy 

6 

2(33%) 

16(7-36) 

Proctocolectomy 

15 

7(47%) 

18(6-47) 

FIGURE  1 

Operations  performed  for  ulcerative  colitis. 
4 1 patients 


FIGURE  2 

Operations  for  Crohn's  Colitis 

34  patients 


Segmental  Rese  :tion 


14 


Proctocolectomy 


Right  Left  A-P 

Colectomy  Colectomy  Resection 


TABLE  4 


Outcome  of  Procedures  for  Crohn's  Colitis 


Procedure 


n 


Postoperative 

Postoperative  Hospitalization  Disease 
Complications  (days)  Recurrence 


Segmental  colectomy 
Subtotal  colectomy 
Proctocolectomy 


18  0*(0%) 

9 3(33%) 

7 2(29%) 


10(6-28)  2(11%) 

15(7-23)  3(33%) 

12(7-21)  2(29%) 


*p<.05  subtotal  colectomy,  proctocolectomy 
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tion  or  infection  (n=5)  and  intestinal  obstruc- 
tion (n=4)  were  the  most  frequent  complica- 
tions. Three  patients  developed  wound  infec- 
tions and  two  had  stoma  complications.  There 
were  no  perioperative  deaths.  The  morbidity 
rate  and  duration  of  postoperative  hospital 
stay  were  similar  for  patients  undergoing  the 
ileoanal  procedure  and  proctocolectomy  for 
ulcerative  colitis.  The  morbidity  rate  and 
hospitalization  were  significantly  less  in  patients 
undergoing  segmental  resection  for  Crohn's 
disease.  A persistent  perineal  sinus  occurred 
in  two  patients  with  ulcerative  colitis  and 
seven  patients  after  proctocolectomy  for 
Crohn's  disease.  Recurrence  rates  were  similar 
in  patients  undergoing  segmental  or  subtotal 
colectomy  and  proctocolectomy  for  Crohn's 
colitis. 

Discussion 

Almost  one  half  of  colectomies  performed 
for  inflammatory  bowel  disease  are  undertaken 
in  patients  with  Crohn's  colitis.  This  most 
likely  represents  better  recognition  of  this 
disease  entity  rather  than  changing  epide- 
miology. Tompkins  et  aP  found  that  between 
1960  and  1965,  85%  of  colectomies  for 
inflammatory  bowel  disease  were  attributed 
to  ulcerative  colitis.  However,  careful  reevalu- 
ation of  the  pathologic  specimens  revealed 
that  60%  of  the  patients  actually  had  Crohn's 
colitis.  It  remains  difficult  to  distinguish  between 
the  two  inflammatory  conditions  in  as  many  as 
20%  of  patientsT  We  identified  two  patients 
initially  diagnosed  as  having  ulcerative  colitis 
who  were  later  reclassified  as  Crohn's  disease 
based  on  their  clinical  course. 

Our  patients  undergoing  colectomy  for 
ulcerative  colitis  and  Crohn's  colitis  were 
remarkably  similar  in  their  presentation.  One 
third  of  patients  had  the  disease  for  more  than 
ten  years  prior  to  operation  and  only  8%  of 
colectomies  were  required  during  the  initial 
attack  of  disease.  The  duration  of  disease  prior 
to  surgical  intervention  is  similar  to  other 
recent  reports^'^  C More  than  80%  of  procedures 
were  performed  electively  which  may  account, 
in  part,  for  the  low  overall  morbidity  and 
mortality  rates  in  the  present  study. 

While  intractable  disease  was  the  most 
frequent  condition  for  colectomy  in  the 
present  study  and  other  reports,  patients  with 
Crohn's  colitis  were  more  likely  to  undergo 
operation  for  complications  of  their  disease^'^'^-^  ®. 
Although  infrequent  in  the  present  study. 


toxic  megacolon  and  colorectal  cancer  can 
occur  with  both  types  of  colitis^'’”. 

There  are  basically  five  surgical  options  for 
ulcerative  colitis:  proctocolectomy  with  standard 
ileostomy  or  continent  ileostomy,  subtotal 
colectomy  with  ileostomy  or  ileorectal  anasto- 
mosis and  the  ileoanal  procedure  (ileal  pouch 
and  ileoanal  anastomosis)".  Because  of  our 
recent  enthusiasm  for  the  ileoanal  procedure  it 
was  performed  in  one  half  of  patients  with 
ulcerative  colitis  in  the  present  study".  It  remains 
our  procedure  of  choice  in  properly  motivated, 
younger  patients  with  a confident  diagnosis  of 
ulcerative  colitis.  The  complication  rate  and 
duration  of  postoperative  hospitalization  are 
similar  to  that  of  proctocolectomy,  although 
ileostomy  closure  is  required  at  a later  time". 
In  our  experience,  subtotal  colectomy  is 
usually  employed  in  the  emergency  situation 
as  a prelude  to  the  ileoanal  procedure  or 
proctectomy. 

The  optimal  operative  management  of  Crohn's 
colitis  remains  controversial.  The  basic  issue  is 
whether  segmental  colectomy  or  total  colect- 
omy should  be  performed  in  patients  with 
partial  colonic  involvement"  ".  While  procto- 
colectomy is  associated  with  lower  risk  of 
recurrent  disease,  the  procedure  has  greater 
morbidity  and  the  inconvenience  of  a stoma. 
As  indicated  by  our  findings,  we  have  preferred 
segmental  resection  when  possible  because 
of  lesser  morbidity  and  avoidance  of  a stoma 
in  many  cases.  Although  the  followup  is 
limited,  the  recurrence  rate  has  not  been 
prohibitive  with  this  approach. 

Patients  requiring  colectomy  for  inflamma- 
tory bowel  disease  are  almost  equally  distrib- 
uted between  ulcerative  colitis  and  Crohn's 
colitis  and  have  a similar  presentation.  Medical 
intractability  remains  the  most  frequent  indica- 
tion for  colectomy  but  complications  are 
significantly  more  likely  with  Crohn's  disease. 
Most  procedures  are  performed  electively 
with  minimal  mortality.  Total  colectomy  is 
curative  in  ulcerative  colitis  and  with  recent 
advances  in  continence  preserving  procedures, 
anal  function  can  be  maintained  in  the 
majority  of  patients.  Limited  resection  should 
be  performed  in  Crohn's  colitis  because  the 
operation  is  not  curative  and  this  procedure 
has  less  morbidity. 
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ABSTRACT 

WE  report  a case  of  peritonitis  in  a 
patient  on  continuous  ambula- 
tory peritoneal  dialysis  caused 
by  Listeria  monocytogenes.  The 
patient  was  taking  oral  corticosteroids  for 
underlying  systemic  lupus  symptoms,  and  had 
classic  signs  and  symptoms  of  peritonitis. 
There  was  initial  clinical  deterioration  while 
receiving  intraperitoneal  vancomycin,  despite 
in  vitro  data  indicating  that  the  organism  was 
sensitive  to  vancomycin  with  a minimum 
inhibitory  concentration  of  0.5  ug/ml.  The 
patient  rapidly  responded  to  intravenous 
ampicillin.  We  believe  this  to  be  the  second 
reported  case  of  L.  monocytogenes  peritonitis 
in  a CARD  patient. 

INTRODUCTION 

Peritonitis  continues  to  be  a cause  of 
significant  morbidity  in  patients  on  continuous 
ambulatory  peritoneal  dialysis(CAPD).^'^'^  The 
most  common  pathogens  isolated  are  Staph- 
ylococcus epidermidis,  Staphylococcus  aureus, 
viridans  streptococci.^'^  Isolated  less  often  are 
Gram-negative  enteric  pathogens^'^’^  and  diph- 
theroids.^ Rarely  isolated  are  fungp’^  and  acid- 
fast  bacilli.^  We  report  a case  of  Listeria 
monocytogenes  peritonitis  in  a patient  on 
CARD.  To  our  knowledge,  this  is  the  second 
reported  case  of  Listeria  peritonitis  in  a CARD 
patient. 

CASE  HISTORY 

A 31-year-old  female  on  CARD  for  17 
months  for  end-stage  renal  disease  secondary 
to  lupus  nephritis  had  three  prior  episodes  of 
peritonitis.  The  first  episode,  16  months  prior 
to  admission,  was  due  to  Citrobacter  freundii 
and  Klebsiella  pneumoniae.  A second  episode, 
15  months  prior  to  admission,  was  due  to  C. 
freundii.  The  third  episode,  14  months  prior 
to  admission,  was  culture  negative.  Sub- 
sequently, her  course  remained  uncomplicated 
while  being  maintained  on  7.5  mg  of  oral 
prednisone  daily.  Three  months  prior  to 


admission,  she  had  an  increase  in  her  extra- 
renal  symptoms,  i.e.  fatigue  and  pleuritis,  and 
her  prednisone  was  increased  to  15  mg  daily. 

On  the  day  of  admission,  she  was  awakened 
by  diffuse  abdominal  pain,  and  was  febrile. 
She  reported  a three  day  history  of  diarrhea 
prior  to  the  onset  of  the  fever  and  abdominal 
pain.  Her  dialysate  was  cloudy.  Her  medica- 
tions included  prednisone  15  mg  daily,  nife- 
dipine 10  mg  three  times  daily  as  well  as 
potassium  chloride,  aluminum  hydroxide,  thi- 
amine, folic  acid  and  calcitriol.  Rhysical  ex- 
amination revealed  a thin  black  female  in 
moderate  to  severe  abdominal  distress.  Temp- 
erature was  40.6°  (105. 1°F),  pulse  120  beats 
per  minute,  blood  pressure  150/90  mm  Hg 
and  respirations  24  per  minute.  Bowel  sounds 
were  diminished,  and  there  was  diffuse  ab- 
dominal tenderness  and  guarding.  There  was 
no  erythema  or  tenderness  along  the  Tenck- 
hoff  peritoneal  dialysis  catheter  tract,  and  no 
discharge  at  the  exit  site. 

Laboratory  data  included  a white  blood  cell 
count  of  12,700/mm‘  with  a differential  of  847o 
segmented  neutrophils,  11%  band  forms,  4% 
lymphocytes  and  1%  monocytes.  The  per- 
itoneal dialysis  fluid  contained  1002  white 
blood  cells/mm^  with  93%  neutrophils,  6% 
mononuclear  cells  and  1%  lymphocytes.  Gram 
stain  of  the  peritoneal  fluid  revealed  many 
white  blood  cells  and  Gram-positive  cocci. 
The  patient  performed  exchanges  six  times 
per  day,  and  received  ceftazidime  1 25  mg  per 
liter  of  dialysate  intraperitoneally.  She  was 
also  given  prochlorperazine  and  meperidine 
as  needed,  and  intramuscular  hydrocortisone. 

The  following  morning  she  had  clinically 
improved  with  less  abdominal  pain  and 
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clearing  of  the  peritoneal  fluid,  and  her 
temperature  was  37.6°C  (99.7°F).  Preliminary 
culture  report  from  the  peritoneal  fluid  indi- 
cated diphtheroids.  The  ceftazidime  was 
discontinued,  and  vancomycin  12.5  mg  per 
liter  of  dialysate  intraperitoneally  was  initiated. 
The  following  morning  she  awoke  with  severe 
abdominal  pain,  and  the  dialysate  was  noted 
to  be  more  cloudy.  Because  of  clinical  deteri- 
oration, ceftazidime  was  again  started.  The 
organism  from  the  peritoneal  fluid  culture  was 
identified  as  L monocytogenes.  Minimum 
inhibitory  concentrations  by  serial  macrobroth 
dilution^®  of  this  isolate  were  0.25  /'g/ml,  64 
k g/ml,  and  0.5  /*g/ml  for  ampicillin,  ceftazidime, 
and  vancomycin  respectively.  The  intraper- 
itoneal  antibiotics  were  discontinued,  and 
ampicillin  one  gram  intravenously  every  6 
hours  was  initiated.  The  patient  improved 
rapidly,  and  was  discharged  to  continue 
ampicillin  as  an  outpatient  for  a total  course  of 
4 weeks.  She  has  remained  well  three  weeks 
after  antimicrobial  therapy  was  discontinued 

DISCUSSION 

The  pathogenesis  of  the  disease  in  our 
patient  is  unclear.  It  has  been  shown  that  fecal 
carriage  of  Listeria  in  the  normal  human  host 
occurs  with  a frequency  of  1%  or  more.^^  In 
addition,  although  listerosis  does  occur  in 
immunocompetent  patients,  many  cases  of 
systemic  listerosis  occur  in  the  immunocom- 
promised, including  patients  being  treated 
with  steroids.^^’^^’^'*  Our  patient  was  treated 
with  prednisone  for  lupus.  It  has  been  suggested 
that  in  those  patients  who  are  carriers, 
invasion  of  the  bloodstream  could  be  facilitated 
by  a gastrointestinal  tract  which  is  altered  by 
diarrhea.^’  Diarrhea  has  been  reported  in 
association  with  peritonitis  in  patients  on 
CARD.  Alternatively,  the  diarrhea  may  have 
been  secondary  to  ingestion  of  L moncytogenes, 
though  a dietary  history  was  not  recorded  in 
this  patient. 

The  previously  reported  case  of  L mono- 
cytogenes peritonitis  in  a CARD  patient’^  was 
a 71 -year-old  woman  who  was  also  on 
prednisone,  40  mg  daily  for  idiopathic  throm- 
bocytopenic purpura.  She  was  allergic  to 
penicillin,  and  was  treated  with  intravenous 
and  intraperitoneal  erythromycin,  and  did 
well.  There  was  no  mention  of  diarrhea  in  this 
report. 

Infections  due  to  L monocytogenes  pre- 
dominate in  the  very  young  or  the  old,  or 
those  with  underlying  compromised  immune 


function. Meningitis  and  bacteremia 
are  the  predominating  clinical  presentations.^ 

In  recent  years,  it  has  been  found  that 
contaminated  dairy  products  are  an  important 
mode  of  transmission,^^’^^  and  an  outbreak 
has  been  linked  to  contaminated  cabbage.^^ 
However,  the  source  of  infection  in  most 
cases  is  not  clear. 

L monocytogenes  is  typically  a Gram- 
positive bacillus,  but  the  environment  in 
which  it  is  growing  can  markedly  influence  its 
morphology.^'^  It  may  be  found  as  cocci, 
diplococci  or  diplobacillary  forms,  singly,  in 
chains,  or  in  diphtheroid-like  arrangements. 
Gram  variability  may  also  be  observed,  and 
the  organism  can  be  mistaken  for  Corynebac- 
terium  species.  Streptococcus  species.  Bacillus 
species,  or  Haemophilus  species  by  Gram 
stain.  L monocytogenes  is  identified  by 
biochemical  tests  and  characteristic  motility.^^ 

Most  L monocytogenes  show  in  vitro  sensi- 
tivity to  ampicillin,  chloramphenicol,  erythro- 
mycin, vancomycin,^^  rifampin,  and  trimetho- 
prim/sulfamethoxazole.^^  L monocytogenes 
is  invariably  resistant  to  cephalosporins.^’  It  is 
unknown  why  the  patient  initially  improved 
on  ceftazidime,  and  clinically  deteriorated 
over  the  next  24  hours  while  receiving 
vancomycin  despite  in  vitro  MIG  data  that 
would  suggest  the  contrary.  One  possible 
explanation  for  her  initial  improvement  may 
be  that  her  dialysis  was  changed  from  four  to 
six  times  per  day  resulting  perhaps  in  the  wash 
out  much  of  the  inoculum.  When  she  deter- 
iorated on  vancomycin,  she  had  been  switched 
back  fo  four  exchanges  per  day.  She  did, 
however,  rapidly  improve  on  ampicillin  as 
expected.  We  report  what  we  believe  to  be 
the  second  case  of  L.  monocytogenes  per- 
itonitis in  a patient  on  GARD. 
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Introduction 

FORESTIER  and  Rotes-Querol,  in 
1950,  first  described  Forestier's 
disease,  which  is  also  known  as 
diffuse  idiopathic  skeletal  hyperostosis  and 
vertebral  ankylosing  hyperostosis^  Large  bulky 
osteophytes  along  the  anterior  cervical,  thoracic, 
and  lumbar  vertebrae  characterize  the  disease. 
Extraspinal  calcification  of  ligaments  and  ten- 
dons can  also  be  found  involving  the  tarsal 
bones,  calcaneus,  patella,  pelvis,  olecranon, 
and  ulna.^'^  Forestier's  disease,  which  is  of 


•Address  for  correspondence;  John  E.  Aita,  M.D.  8601  West  Dodge 
Road,  Suite  110,  Omaha,  NE  68114. 

unknown  cause,  is  seen  more  commonly  in 
men^'^  with  the  mean  age  being  65  to  67 
years.^ 

Anterior  cervical  osteophytes  may  cause  clinical 
symptoms  of  dysphagia,  dysphonia,  throat  pain, 
foreign  body  sensation  of  the  throat,  or 
dyspnea.^'^'''^  Osteophytes  of  large  size  and 
those  positioned  near  the  cricoid  cartilage  and 
diaphragm  (points  where  the  esophagus  is 
fixed)  may  cause  problems  of  dysphagia.^'^ 


% 


FIGURE  1 — Lateral  x-ray  of  cervical  spine: 

Open  arrows  - bulky  osteophytes  projecting  anteriorly  with  bony  bridging  producing 
"dripping  wax"  appearance.  Note  well  maintained  disc  spaces  (arrow  heads)  and  normal 
facet  joints  (short  arrows). 
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Case  Report 

This  markedly  obese  (weight  299  pounds) 
43  year  old  female  presented  with  slowly 
progressive  dysphagia,  dyspnea,  and  anterior 
neck  swelling.  Previous  ENT  evaluation  of  her 
symptoms  was  unrevealing. 

Radiology  studies: 

Cervical  spine,  lateral  view  (Figure  1), 
showed  extremely  prominent  osteophyte  for- 
mation throughout  the  mid  and  lower  portions 
of  the  cervical  spine  anteriorly  measuring 
22mm  with  new  bone  formation  producing 
extensive  hypertrophic  bridging  anteriorly 
between  adjacent  vertebral  bodies  most  marked 
at  C5  - C6.  There  was  compression  of  the 
trachea  at  C4  - C5. 

Esophagram,  lateral  view  (Figure  2),  showed 
prominent  extrinsic  indentation  upon  the 
posterior  column  of  barium  within  the  eso- 
phagus at  C5  - C6.  Otherwise  this  study  was 
normal. 


FIGURE  2 — Esophagram 

Curved  arrow  - extrinsic  compression  defect  produced 
by  large  osteophyte  arising  from  anterior  aspect  of  C-5. 


Fluoroscopy  of  the  thoracic  and  lumbosacral 
spine  showed  the  anterolateral  hyperostosis 
extending  interiorly  to  the  superior  thoracic 
vertebrae  only. 

The  patient  underwent  anterior  surgical 
removal  of  her  anterior  cervical  osteophytes. 
Following  surgery,  she  no  longer  experienced 
dysphagia  and  dyspnea. 

Discussion 

The  three  radiographic  criteria  for  spinal 
involvement  are  (1)  the  presence  of  flowing 
ossification  along  the  anterolateral  aspect  of 
at  least  four  contiguous  vertebral  bodies;  (2) 
Maintenance  of  disc  spaces  without  evidence 
of  degenerative  disc  disease;  and  (3)  absence 
of  spinal  facet  joint  ankylosis  without  sacroiliac 
joint  erosions.  These  criteria  eliminate  other 
spinal  disorders  which  may  be  confused  such 
as  ankylosing  spondylitis  and  spondylosis 
deformans.  This  case  does  demonstrate  the 
classic  radiographic  criteria  for  the  diagnosis 
of  ForestieKs  disease.^'^®'^ 

Dysphagia  caused  by  anterior  cervical  osteo- 
phytes was  first  reported  by  Mosher  in  1926, 
although  it  was  initially  recognized  in  the  very 
early  1900's.^’^  Cervical  osteophytes  are  most 
common  at  the  C5  - C6  level  with  40%  of  the 
cases  showing  involvement  at  this  level.'* 
Iglauer,  in  1938,  was  the  first  to  report  surgical 
excision  of  a cervical  osteophyte.^'*  While 
conservative  therapy  (e.g.  counseling,  anti- 
inflammatory agents,  steroids)  may  be  tried, 
the  only  definitive  therapy  for  severe,  persist- 
ent dysphagia  is  surgical  excision  of  the 
offending  bony  osteophytes.^'^  Excision  via 
the  anterior  approach  gives  access  to  osteo- 
phytes located  from  C3  - C7.*  Transoral 
decompression  is  the  procedure  often  required 
for  osteophytes  at  Cl  - C2.C 

Surgical  complications  with  an  anterior 
approach  to  surgical  excision  of  the  osteo- 
phytes include  vocal  cord  paralysis,  which 
resolves  spontaneously  in  most  cases,  as  well 
as  injury,  perhaps  even  perforation  of  the 
esophagus.  Horner's  syndrome  results  from 
medial  instead  of  lateral  retraction  of  the 
carotid  sheath.^ 

Summary 

Radiologic  studies  are  essential  in  diagnosing 
Forestier's  disease  and  include  lateral  cervical 
spine  roentgenograms,  thoracic  and  lumbo- 
sacral vertebrae  roentgenograms,  esophagram, 
and  computed  tomography.  Patients  with 
Forestier's  disease  may  be  considered  to  be 
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operative  candidates  if  they  have  persistent 
dysphagia,  dysphonia,  and  a feeling  of  fullness 
or  foreign  body  in  the  throat.  The  patient  in 
our  case  report  underwent  anterior  surgical 
resection  of  her  anterior  cervical  osteophytes. 
Two  months  following  surgery,  she  was  no 
longer  experiencing  dysphagia  or  dyspnea. 
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ORIGINAL  ARTICLE 


Peer  Review  Immunity  In  Nebraska: 
The  Legal  Framework 

DAVID  R.  BUNTAIN 


IN  recent  years,  some  medical 
staff  members  have  ex- 
pressed concern  that  serving 
on  peer  review  committees  has  become  too 
risky.  Last  year's  ruling  by  the  United  States 
Supreme  Court  in  Patrick  v.  Burget  has 
even  prompted  some  physicians  to  with- 
draw from  the  peer  review  process  out  of 
fear  that  they  might  be  subjected  to  personal 
liability  for  their  actions.  This  reaction  to 
Patrick  is  unfortunate  and  unwarranted  for 
two  reasons.  First,  the  Patrick  case  involved 
a factual  situation  where  bad  faith  could 
clearly  be  demonstrated.  Second,  Congress 
has  taken  significant  steps  to  protect  peer 
review  conducted  in  good  faith,  with  the  en- 
actment of  the  Health  Care  Quality  Im- 
provement Act  of  1986  ("HCQIA"). 

Taken  together,  the  HCQIA  and  Nebraska 
state  law  provide  important  safeguards  to 
physicians  who  participate  in  the  peer  re- 
view process  and  act  in  good  faith  in  assess- 
ing their  peers'  professional  competency. 
After  briefly  summarizing  the  Patrick  deci- 
sion, this  article  will  discuss  the  major  fea- 
tures of  the  HCQIA  and  analyze  the  effect  of 
this  Act  on  the  various  federal  and  state 
liability  issues  which  face  Nebraska  physi- 
cians. 


I.  THE  PATRICK  DECISION 

The  Patrick  case  involved  an  antitrust 
action  by  a surgeon  in  a small  town  in 
Oregon  that  had  only  one  hospital.  Most  of 
the  medical  staff  members  at  the  hospital 
also  belonged  to  a private  medical  group. 
The  surgeon  declined  partnership  in  the 
group  practice  and  set  up  an  independent 
practice  in  competition  with  the  medical 
group.  He  then  began  to  have  problems  in 
his  professional  dealings  with  physicians  who 
belonged  to  the  medical  group,  receiving  no 


referrals,  consultations,  or  backup  coverage. 
Eventually,  the  hospital's  medical  staff 
committee  voted  to  terminate  the  surgeon's 
privileges,  asserting  that  he  was  providing 
substandard  patient  care.  The  Patrick  jury 
held  the  clinic  members  liable  under  the 
federal  antitrust  laws  for  anticompetitive  acts, 
returning  a verdict,  which  when  trebled  was 
nearly  two  million  dollars. 

The  United  States  Supreme  Court  upheld 
the  trial  court  verdict,  ruling  that  the  super- 
visory functions  currently  undertaken  by 
states  in  the  area  of  peer  review  are  insuffi- 
cient to  exempt  peer  review  from  antitrust 
liability.  In  reviewing  its  decision,  the  Court 
stressed  the  particularly  objectionable  na- 
ture of  the  competing  physicians'  conduct  in 
attempting  to  exclude  the  surgeon  from 
practicing  in  the  community. 

II.  THE  HCQIA 

After  the  trial  court  decision  in  Patrick, 
Congress  adopted  the  HCQIA,  which  pro- 
vides immunity  from  damages  in  claims  aris- 
ing under  state  or  federal  law  to  persons  or 
entities  participating  in  or  providing  infor- 
mation for  peer  review.  To  qualify  for 
immunity  under  HCQIA,  hospitals  and  other 
health  care  entities  must  do  two  things.  First, 
they  are  required  to  report  any  adverse  peer 
review  determinations  or  malpractice  settle- 
ments to  the  state  medical  board  and  to  a 
national  data  bank.  Second,  their  peer  re- 
view procedures  must  comply  with  certain 
fair  hearing  standards  set  forth  in  the  Act. 

A.  Coverage: 

The  HCQIA  provides  qualified  immunity 
to  "professional  review  actions"  by  "profes- 
sional review  bodies"  of  "health  care  enti- 
ties." The  term  "health  care  entity"  is  de- 
fined to  include:  (1)  licensed  hospitals;  (2) 
entities  including  HMOs  and  group  medical 
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practices  which  provide  health  care  services 
and  follow  "a  formal  peer  review  process  for 
the  purpose  of  furthering  a quality  health 
care;"  and  (3)  professional  societies  (or  their 
committees)  of  physicians  or  other  licensed 
health  care  practitioners  which  follow  "a 
formal  peer  review  process  for  the  purpose 
of  further  quality  health  care."  The  term 
"professional  review  body"  includes  a health 
care  entity,  its  governing  body  or  any  com- 
mittee which  conducts  professional  review 
activities.  It  includes  any  committee  of  the 
medical  staff  when  it  is  "assisting  the  govern- 
ing body  in  a professional  review  activity." 

As  will  be  shown  below,  the  Nebraska 
laws  governing  peer  review  immunity  are  of 
two  types.  Certain  laws  apply  to  peer  review 
committees  of  state  or  local  medical  socie- 
ties. Others  apply  to  hospital  utilization 
review  and  medical  staff  peer  review  com- 
mittees. The  coverage  of  HCQIA  would 
appear  to  be  somewhat  broader  than  the 
state  statutes,  since  it  extends  to  other  types 
of  "entities"  besides  licensed  hospitals,  such 
as  HMOs,  group  practices,  and  nursing 
homes,  if  they  have  peer  review  activities  as 
defined  by  the  Act. 

B.  Immunity  Provisions: 

The  HCQIA  extends  immunity  for  profes- 
sional review  actions  to  members  of  the 
professional  review  body  itself,  any  person 
acting  as  a member  or  staff  to  the  body,  any 
person  under  a contract  or  other  formal 
agreement  with  the  body,  with  respect  to 
the  action.  The  law  provides  that  such  indi- 
viduals may  not  be  held  liable  in  damages 
under  any  law  of  the  United  States  or  any 
state  with  respect  to  the  action  taken.  The 
state  law  immunity  will  apply  to  any  peer 
review  actions  begun  after  October  14,  1989. 
The  immunity  does  not  extend  to  civil  rights 
laws,  governmental  actions  by  the  United 
States  or  any  state  attorney  general,  or  crimi- 
nal violations. 

The  immunity  provided  by  the  HCQIA  ex- 
tends to  decisions  by  professional  review 
bodies  which  are  "based  on  the  competence 
or  professional  conduct  of  an  individual 
physician"  and  which  "affect  adversely  the 
clinical  privileges,  or  membership  in  a pro- 
fessional society."  It  does  not  cover  actions 
primarily  based  on  any  matter  unrelated  to 
competency,  such  as  a physician's  member- 
ship or  non-membership  in  a society  or 


association,  his  fee  or  advertising  practices, 
or  his  association  with  other  types  of  practi- 
tioners. As  long  as  a peer  review  decision  is 
based  upon  competence  or  professional 
conduct,  it  is  not  subject  to  suit.  If  an  af- 
fected physician  can  demonstrate  that  the 
action  is  based  upon  economic  or  competi- 
tive considerations,  however,  the  profes- 
sional review  body  is  not  entitled  to  immu- 
nity. 

C.  Procedural  Requirements: 

In  order  to  qualify  for  immunity  under  the 
HCQIA,  the  review  body  must  meet  speci- 
fied minimum  procedural  standards.  The 
HCQIA  sets  forth  such  minimum  standards 
to  assure  that  a physician  subject  to  a review 
action  receives  an  adequate  notice  and  hear- 
ing. 

The  "safe  harbor"  guidelines  include  pro- 
vision of  adequate  notice  to  the  affected 
physician  and  a fair  hearing.  The  notice  and 
hearing  procedures  must  be  "fair  to  the  phy- 
sician under  the  circumstances."  Among 
other  things,  the  statutory  guidelines  require 
adequate  prior  notice  to  the  affected  physi- 
cian of  the  proposed  action  and  the  reasons 
for  the  proposed  action;  notification  to  the 
physician  prior  to  the  hearing  of  the  wit- 
nesses expected  to  testify  on  behalf  of  the 
review  body;  consideration  of  the  proposed 
action  before  a panel  of  individuals  who  are 
not  in  direct  economic  competition  with  the 
physician;  the  right  to  be  represented  by 
counsel,  to  call  witnesses,  and  present  evi- 
dence at  the  hearing;  and  a written  state- 
ment of  the  decisionmaker's  recommenda- 
tions and  the  basis  for  the  recommenda- 
tions. 

In  order  to  qualify  for  good  faith  immu- 
nity, physicians  involved  in  the  peer  review 
process  should  be  certain  that  the  proce- 
dures which  they  follow  have  been  reviewed 
and  meet  the  minimum  due  process  require- 
ments set  forth  in  the  HCQIA. 

III.  EFFECT  OF  HCQIA  ON  FEDERAL  LIA- 
BILITY ISSUES 

A.  Antitrust  Laws: 

The  principal  motivation  for  enacting  the 
peer  review  provisions  in  the  HCQIA  was 
the  concern  of  the  physician  community  and 
hospitals  over  the  growing  number  of  cases 
attacking  participants  in  the  peer  review 
process  for  violations  of  the  federal  antitrust 
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laws.  In  particular,  dissatisfied  physicians 
were  bringing  claims  against  peer  review 
entities  alleging  unlawful  contracts,  combi- 
nations, or  conspiracies  in  restraint  of  trade, 
in  violation  of  Section  1 of  the  Sherman  Act, 
and  attempted  monopolization  or  conspira- 
cies to  monopolize  under  Section  2 of  the 
Sherman  Act.  With  the  adoption  of  the 
HCQIA,  persons  involved  in  the  peer  review 
process  are  given  immunity  for  their  actions 
provided  that  they  meet  the  definitions  and 
provide  the  procedural  safeguards  described 
above. 

B.  Other  Federal  Laws: 

The  immunity  provided  by  HCQIA  ex- 
tends to  suits  for  "damages"  under  federal 
law,  with  certain  specified  exceptions.  Thus, 
it  does  not  prevent  actions  for  alleged  viola- 
tions of  civil  rights  (such  as  race,  age,  or  sex 
discrimination),  actions  initiated  by  govern- 
ment entities  such  as  the  United  States 
Department  of  Justice  or  the  state  Attorney 
General,  criminal  actions,  or  actions  for 
injunctive  relief  only. 

IV.  EFFECT  OF  HCQIA  ON  NEBRASKA 
STATE  LAW  CLAIMS 

A.  Antitrust  Laws: 

In  addition  to  the  federal  antitrust  laws, 
health  care  practitioners  are  also  subject  to 
civil  suit  under  antitrust  laws  which  have 
been  adopted  in  Nebraska.  These  antitrust 
statutes  generally  mirror  the  federal  laws, 
providing  for  treble  damages  and  attorneys' 
fee  awards.  Under  the  HCQIA,  professional 
review  bodies  involved  in  review  actions 
commenced  after  October  14,  1989,  will  be 
immune  from  suit  under  the  state  laws, 
provided  that  the  procedural  safeguards  re- 
quired by  the  HCQIA  are  met. 

B.  Libel,  Defamation,  and  Slander 
Claims: 

Physicians  involved  in  the  peer  review 
process  could  also  be  subject  to  certain 
types  of  claims  under  state  law  which  cannot 
be  made  under  federal  law.  They  can  be 
sued  for  making  allegedly  false  statements 
which  an  aggrieved  person  claims  constitute 
libel,  defamation,  or  slander. 

Nebraska's  current  immunity  statutes  do 
provide  immunity  to  participants  in  state  or 
local  society  peer  review  committees  for 
such  actions,  but  no  similar  immunity  is 
provided  for  hospital  utilization  review  and 


medical  staff  peer  review  committees.  After 
October  14,  1989,  participants  in  both  types 
of  activities  will  be  entitled  to  the  immunity 
provided  by  the  HCQIA. 

Under  Nebraska  law,  no  member  of  "a 
peer  review  committee  of  a state  or  local  as- 
sociation or  society"  composed  of  licensed 
practitioners  may  be  held  liable  in  damages 
to  any  person  "for  slander,  libel,  defamation 
of  character,  breach  of  any  privileged  com- 
munication, or  otherwise"  for  an  action  taken 
by  that  committee.  To  qualify  for  this  immu- 
nity, the  committee  member  must  act  "with- 
out malice  and  in  the  reasonable  belief  that 
such  action  or  recommendation  is  warranted 
by  the  facts  known  to  him  after  a reasonable 
effort  is  made  to  obtain  the  facts  on  which 
such  action  is  taken  or  recommendation  is 
made."  There  is  currently  no  similar  protec- 
tion in  the  statutes  governing  hospital  utili- 
zation review  and  medical,  staff  peer  review 
committees. 

Thus,  when  it  becomes  applicable  to  state 
law  claims  later  this  year,  the  HCQIA  will 
provide  Nebraska  physicians  with  broader 
protection  that  now  exists  under  state  law. 

C.  Other  State  Laws: 

As  at  the  federal  level,  there  is  no  current 
immunity  and  there  is  no  immunity  under 
the  HCQIA  for  violations  of  Nebraska  civil 
rights  laws,  actions  by  the  Attorney  General, 
or  criminal  charges.  Further,  nothing  in 
current  law  or  the  HCQIA  would  prevent 
aggrieved  physicians  from  seeking  injunc- 
tive relief  against  peer  review  actions. 

D.  Decisions  to  Hospitalize: 

Nebraska  law  also  contains  a unique  pro- 
vision giving  hospital  medical  staff  commit- 
tees and  hospital  utilization  committees  im- 
munity for  damages  or  other  relief  to  any  pa- 
tient based  upon  a decision  to  hospitalize  or 
to  continue  to  hospitalize  that  patient. 
Obviously,  this  is  not  the  type  of  immunity 
for  review  activities  which  is  addressed  by 
the  HCQIA. 


V.  PROCEDURAL  ISSUES 

One  of  the  principal  functions  of  the 
current  state  laws  governing  peer  review 
activities  is  to  provide  certain  protections  to 
witnesses  who  give  information  to  peer  review 
bodies  and  to  the  deliberations  of  the  bodies 
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themselves.  These  current  state  laws  would 
not  be  affected  by  the  HCQIA. 

A.  Protection  of  Witnesses: 

The  HCQIA  provides  that  no  person  pro- 
viding information  to  a professional  review 
body  concerning  a physician's  competence 
or  professional  conduct  may  be  held  liable 
in  damages  "unless  such  information  is  false 
and  the  person  providing  it  knew  that  such 
information  was  false." 

Two  Nebraska  laws  provide  such  persons 
with  additional  protection,  beyond  that 
contained  in  the  HCQIA.  First,  concerning 
peer  review  committees  of  state  or  local  as- 
sociations, Nebraska  law  provides  that  no 
person  who  attends  such  a committee  can 
be  required  to  testify  in  a civil  action  against 
the  person  who  is  the  subject  of  the  meeting, 
unless  a court  finds  "good  cause  arising  from 
extraordinary  circumstances"  requiring  dis- 
closure. 

Similarly,  in  the  laws  governing  hospital, 
medical,  staff  committees  or  utilization 
review  committees,  persons  making  reports 
or  providing  information  have  "a  privilege  to 
refuse  to  disclose  and  to  prevent  any  other 
person  from  disclosing  the  report  or  infor- 
mation so  provided."  Here  also,  such  disclo- 
sure may  be  compelled  only  by  a court  "for 
good  cause  arising  from  extraordinary  cir- 
cumstances." 

The  HCQIA  does  not  alter  these  state 
statutory  protections. 

B.  Confidentiality  of  Proceedings: 

Nebraska  law  also  provides  for  confiden- 
tiality of  peer  review  activities,  whether  con- 
ducted in  the  hospital  setting  or  by  state  or 
local  associations  or  societies.  These  would 
be  unaffected  by  the  HCQIA. 


The  same  statute  quoted  above  governing 
witnesses  in  peer  review  activities  of  state  or 
local  professional  societies  also  protects  the 
confidentiality  of  proceedings  and  records'. 
Such  records  "shall  be  held  in  confidence" 
and  shall  not  be  introduced  into  evidence 
involving  the  licensed  practitioner  who  is 
the  subject  of  the  evaluation  and  review,  ex- 
cept "for  good  cause  arising  from  extraordi- 
nary circumstances."  The  proceedings,  min- 
utes, records,  and  reports  of  medical  staff 
committees  or  utilization  review  committees 
are  also  deemed  to  be  "privileged  commu- 
nications" which  may  not  generally  be  ob- 
tained for  use  in  civil  proceedings. 

The  HCQIA  does  not  address  the  confi- 
dentiality of  proceedings  and  would  not 
alter  the  effect  of  these  state  laws. 


VI.  CONCLUSION 

Passage  of  the  HCQIA  has  already  given 
Nebraska  physicians  significant  new  protec- 
tions if  they  participate  in  good  faith  in  peer 
review  actions  affording  adequate  due  proc- 
ess to  the  affected  physician.  When  the 
HCQIA  immunity  becomes  applicable  to 
state  law  claims  involving  peer  review  activi- 
ties in  October,  it  will  give  persons  and 
entities  involved  in  the  peer  review  process 
even  greater  protection  than  now  exists  under 
state  law.  In  particular,  professional  socie- 
ties and  hospital  review  committees  will  be 
immune  from  state  antitrust  liability.  Fur- 
ther, the  law  will  provide  immunity  from 
libel  and  slander  to  hospital,  utilization  review 
and  medical  staff  committees,  which  is  not 
now  afforded  under  state  law.  The  HCQIA 
will  not  weaken  any  of  the  other  state  stat- 
utes currently  in  effect  in  the  peer  review 
area. 
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Letters  To  The  Editor 


Dear  Editor: 

So  much  has  been  written  about  the  conflict 
between  the  smoker  and  the  non-smoker  that 
it  is  somewhat  amazing  that  a key  feature  of 
the  matter  is  rarely  mentioned.  In  Dr.  LeWorthy's 
article  about  “Buddy  Bashing”,  he  covered  a 
lot  of  ground  regarding  the  history  and  the 
current  phenomenon  of  smoking,  but  con- 
cluded that  the  present  movement  against  the 
smoker  is  not  only  health  related  but  also  has 
elements  of  “mass  hysteria"  and  “bigotry". 

A majority  of  people  seem  to  be  in  favor  of 
not  smoking  as  a personal  choice  (71%),  and 
in  favor  of  curbing  the  smoking  of  others  in 
public  places  (90%),  because  of  the  great 
body  of  evidence  that  smoking  is  bad  for  your 
health  and  the  health  of  others  who  breath  in 
the  smoke  secondarily.  Legislation  has  been 
long  in  coming,  but  only  recently  successful 
because  of  the  scientific  and  medical  thrust  of 
the  ill  effects  of  smoking.  Dr.  LeWorthy 
covered  this  very  well. 

However,  no  one  talks  much  about  an 
important  reason  why  many  people  are  more 
comfortable  in  airplanes,  restaurants  and 
elevators  than  before  the  no-smoking  regula- 
tions; and  that  reason  is  that  smoking  smells. 

We  have  all  been  to  gatherings  with  smokers 
present,  only  to  come  home  with  our  clothing 
filled  with  the  odor  of  smoke.  We  have 
learned  not  to  put  these  clothes  in  the  closet 
because  the  same  odor  will  find  its  way  to 
other  garments,  garments  what  weren't  even 
at  the  party.  Cars  and  homes  smell  like  smoke 
long  after  the  smoker  has  departed. 

Patients  are  amazed  when  you  ask  them 
how  much  they  smoke,  unaware  that  their  hair 
and  clothing  tell  the  tale,  even  if  they  have  left 
the  cigarette  pack  in  the  car.  Even  sadder  and 
more  telling  from  a social  and  medical 
viewpoint  is  the  child  who  smells  of  smoke. 
His  or  her  parent  may  not  even  be  in  the  exam 


room,  but  it  is  clear  that  this  child  lives  with  a 
smoker.  If  the  shirt  smells,  what  must  the 
lungs  be  like?  After  the  child  has  gone,  you 
spray  the  exam  room  with  a freshener, 
because  the  place  smells  like  the  father  or 
mother  who  was  not  even  in  the  holding. 

If  you  move  away  from  the  drifting  smoke  at 
a campfire  because  it  is  getting  in  your  eyes 
and  is  otherwise  noxious  and  physically 
offensive,  why  would  you  want  to  be  in  a room 
or  car  with  a constant  source  of  irritation  if  you 
had  the  choice?  Yes  there  are  other  irritations 
in  life,  but  this  is  one  that  stays  with  you  until 
you  take  a shower  and  send  your  suit  to  the 
cleaners. 

I have  never  understood  why  someone 
would  go  to  a fine  restaurant,  order  a tasty  and 
expensive  meal,  only  to  cloud  the  air  and 
confuse  the  taste-buds  by  smoking.  Not  only 
will  the  smoke  have  the  same  distateful  effect 
on  the  meals  of  the  non-smokers,  it's  an  insult 
to  the  skills  and  hard  work  of  the  chef.  There  is 
a difference  between  smoked  meats  and 
smokey  meals. 

If  a guest  in  my  home  goes  upstairs  to  “his 
room",  closes  the  door  and  opens  a window 
so  that  he  can  have  several  cigarettes,  is  he  not 
admitting  that  smoking  is  repulsive  to  others? 
Is  he  not  displaying  the  mentality  of  a ten- 
year-old  by  assuming  that  he  is  hidden  (closed 
door)  and  that  there  is  adequate  ventilation 
(open  window)?  Why  now  after  a week  does 
the  room  still  smell  of  smoke,  even  after  the 
walls,  have  been  wiped,  the  carpet  sprayed 
with  a special  commercial  cleanser  and  all  the 
bedding  laundered?  Because  smoking  smells 
bad  and  makes  other  things  smell  bad. 

I feel  that  Dr.  LeWorthy's  excellent  dis- 
cussion might  be  expanded  to  explore  the 
opposite  of  Buddy  Bashing,  which  is  the 
inability  of  a non-smoker  to  confront  a smoker 
with  the  concept  of  odor  and  residue.  I am  not 
only  offended  by  the  smoker  who  doesn't  ask 
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permission  to  smoke  in  my  home  or  car,  but  if 
I ask  them  not  to  do  so,  then  I am  the  one  who 
is  considered  rude,  and  I become  the  one  who 
is  embarassed. 

Perhaps  I could  be  accused  of  being  just 
another  basher,  but  I don't  think  so.  I don't 
even  have  the  nerve  to  confront  a single 
smoker  in  my  own  home.  Perhaps  I am  taking 
comfort  in  the  new  regulations  against  smoking 
because  I can't  do  it  on  my  own,  and  the 
health  issue  is  the  ammunition  which  has  won 
the  day. 

But  many  of  us  are  grateful  for  the  new 
legislation  for  health  reasons,  as  well  as  one 
other  which  might  explain  the  wide-spread 
opposition  to  smoking:  not  hysteria,  not 
bigotry,  not  "Buddy  Bashing"  but  quite  simply 
because  smoking  stinks." 

Sincerely, 

Dr.  John  C.  Wilcox,  M.D. 

Aurora,  NE  68818 


Dear  Editor: 

From  the  tenor  of  Dr.  LeWorthy's  article 
"Pillars  of  Fire  or  Bash  your  Buddy",  it  appears 
that  the  author  has  a bias  of  his  own.  I suspect 
he  is  a smoker  and  has  been  bashed  once  too 
often.  Perhaps  smoker  bashing  is  a fad.  I for 
one  sincerely  hope  not,  or  if  it  is,  may  it  last  at 
least  as  long  as  the  smoking  fad. 

Sincerely  yours, 

David  A Wiebe,  M.D. 

Kearney,  NE 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


ROY  S.  CRAM,  M.D.  (Born  February  3, 1 903  — 
died  August  9,  1989)  Medical  Specialty  — 
General  Practice.  Doctor  Cram  was  a graduate 
of  the  University  of  Nebraska  College  of 
Medicine  in  1931  and  practiced  in  Burwell. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Assoc- 
iation. Doctor  Cram  is  survived  by  a sister. 


Honor  Batson  of  Burwell;  two  daughters, 
Roene  Mooney  of  Lemon  Grove,  CA.,  and 
Jean  Hammon  of  Chino  Valley,  AZ.;  two 
sons,  Roy  of  Tishomingo,  OK,  and  Dr.  Albert 
Cram  of  Iowa  City,  lA;  16  grandchildren; 
and  17  great-grandchildren.  He  was  pre- 
ceded in  death  by  his  wife.  Pearl,  and  a 
brother  and  a sister. 
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"A  Few  Bad  Apples?" 

RICHARD  RAYMOND,  M.D. 

President.  Nebraska  Medical  Association 


At  the  1988  Fall  Session  of  the  House  of 
Delegates  a resolution  from  Lincoln  County 
Medical  Society  was  passed  that  asked  the 
Board  of  Directors,  essentially,  to  seek  Legis- 
lative action  to  prohibit  the  substitution  of 
generic  drugs  for  brand  name  products,  unless 
permission  to  do  so  was  specifically  granted. 
The  Board's  report  to  the  Spring  '89  House  of 
Delegates  was  printed  in  the  July,  1989 
Nebraska  Medical  Journal.  The  House  of 
Delegates,  at  the  spring  session,  approved 
that  report,  but  asked  the  Board  to  consider 
legislation  to  reduce  the  wide  range  of 
bioequivalency  (up  to  30%)  allowed  in  Nebr- 
aska for  generic  drugs. 

While  the  wheels  of  bureaucracy  may  seem 
to  move  slowly  at  times,  recent  events  will 
make  any  legislative  changes  easier  at  this 
time  than  it  would  have  been  in  1 989.  I would 
like  to  bring  you  up-to-date  on  these  events, 
and  offer  a few  thoughts  on  reforms  we  may 
seek.  But  before  you  think  change  will  be 
easy,  let  me  quote  from  the  Omaha  Pharmacists 
Association's  bulletin,  written  in  response  to 
Lincoln  County's  resolution.  "Could  it  be  that 
the  physician  is  too  lazy  to  write  "NDPS"  on 
the  prescription  or  to  learn  the  generic  name 
to  the  medications  he/she  prescribes?  The 
state  pharmacy  association  will  be  watching 
this  closely  and  so  will  we." 

I have  watched  generic  issues  closely,  too, 
and  so  has  the  A.A.F.P.  They  are  called 
mandatory  generic  substitution  "politics,  not 
medicine".  Their  sweeping  resolutions  call  for 
not  allowing  generic  substitution  in  hard-to- 
stabilize  "critical  diseases",  which  include 
depression,  asthma,  congestive  heart  failure, 
diabetes,  psychosis  and  cardiac  problems. 
They  also  ruled  out  blanket  substitution  in 
patients  over  75  and  for  anti-psychotics  and 
loop  diuretics.  Perhaps  the  N.M.A.  would  be 
wise  to  follow  their  lead. 

Although  the  N.M.A.  and  the  A.A.F.P.  have 
both  recognized  the  lack  of  therapeutic 


Richard  Raymond,  M.D. 


equivalency  of  generic  drugs  and  their  in- 
herent dangers  for  some  time.  Congress  and 
the  F.D.A.  have  only  recently  had  their  eyes 
opened.  It  took  Mylan  Laboratories,  makers  of 
Maxzide,  to  substantiate  its  own  suspicions  of 
fraud  with  its  own  private  investigation  of  the 
F.D.A.,  at  its  own  expense  of  millions,  to  fight 
the  stonewalling  F.D.A.  and  prove  the  approval 
process  for  hydrochlorothiazide/triamterene 
was  rigged.  Vitarine  Pharmaceuticals  substi- 
tuted Dyazide  in  Vitarine  capsules,  and  Par 
Pharmaceuticals  bribed  F.D.A.  reviewers  to 
approve  their  product.  F.D.A.  chemist  Charles 
Chang  has  admitted  to  accepting  $15,000  in 
goods  to  speed  up  approvals,  and  two  other 
F.D.A.  generic  drug  reviewers  have  resigned 
after  admitting  accepting  bribes.  Three  generic 
drug  company  officers  have  been  indicted 
on  bribery  charges,  11  generic  drug  firms  are 
under  investigation,  26  drugs  have  been 
recalled  and  suspensions  issued  for  141 
others.  And  this  is  only  the  start! 

Although  the  government  relaxed  its  re- 
quirements for  generics  4 years  ago,  some  of 
these  manufacturers  obviously  did  not  want 
to  take  the  risk  of  not  being  allowed  in  this 
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lucrative  market.  But  $15,000  seems  trivial, 
compared  to  the  millions  to  be  made  by  being 
the  first  generic  on  the  market,  and  compared 
to  the  risk  and  unnecessary  suffering  of  our 
patients.  Are  these  a few  bad  apples,  or  is  this 
routine  for  the  industry? 

When  we  attempt  legislative  changes  against 
this  poorly  regulated  industry,  we  will  need 
your  help  with  your  Legislator.  We  must  leave 


no  doubt  that  we  will  not  permit  any  com- 
promise in  the  quality  of  therapy  given  to  our 
patients.  We  cannot  practice  medicine  to  the 
best  of  our  ability  if  a bureaucrat  approves  a 
drug  under  false  pretenses.  Perhaps  the 
Omaha  Pharmacists  Association  was  right  in 
one  way.  We  must  not  be  "too  lazy"  to  write 
NDPS  until  this  problem  is  resolved;  and 
believe  me,  we  will  attempt  to  resolve  it  in 
Nebraska. 
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THE  AUXILIARY 


NMF  & AMA-ERF 


SALLY  BECKER 
NMAA  President 


The  Auxiliary  as  an  organization  of  physician 
spouses  has  many  purposes,  one  of  which  is  to 
promote  health  education;  this  is  done  in  part 
by  assisting  the  association  in  raising  funds  for 
the  Nebraska  Medical  Foundation  and  the 
American  Medical  Association  Research  and 
Education  Foundation. 

Contributions  from  the  Auxiliary  are  raised 
in  a variety  of  ways  throughout  the  State. 
County  Auxiliaries  hold  fund  raisers  in  their 
areas,  members  donate  through  mailings,  and 
State  Project  donations  are  given  in  honor  of 
Nebraska  Physicians. 

Funds  raised  for  NMF  and  AMA-ERF  are 
used  by  the  Foundations  to  assist  students, 
provide  scholarships  for  research,  and  operate 
community  health  program  projects. 

In  1989  NMF  presented  $4000  in  scholar- 
ships to  students  at  the  Creighton  University 
School  of  Medicine  and  the  University  of 
Nebraska  College  of  Medicine.  Their  Loan 
Fund  has  current  loans  of  $39,014.15  to 
medical  students  in  training  and  $209,299.96 
being  repayed  by  individuals  who  have  com- 
pleted medical  school.  The  Nebraska  Cancer 
Registry  Program  continues  to  operate  under 
the  auspices  of  the  Foundation  through  an 
agreement  with  the  State  Department  of 
Health  and  Howard  Hunt  Tumor  Registry/ 
Methodist  Hospital.  A new  scholarship  is 
being  developed  from  donations  received  in 
memory  of  C.  A.  McWhorter,  M.D. 

AMA-ERF  grants  presented  to  Nebraska 
Schools  last  year  totaled  $24,  365.48;  Creighton 
received  $8268.08  for  the  student  education 
foundation  and  $4585.76  for  student  assist- 
ance foundation,  University  received  $5235.80 
for  assistance  and  $6275.84  for  education. 
Representatives  of  the  Schools  have  reported 
to  the  Auxiliary  the  importance  of  these  funds 
where  at  Creighton  they  have  been  used  to 
provide  special  educational  opportunities  for 
students  and  assist  with  student  aid  for  the 


future.  Funds  at  the  Nebraska  University  are 
used  mainly  for  research  as  there  are  no  state 
funds  allocated  for  support  of  student  research, 
and  grants  from  private  charitable  organiza- 
tions are  limited.  Research  has  been  done  in 
areas  of  Geriatrics,  Human  Genetics,  and 
Newborn  Medicine  in  the  past  to  only 
mention  a few,  with  a total  of  14  in  one  three 
year  period. 

The  Auxiliary  raised  almost  $25,000  for 
NMF  during  the  80's  and  State  Chairman  Pat 
Lundak  has  set  a goal  of  $4000,  the  equival- 
ence of  two  scholarships,  for  1990.  As  part  of 
the  national  auxiliary,  Nebraska  in  the  past  ten 
years  has  given  over  $61,000  to  AMA-ERF  and 
Maria  O'Donohue,  State  AMA-ERF  Chairman 
has  the  amount  of  $8500  in  place  for  this  year. 
Representatives  in  the  counties  working  with 
Pat  and  Maria  in  1 989-90  to  reach  these  goals 
are:  Adams  — Paige  Wycoff,  Mona  Damico; 
Buffalo  — Barb  Bancroft,  Kathie  Hranac;  Burt- 
Washington  — Marilyn  Gentry;  Dodge  — Gail 
Fuss,  Cheri  Anderson;  Hall  — Jessica  DeMay, 
Janet  Janulewicz;  Lancaster  — Judy  Krueger, 
Vance  Birkmann;  Lincoln  — Kay  MacDonald; 
MOMSA  — Bev  Kruger,  Barbara  Goodrich; 
Northeast  — Carol  Ann  Hehner,  Cathie  Lacey; 
Scottsbiuff  — Susan  Anderson;  Southwest  — 
Sue  Carson,  Shelly  Beyer;  Western  Quad  — 
Barbara  Spencer. 

NMF  began  in  1948  because  physicians 
saw  a need  in  medically  related  education 
that  was  not  being  met  and  asked  the  auxiliary 
to  assist  in  funding  in  1958.  AMA-ERF  was 
established  in  1962  by  combining  two  pre- 
viously established  foundations  and  is  the 
only  national  philanthropic  fund-raising  effort 
of  the  AMA  Auxiliary. 

The  names  listed  and  amounts  given  are 
representative  of  the  many  state/county  chair- 
men and  auxilians  who  have  contributed  their 
time  and  effort  throughout  the  years  in  fund 
raising  for  NMF  & AMA-ERF. 
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COMING  MEETINGS 


THE  UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE  ALUMNI  ASSOCIATION,  INC. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  — John 
S.  Latta  Centennial  Lectureship  - October 
19,  1989,  12:00  Noon,  UNMC  Continuing 
Education  Amphitheater.  Speaker:  Dr.  David 
Korn,  Vice  President  and  Dean  of  College  of 
Medicine,  Stanford  University.  All  alumni, 
students,  faculty  and  friends  invited. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  — All 
Alumni  Reception  - Thursday,  November  2, 
1989,  6:30  to  8 p.m..  Red  Lion  Inn,  Omaha 
in  conjunction  with  the  Omaha/Mid-West 
Clinical  Society  Postgraduate  Assembly.  Hors 
D'oeuvres  and  Cash  Bar.  All  alumni,  students, 
faculty  and  friends  invited.  Presentation  will 
be  made  of  First  Annual  Distinquished 
Alumnus  Achievement  and  Distinguished 
Alumnus  Service  Awards. 

PHI  CHI  RECEPTION  — November  4,  1989, 
2 p.m.  to  4 p.m.,  3708  Dewey,  Omaha, 
Nebraska.  Everyone  welcome. 

CLASS  REUNIONS  — will  be  held  November 
2,  3,  and  4,  1989  in  Omaha  for  the  classes 
ending  with  "A”  and  “9". 


CREIGHTON  UNIVERSITY 

OCTOBER  5, 1 989  — Management  of  Cardiac 
Arrhythmias  - Marriott  Hotel,  Omaha,  Nebraska. 

OCTOBER  13,  1989  — Prevention  of  Renal 
Failure  - Marriott  Hotel,  Omaha,  Nebraska. 

OCTOBER  13-22,  1989  (starting  dates)  — 
Creighton  Model  Natural  Family  Planning 
Practitioner  Education  Program  - Pope  Paul 
VI  Institute,  Omaha,  Nebraska.  A one  year 
training  program. 

OCTOBER  20-21,  1989  — Fourth  Annual  - A 
Day  with  the  Perinatologists  - Marriott 
Hotel,  Omaha,  Nebraska. 


NOVEMBER  1,  1989  — Creighton  Day  - Old 
and  New  - Creighton  University,  Omaha, 
Nebraska. 

NOVEMBER  2-4,  1989  — Controversies  and 
Clinical  Management  In  High  Risk  Obstetrics  - 
San  Diego,  California. 

JANUARY  25-30,  1990  — Esophageal  Dis- 
orders: Pathophysiology  and  Treatment  - 
Maui,  Hawaii. 


OMAHA  MID-WEST  CLINICAL  SOCIETY: 

57TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 2,  3 and  4,  1 989,  Thursday,  Friday  & 
Saturday,  The  Red  Lion  Inn,  Omaha.  For 
information,  please  contact:  Miss  Lorraine 
Seibel,  Executive  Secretary,  Omaha  Mid- 
West  Clinical  Society,  7363  Pacific  Street, 
#205-B  Omaha,  Nebraska  68114. 


ST.  PAUL-RAMSEY  MEDICAL  CENTER 

OCTOBER  13,  1989  — 'The  Anxious  Patient: 
Anxiety  Disorders  in  Primary  Care",  to  be 
held  at  the  Holiday  Inn  East,  St.  Paul, 
Minnesota.  This  program  is  sponsored  by  St. 
Paul-Ramsey  Medical  Center/Ramsey  Clinic/ 
Ramsey  Foundation,  Department  of  Family 
Medicine,  Office  of  Continuing  Education. 

OCTOBER  19-21, 1989  — "Practical  Approach- 
es to  Managing  Trauma".  This  program  will 
be  held  at  the  Holiday  Inn  East,  St.  Paul, 
Minnesota  and  is  sponsored  by  the  Burn 
Center  ana  the  Office  of  Continuing  Educa- 
tion at  St.  Paul-Ramsey  Medical  Center. 

NOVEMBER  1 0, 1 989  — "Neurology  Update", 
to  be  held  at  the  Earle  Brown  (lontinuing 
Education  Center,  1890  Buford  Avenue,  St. 
Paul,  Minnesota.  This  program  is  sponsored 
by  St.  Paul-Ramsey  Medical  Center/Ramsey 
Clinic,  The  Department  of  Neurology  and 
the  Office  of  Continuing  Medical  Education. 
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UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  EDUCATION  COURSES 

OCTOBER  2-7,  1989  — Emergency  Medicine 
Review. 

OCTOBER  6,  1989  — Intravenous  Gamma 
Globulin  Therapy  in  Pediatric  Disorders, 
Center  for  Continuing  Education,  University 
of  Nebraska  Medical  Center. 

OCTOBER  20-21,  1989  — Etiology  of  Breast 
Cancer,  Peter  Kiewit  Conference  Center, 
Omaha,  Nebraska. 

OCTOBER  21,  1989  — Hands-On  Workshop 
on  Stereotaxis,  Center  for  Continuing  Edu- 
cation, University  of  Nebraska  Medical 
Center. 

NOVEMBER  30  - DECEMBER  3,  1989  — 
Nebraska  Obstetrics  and  Gynecologic  Society. 
Las  Vegas,  Nevada 

FEBRUARY  11-18,  1990  — 8th  Annual  Park  City 
Oculoplastic  Meeting,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone,  Colorado. 

MARCH  26-April  6,  1990  — Family  Practice 
Review. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

**AII  programs  are  held  at  the  Center  for  Continuing 

Education,  University  of  Nebraska  Medical  Center  unless 

otherwise  noted. 

NMA  COMING  MEETINGS 

APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  1 3-1  5,  1 990  — NMA  Fall  - Corn- 
husker  Hotel. 

APRIL  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 


ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  Universtiy  is  offering  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact:  Sally  C. 

O'Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 

Continuing  Medical  Education  Division,  Omaha,  Nebraska 

68178.  Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280- 

1830. 


COMING  MEETINGS 

ROCKY  MOUNTAIN  CONFERENCE  ON 
EMERGENCY  MEDICINE  & NURSING  — 
January  24-27,  1990,  Keystone,  CO.  For 
information,contact  Centennial  Conferences, 
5353  Manhattan  Circle,  #103,  Boulder,  CO 
80303. 


JOHNS  HOPKINS  UNIVERSITY 

DIAGNOSTIC  CYTOPATHOLOGY  FOR  PATH- 
OLOGISTS - 1990  POSTGRADUATE  INSTI- 
TUTE — February  through  April,  1990, 
Home  Study  Course  A,  April  23  to  May  4, 
1990,  In-Residence  Course  B,  Johns  Hopkins 
University  School  of  Medicine,  Baltimore, 
Maryland  21205. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

ALLERGY  ABROAD  - ITALY  — October  1 8-27, 
1 989.  To  be  held  in  Padua,  Florence,  Rome, 
Italy.  Program  Chairman:  Phillip  E.  Korenblat, 
M.D.  Credit  Hours:  20  hours  Category  1 
AMA.  Fee:  $495. 

For  further  information,  contact  Loretta  Ciacoletto, 
Washington  University  School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  South  Euclid,  Box 
8063,  St  Louis,  Missouri  63110.  (800)  325-9862  Interstate. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Rysw>*k,  Ed.D..  Executive  Director 
2730  South  114th  St.,  Omaha  68144 

.American  Heart  Association.  Nebraska  \ffiliate 
Douglas  P Halleen.  Executive  Director 
3624  Farnam  St..  Omaha  68131 
•American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South,  Room  521,  Lincoln  68508 
-American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

2700  N.  27th  St.  Lincoln  68521 

Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D..  Dean 
California  at  24th  St.  Omaha  68178 
Dairv'  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralstoa  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  "L’’  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
.Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  .Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  .Affiliate 
120  North  69th  St..  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 

uerald  Christensea  M.D.,  President  Dept  of  Ophthalmology 
UNMC  - 42nd  & Dewey.  Omaha  68105 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St..  #311,  Council  Bluffs,  lA  51501 
Nebraska  Allergy  Society 

Russell  J,  Hopp.  D.O..  Pre.sident 

Dept  Pediatrics.  Creighton  Univ.,  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Paul  J.  Bender.  M I) . President 

Suite  1.  Professional  Plaza.  6801  .\.  72nd  St.  Omaha  6S122 
Nebraska  Association  of  Pathologists 
James  Linder.  M.D..  President 

Depl.  of  Pathology  - I’NMC.  42nd  & Dewey.  Omaha  68105 
Nebraska  Uardiovasular  Society 

Charles  S.  Wilson.  M.D.,  President 
1919  S.  40th  St..  #300.  Lincoln.  68506 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese.  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi.  Executive  Director 

River  City  Office  Park.  #202,  401  No.  117th.  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter.  P.-\-C.  President 
Fremont  6802') 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonnige.s.  .\I.D..  President 
Charlotte  Hawthorne.  .Administrator 
211')  N.  Kan.sas.  Hastings  68901 

Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  F.A.C.P..  Governor 

Creighton  University  School  of  Medicine.  601  N^  30th  St..  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 
Paul  Collicott  M.D.,  President 
4740  .A  Street.  Lincoln  68510 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  .Aita.  M.D..  Medical  .Advisor 
105  So.  49th  ,St..  Omaha  681.32 
Nebraska  C’ystic  Fibrosis  Association 
Charles  R.  Bercaw.  Executive  Director 
444  Regency  Parkway  Dr..  #302.  Omaha  68114-3720 
Nebraska  Dental  .Association 

Tom  Bassett.  Executive  Director 
3120  O St.  [..incoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  .\I,S.  R.I)..  President 
3347  ,S.  126lh  .Ave . Omaha  68144 
.Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  0 St  . Sie.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln  68508-2509 

Nebraska  League  for  Nursing 
Barbara.  McCabe.  President 
510  Redwood  Dr.  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper.  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Secretary 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  H Baker,  Executive  Directoi' 

Suite  711.  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D.,  Secretaiy 
6920  Van  Dorn.  Lincoln.  N'E  68506 
Nebraska  Perinatal  Organization 
.Sheila  Ecklund,  R.N'.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call.  M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  Association 
.Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St..  Lincoln  68506 

Nebraska  Section.  American  College  of 
Obstetricians  & Gvnecologists 
William  Heidrick.'M.D. 

P.O.  Box  5363.  Lincoln  68505 

Nebraska  Society  of  .Anesthesiologists 
Charles  D.  Gregorius.  .M.D..  President 
'512  FirsTier  Bank  Bldg..  Lincoln 
Nebraska  Socieiy  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.,  President 
3145  0 St..  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc.. 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Susan  M.  Engsirom,  C.M.A.-AC,  President 
810  Willard.  Cir..  Hickman  68372 

Nebraska  Society  of  Medical  Technologv- 
Dave  Glena  President 
4010  Kay  Ave.,  Grand  Island  68803 

Nebraska  Society  of  Respiratorv’  Therapy 
Marcy  PearsolL  RRT.  President 
Lincoln  General  Hospital  68502 

Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D..  M.  Ed..  Director  of  Health 
301  Centennial  Mail  South,  P.O.  Box  95007.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecologv’  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Kaiyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D..  President 
4740  A Street.  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

M.s.  Lorraine  E.  Seibel,  Executive  Secretaiy 
7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  Slate  Office  Building,  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas. 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs. 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha,  Pawnee.  Richardson. 

Fourth  District:  Councilor:  Roger  Massie. 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming.  Dakota,  Dixon,  Knox,  Madison. 
Pierce,  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties;  Boone. 
Burt,  Colfax,  Dodge.  Merrick,  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  M.D..  Seward.  Counties:  Butler, 
Hamilton,  Polk.  Saunders.  Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbury.  Counties:  Clay.  Fillmore. 
Jefferson,  Nuckolls.  Saline,  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitch.  M.D.,  O'Neill.  Counties:  Boyd, 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer.  Dawson.  Garfield.  Grant.  Greeley. 
Hall,  Hooker,  Howard.  Loup.  Sherman, 
Thomas,  Valley.  Wheeler. 

Tenth  District  Councilor  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams.  Chase. 
Dundy.  Franklin.  Frontier.  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock, 
Kearney,  Phelps.  Red  Willow.  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher,  M.D..  No.  Platte.  Counties: 
Arthur,  Deuel,  Garden.  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor;  Donald  E. 
W’ilkinson,  Alliance.  Counties:  Banner. 
Box,  Butte.  Cheyenne,  Dawes,  Kimball. 
Morrill.  Scotts  Bluff.  Sioux. 
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Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


.Adams 

.Antelope- Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy  

.Saunders 

Scotts  Bluff 

Seward  ... 

South  Central 

Southeast  Nebr 

Southwest  Nebr. 

Washington- Burt 

York 


Richard  Krench,  HaNtmgs  . Robert  Anderson.  Hastings 

Kenneth  Peters.  Plainview David  Johnson.  Osmond 

Wendell  Fairbanks.  Alliance Chris  Wilkinson.  Alliance 

Gerald  -Jensen.  Kearney.  . George  Bascom.  Kearney 

Mark  Carlson,  David  City Jack  Kaufmann.  David  City 

R R Andersen,  Nehawka Glen  K.  Knosp.  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart.  Sidney 

Thomas  Tibbies,  W’est  Point Gordon  Moshman,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius.  Cozad 

Dean  Bloch.  Arlington W.  B.  Eaton.  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack.  Wayne 

Tom  Martin.  Ord Otis  Miller.  Ord 

Donald  Weldon,  Beatrice Louis  -J.  Gogela.  Jr..  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis.  Grand  Island 

Mike  Sullivan,  Aurora John  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnson,  Fairbury R.  .A.  Blatny.  Fairbury 

Berl  W.  Spencer.  Ogallala Clifford  Colglazier,  Grant 


D.  M.  Laflan.  Creighton D.  J.  Nagengast,  Bloomfield 

Robert  G.  Osborne,  Lincoln Prentiss  Dettman.  Lincoln 

Timothy  O'Holleran,  North  Platte Jeff  Brittan.  North  Platte 

Otto  W’ullschleger.  Norfolk Michael  Murphy.  Norfolk 

Muriel  Frank,  Omaha F.  F.  Paustiaa  Omaha 

Steffan  Lacy.  Norfolk Michael  Murphy,  Norfolk 

Edward  Metz,  Crawford R.  H.  Rasmussen.  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison.  Nebraska  City 

.Arthur  Liebentritt,  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma,  Crete 

Fred  Gawecki.  Omaha Barbara  Heywood,  Papillion 

L M.  French.  Wahoo John  E.  Hansen,  Jr..  Wahoo 

Vonn  Roberts,  Scotts  Bluff David  Holdt,  Scotts  Bluff 

Van  E Vahle.  Seward Roger  H.  Meyer.  Utica 

Jeff  Hollis.  Geneva Chas.  F.  Ashby.  Geneva 

Gary  Ensz.  Auburn George  Voigtlander.  Pawnee  City 

David  A.  Allerheiligen,  McCook E.  C.  Beyer.  McCook 

Priscilla  Ruhe,  Blair Hans  Rath,  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 
PHONE 

(402)  474-4472 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  A.  Raymond,  M.D.,  O’Neill President 

Paul  E.  Collicott,  M.D.,  Lincoln President-Elect 

Robert  F.  Shapiro,  ,M.D„  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J,  Cornelius,  Jr.,  M.D.,  Sidney;  — 

John  D.  Coe,  M.D..  Omaha;  — Louis  J.  Gogela.  M.D.. 

Lincoln;  — Blaine  Y.  Roffman,  M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Richard  A Raymond.  M.D..  Chairman O’Neill 

Paul  E.  Collicott,  .M.U.,  Vice-Chairman Lincoln 

Robert  F.  Shapiro.  M.D..  Secretary-Treasurer Lincoln 

Donald  J.  Pavelka,  M.D.,  Past  President Omaha 

L.  Dwight  Cherry.  M.D Lincoln 

Herbert  A.  Hartman.  Jr.  ,\1.  D Omaha 

Darroll  J.  Loschen.  M.D York 

Robert  G.  Osborne.  M.D Lincoln 

Richard  H.  Meissner.  M.D Omaha 

David  R.  Little.  M.D Hastings 

C.  T.  Frerichs.  M.D Beatrice 

CO.MMISSION  ON  ASSOCIATION  AFFAIRS 

Francis  D.  Donahue.  M.D..  Chairman Omaha 

R,  A-  Blatny.  M.D Fairbury 

Stuart  P.  Embury.  M.D Holdrege 

Joel  T.  Johnson.  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  J.  O' Donohue.  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

John  C.  Wilcox.  M.D Aurora 

SCIENTIFIC  SESSIO.NS  CO.MMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

Robert  A.  Beer,  M.D Omaha 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Stacey  Goodrich,  M.D Tecumseh 

Charles  Gregorius,  .M.D Lincoln 

Richard  M.  Tempero,  M.D Omaha 

Donald  E.  Waltemath.  M.D Lincoln 

Anthony  J.  Yonkers,  M.D Omaha 

COMMISSION  ON  .MEDICAL  SERVICES 

Kenton  L.  Shaffer.  M.D.,  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

Carl  ,J.  Cornelius.  Jr,.  M.D Sidney 

F.  William  Karrer.  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Harry  W.  McFadden,  M.D Omaha 

Merton  A Quaife,  M.D Omaha 

AD-HOC  CO.MMITTEE  ON  .MATERNAL  & CHILD  HEALTH 

Kenton  L Shaffer.  M.D.,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M Adam,  M.D Hastings 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnsoa  M.D Lincoln 

Charles  VV.  Marlowe.  M.D Omaha 

Gary  D.  .Milius,  M.D Lincoln 

James  M.  Plate,  M.D Kimball 

William  L.  Rumbolz.  .M.D Omaha 

Carl  V.  Smith.  M.D Omaha 

Section  on  Perinatal  .Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Kenneth  Johnson,  M.D McCook 

Robert  M.  Nelson,  M.D Omaha 

Tom  F.  Tonniges,  M.D Hastings 

Gregg  F.  Wright,  M.D Lincoln 

COM.MITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  D.  .Adams,  M.D Norfolk 

Lewiston  W.  Birkmana  M.D Lincoln 

James  S.  Carsoa  .M.D McCook 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers.  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  D.  Masoa  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf.  M.D Omaha 

AD-HOC  CO.M.MITTEE  ON  TU.MOR  REGISTRY 

F.  William  Karrer,  .M.D.,  Chairman Omaha 

Gordon  D.  .Adams,  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D.., Kearney 


Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Daniel  R.  Cronk.  M.D Grand  Island 

Sushil  S.  Lacy.  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merton  A Quaife.  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

Rodrigo  Gomez- Cordero,  M.D Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J Hoelting.  M.D Pender 

Ernest  0.  Jones.  Ph  D Omaha 

Martin  R.  Lohff.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

■ David  C.  McMaster,  M.D Auburn 

William  H.  NorthwalL  M.D Kearney 

AD-HOC  CO.MMITTEE  ON  .MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers.  M.D Lincoln 

Vernon  F.  Garwood.  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  Klutman,  M.D Columbus 

Paul  F.  Meyer.  M.D Aurora 

Dale  E.  Michels,  M.D Lincoln 

Harold  M.  N’ordlund.  M.D York 

Samuel  H.  Perry.  IL  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Tom  F.  Tonniges,  M.D Hastings 

Wayne  K.  Weston,  M.D Lexington 

NTVIA  PRO  OVERVIEW  CO.M.MITTEE 

Gordon  J.  Hrnicek,  M.D..  Chairman Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman.  M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Wendell  L.  Fairbanks.  M.D Alliance 

John  F.  Fitzgibbons,  M.D Omaha 

Glen  A.  Forney.  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Grove.  M.D O'Neill 

Richard  Jacksom  M.D Pawnee  City 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Herbert  E.  Reese.  M.D Lincoln 


AD-HOC  CO.M.MITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 


Harry  W.  .McFadden,  Jr..  M.D.,  Chairman Omaha 

V'emon  F.  Garwood,  M.D Lincoln 

Allan  C.  Landers.  M.D Scottsbluff 

V.  William  Meyers,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  B.  Svehla,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 


COMMISSION  ON  LEGISLATION  AND 
GOVERN.MENTAL  AFFAIRS 


Ronald  L.  Klutman,  M.D.,  Chairman Columbus 

Benjamin  R.  Gelber,  .M.D.,  Vice-Chairman Lincoln 

Judith  A.  Butler,  .M.D Superior 

Melvin  A,  Churchill,  M.D Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer.  M.D Scottsbluff 

Vernon  F.  Garwood.  M.D Lincoln 

Michael  J.  Germer,  M.D . . Lincoln 

Charles  Gregorius,  M.D Lincoln 

Katherine  A Keifer,  M.D Kearney 

Dennis  G.  O’Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

Dwaine  J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

James  N.  Shreck,  M.D North  Platte 

Richard  B.  Svehla,  M.D Omaha 

Steven  R.  Thomas.  M.D York 

Eileen  C.  Vautravers,  M.D Lincoln 
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Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Susan  M.  Williams.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Relelsdorf.  M.D..  Chairman Omaha 

Daniel  S.  Durrie,  M.D Omaha 

Joel  T.  Johnson.  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels.  M.D Lincoln 

Stanley  F.  Nabity,  M.D (irand  Island 

William  R.  Palmer,  M.D Omaha 

Charles  S.  Wilson.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley.  M.D Grand  Island 

F.  M.  Gawecki,  M.D Papillion 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  M.  Pitsch.  Jr..  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Larry  E.  Roffman.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher.  M.D North  Platte 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley.  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

Stacey  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac.  M.D Kearney 

Steffan  R.  Lacey.  M.D Norfolk 

William  E.  Lundak.  M.D Lincoln 

Richard  L.  O’Brien.  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Michael  J.  Sullivan.  M.D Aurora 

Richard  L.  Tollefson,  M.D Wausa 

Robert  H.  Waldman.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 
ATHLETIC  MEDICINE 

Warren  G.  Bosley.  M.D..  Chairman Grand  Island 

Patrick  E.  Clare.  M.D..  V'ice-Chairman Lincoln 

Gordon  D.  Bainbridge.  M.D Grand  Island 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer.  M.D Lincoln 

Richard  E.  Jackson.  M.D Pawnee  City 

Mark  R.  Jones.  M.D Lexington 

Stephen  J.  Lanspa.  M.D Omaha 

Morris  B.  Mellion.  M.D Omaha 

Paul  H.  Phillips.  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Easier.  M.D..  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews.  M.D Lincoln 

Harlan  C.  Shriner.  Jr..  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Glen  F.  Lau.  M.D.,  Chairman IJncoln 

John  B.  Byrd,  M.D Neligh 

Charles  F.  Heider,  Jr..  M.D North  Platte 

Barney  B.  Rees.  M.D Omaha 

Joseph  G.  Rogers.  M.D Lincoln 

Larry  D.  Ruth.  MI) Lincoln 

Steven  A.  Schwid.  M.D Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  Torpy.  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 


Russell  L.  Gorthey,  M.D..  Chairman Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau.  M.D Lincoln 

Richard  C.  Olney.  M.D Lincoln 

John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 


AD-HOC  COMMITTEE  RE:  MEDICARE 


Paul  E.  Collicott,  M.D..  Chairman Lincoln 

Dwaine  J.  Peetz,  M.D..  Vice-Chairman Neligh 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny.  M.D Fairbury 

L.  Dwight  Cherry.  M.D Lincoln 

Thomas  M.  Connors,  M.D Omaha 

Loren  H.  Jacobsen.  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  0.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  J.  Pavelka.  M.D Omaha 

Rudolf  Strnot,  Jr..  M.D Lincoln 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D..  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 


NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 


Gordon  D.  Adams.  M.D Norfolk 

John  J.  Cannella.  M.D Grand  Island 

James  G.  Carlson,  M.D Lincoln 

David  R.  Dyke.  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Joel  T.  Johnson.  M.D Kearney 

Ronald  Klutman.  M.D Columbus 

Richard  H.  Meissner.  M.D Omaha 

Richard  K.  Osterholm.  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

Timothy  Oj.  Wahl.  M.D Omaha 

R.  C.  Weldon.  M.D Nebraska  City 

Wesley  Wilhelm.  M.D Omaha 


NMA  ANNUAL  SESSION 


April  27-29,  1990 

Marriott  Hotel 
Omaha,  Nebraska 
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Physicians’  Ciassified 


STAFF  PHYSICIAN:  U.S.  West  Communications, 
a regional  telecommunications  company,  is 
seeking  staff  physicians  for  a variety  of  locations 
in  its  region.  These  physicians  will  work  with 
other  health  professionals  in  multi-disciplinary 
teams.  In  some  locations,  the  physician  may  also 
serve  as  team  leader,  if  qualified.  Qualifications 
include  board  certification  in  occupational  med- 
icine or  a primary  care  specialty  and  experience 
in  the  field  of  occupational  health.  Salary 
package  is  competitive  and  commensurate  with 
experience  and  job  responsibilities.  Resumes 
may  be  forwarded  to:  U.S.  West,  Director 
Executive  Search,  1125  So.  1 03rd  St.,  Suite  370, 
Omaha,  NE  68124.  U.S.  West  - An  Equal 
Opportunity  Employer. 

EMERGENCY  PHYSICIAN:  Outstanding  op- 
portunity for  qualified  individual  to  Join  incor- 
porated group  of  three  BP/BC  emergency  phy- 
sicians in  a unique,  democratic  and  thoroughly 
enjoyable  practice.  Excellent  compensation  and 
complete  career  opportunities  are  offered  in  a 
very  livable  community  offering  a diversity  of 
recreational  and  cultural  pursuits.  Call  or  write 
Mark  Singsank,  M.D.,  NET,  PC,  Emergency 
Department,  Mercy  Health  Center,  Dubuque, 
lA  52001. 

PHYSICIAN:  Physician  with  current  Nebraska 
licensure  or  eligibility  for  same  needed  as 
principal  investigator  for  clinical  research  at 
pharmaceutical  testing  laboratory.  Inquiries:  M.J. 
Callahan,  476-2811.  Send  resumes  to:  Harris 
Laboratories,  P.O.  Box  80837,  Lincoln,  NE 
68502  AA/EOE. 

PSYCHIATRIST  - LINCOLN,  NE:  Join  our  team! 
The  nation's  largest  health  care  system  seeking 
BC/BE  psychiatrist  for  VA  Medical  Center  acute 
inpatient  area.  Must  meet  English  proficiency 
requirements.  Licensure  any  state.  Full  range  of 
treatment  programs  including  Mental  Hygiene 
Clinic  and  Alcohol  Treatment  Unit.  Comprehen- 
sive benefit  package.  Salary  negotiable.  Lincoln 
is  a university  town  with  small  towm  atmosphere 
and  metropolitan  advantages.  Lincoln  is  located 
in  America's  heartland  and  boasts  a low  cost  of 
living.  Videotapes  of  Lincoln  and  our  facility 
available  for  review.  Contact  Dr.  Whitia,  (402) 
489-3802,  Ext.  6630,  or  send  CV  to  Dr.  Whitia 
(116A),  VA  Medical  Center,  600  South  70th 
Street,  Lincoln,  NE  68510.  EOE. 

PHYSICIANS  NEEDED  - GEORGIA:  Internal 
Medicine,  Family  Practice,  Oncology,  General 
Surgery,  Neurosurgery,  Endocrinology,  Neurology. 
Croup  practice,  solo,  or  urgent  care  settings 
available  through  our  acute  care  hospital  net- 
work located  in  Macon  and  serving  all  of  middle 
Georgia.  Your  practice  will  be  located  80  miles 
south  of  Atlanta  in  a growing  family-oriented 
community,  where  you  can  avoid  traffic  and 
enjoy  a rewarding  professional  career.  Please 
contact  Stephen  Wofford  collect  at  912/741-6283 
for  a confidential  consultation  or  write  to 
Stephen  Wofford,  Director  of  Physician  Recruit- 
ing, Charter  Northside  Hospital,  P.O.  Box  4627, 
Macon,  CA  31208. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  61  2-835-5123. 

FAMILY  PRACTICE,  INTERNAL  MEDICINE 
AND  GENERAL  SURGERY  PRACTICE  OPPOR- 
TUNITIES: Rural  lake  country  is  seeking  the 
above  practitioners  to  Join  a busy  12  physician 
multispecialty  group.  Quality,  comfortable  living 
environment,  multiple  recreational  activities, 
fine  educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits  very 
liberal.  Send  curriculum  vitae  or  inquiries  to: 
Lake  Region  Cline,  P.C.,  Attn:  Joel  Rotvold,  P.O. 
Box  1 1 00,  Devils  Lake,  N D 58301  or  call  collect 
at  (701)  662-2157  for  further  information. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Cordon,  Nebraska  69343. 
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VASOTEC 


ENALAPRIL  MALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg.  10-mg,  and  20- mg  tablet  strengths 


Contraindications:  VASOTEC’  (Enalapril  Maleate.  MSD)  is  conlraindicaled  in  palienis  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  aCE  inhibitor 
tlKarnlngs:  Angro«/e/7a  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and 'or  larynx  has  been  reported  in 
palientstreaiedwithACEinhibitors.includingVASOTEC  Insuchcases.VASOTECshouldbepromptlydisconlinuedandlhe 
patient  caretully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the  lace  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  Is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g  . subcutaneous  epinephrine  solution 
1:11)00  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIIJNS  i 
Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASDTEC  alone  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instruclions 
are  lollowed.  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
nsk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and  'or 
sail  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  VASDTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  ad|ustmenls  (See  PRECADtiDNS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  couW  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and  if  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASDTED. 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reducfion  or  discontinuation  ol  VASDTEC  or  concomitant  diuretic  may  be  necessary 
Heutropenai Agranulocytosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
counts  in  pafients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  impaired  Renat  Function  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  tunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  aclivify  ot  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  antf/or  progressive  azotemia  and  rarely  with  acute  renal 
lailure  and 'or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
disconlinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASDTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASDTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  lailure  should  always  Include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia-  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
cfinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  for  disconfmuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all.  with  VASDTEC  (See  Dnig  Interactions ) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  fo  compensatory  renin  release  If  hypofension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 


Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalaprit 
Pafienis  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  lace,  extremities,  eyes.  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension-  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  ot  therapy  It 
acfual  syncope  occurs,  the  patients  should  be  torn  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  tluid  volume  Dtner  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a tall  m blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Mropema  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sate  and  effective  use  ot  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or  intended 
ettecis 

Drug  Interaclions- 

Hypolension-  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy  with 
enalapril.  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
inaeasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  meiJical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihyperlensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa  nitrates,  calciumiblocking  agents,  hydralazine,  prazosin  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 


Agents  Increasing  Senim  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amilonde).  potassium  supplements  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  of  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving 


Lithium  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASDTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASDTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy- Category  C.  There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg,'day  ol  enalapril 
(333  times  the  maximum  human  dose).  Fetotoxicity.  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg  day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  oaurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  of  3 and  10  mg/kg  day.  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 


Radioactivity  was  found  lo  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  the  risk  ol  letal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
defined.  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  benefit  lustities  the 
potential  risk  to  the  letus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  lo  pregnancy  outcome 
Inadverlenl  exposure  limited  to  the  lirsi  trimester  ol  pregnancy  has  not  been  reported  lo  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  thud  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  morbidify 
and  mortality 

When  ACE  inhibitorsare  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  perfusion  in  Ihe  newborn  Dligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  the  fetus  Inlants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  for  hypoten- 
sion. oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion  with  the  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  malernal  use  ot  aCE  inhibitors,  but  it  is  not  clear  wnelher 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  tollowing  administration  ot  ’C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASDTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%).  rash  (1 4%).  cough  (1 3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  trequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (79%).  hypotension  (6  7%).  orthostatic  effects  (2  2%).  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2 1%).  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  t%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  fatigue  (18%).  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (1 3%).  vomiting  (l  3%),  bronchitis  (1 3%).  dyspnea 
(1 3%).  urinary  tract  infection  (1 3%).  rash  (1 3%).  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  lo  1%  of  patients  with  hypertension  or  hearllailure  in  clinical  Inals  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  anrj  infarclion, 
rh^hm  disturbances,  alrial  librillalion.  palpitation 

Digestive  Ileus,  pancrealitis.  hepalilis  or  cholestatic  laundice.  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
NervouS'Psychiatric  Depression,  contusion  ataxia  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECADTIDNS  and  DDSAGE  AnD  ADMINISTRATIDN) 
Respiratory  Bronchospasm.  rhinorrhea.  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  lasle  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever,  myalgia  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (02%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ol  Ihe  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  ffypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy  in  19%  ol  patients  with  heart  failure 
(See  WARNINtfs ) 

Clinical  Laboratory  Test  Findings 

Senim  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hypertension 
treated  with  VASDtEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PREDAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASDTED  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocril  Small  decreases  in  hemoglobin  and  hematocrit  (mean  Decreases  of  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  lailure  patients  treated  with  VASDTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ot  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocylopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and 'or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  tollowing  Ihe  initial  dose  ot  VASDTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASDTEC  lo  reduce  Ihe  likelihood  ot  hypotension  (See 
WARNINGS ) If  Ihe  patient  s blood  pressure  is  not  controlled  with  VASDTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECADTIDNS  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  Ihe  antihyperlensive  effect  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASDTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASDTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECADTIDNS) 

Dosage  AdjusImenI  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
pafients  wilh  a creatinine  clearance  >30  mL/mm  (serum  creatinine  ot  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mUmin  (serum  creatinine  3/3  mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 

Heart  Failure  VASDTEC  is  indicated  as  adjunctive  therapy  wilh  diuretics  and  digitalis  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
tor  at  teas!  two  hours  ano  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTiDnS.  Drug  Interactions ) If  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ot  hypotension  The  appearance  of  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowinq  effective  management  ot  Ihe  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  ot  heart  lailure  is  5 lo  2(Jmg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controller)  study,  out  nearly  all  patients  in  this  study  were  given  40  mg.  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
irolled  study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IVj.  patients  were 
treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divider)  doses.  (See  CLINICAL  PHAR- 
MACOLOGY Pharmacorfynamics  and  Clinical  Etlects ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  AdiustmenI  in  Heart  Failure  Palienis  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL.  therapy  should  be  initiated  at  2 5 rng 
daily  under  close  medical  supervision  (See  DDSAGE  AND  ADMINISTRATION,  Hear!  Failure.  WARNINGS,  and  PRET 
CADTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  Ihe  lime  ol  dosage  adiusfmenl  there  is  not  MSD 
excessive  hypotension  or  signiticani  deterioration  of  renal  tunction  The  maximum  daily  dose  is  40  mg 

Formoredelailedinlormation.  consult  your  MSD  Representative  or  see  Prescribing  Inlormation  Merck  SHARft 
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A PRESCRIPTION 
FORPimiCIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

CAPT  THOMAS  RICE 
402-551  -0928 
COLLECT 
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The  body’s 
most  vital  muscle 
has  been 
hidden  from  view 


Until  no^  at  Saint  Joseph. 


You  can  see  the  hiture  of  heart  care  at  Saint 
Joseph  Hospital  Creighton  Uni\ersit)’  Medical  Center. 
Because  Saint  Joseph  can  “see”  the  heart  likenootlier 
hospital  in  Nebraska. 

Saint  Joseph  is  one  of  the  first  hospitals  in  the 
cotintn-  to  offer  Positron  Emission  Tomography  in  clinical 
care.  A noninvash’e  PET  scan  proMdes 
the  physician  with  unique,  potentially 
life.sa\ing  infitrmation  about  the  via- 


bilit)’  of  the  heart  muscle.  It  can  help  you  plan  treat- 
ments, predict  the  outcome  of  surgical  vs.  nonsurgical 
options  and  rule  out  heart  disease  in  the  presence  of 

incondushe  eUdence. 

At  most  hospitals,  PET  and  its  advantages  are 

only  a promise  of  things  to  come.  But  they’re  present 
toda\'  at  Saint  Joseph/Creighton  - 
the  hospital  with  a \ision  of  wiiat  heart 
care  should  be. 


Saint Josq)h  Hospital 


_ Crd^iton  Uni\  ersit\’  Medial  Center  _ 

77x^  Haul  Specialist 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  In  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-dluresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^-^ 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ j tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/i  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied;  Oral  tablets  of  Yocon»  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 

.American  Academy  of  Family  Physicians 
8880  Wai'd  Parkway  Kansas  City.  MO  64114 

.American  Academy  of  Pediatrics 
James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road.  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street 
Alexandria,  VA  22314 

American  Academy  of  Ophthalmology- 
Robert  D.  Reinecbe.  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr..  Ph.D.,  Executive  Director 
Box  619911.  Dallas.  TX  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  Teal  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse.  .M.D..  Executive  Director 
409  - 12  th  Street,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 
John  R.  Ball  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West.  6th  Sl  at  Race 
Philadelphia.  PA  19106-1572 

.American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive.  Reston,  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert,  M.D..  Director 
55  East  Erie  St„  Chicago.  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan.  Exec.  Vice  President 
1660  Duke  Street,  .Alexandria.  V.A  22314 

American  Heart  .Association  National  Center 
Mr.  Dudley  Hafner.  Exec.  Vice  President 
7320  Greenville  Ave..  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy.  PhD.,  J.D..  President 

840  North  Lake  Shore  Dr..  Chicago,  IL  60611 

American  Medical  .Association 

James  H.  Sammons,  M.D..  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  .Anesthesiologists 
Mr.  Glenn  W.  Johnson.  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St..  Chicago.  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle.  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500.  Washington.  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 

1120  No.  Charles  St.,  Baltimore.  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke.  C.A.E..  President 

1314  Spring  St..  N.W..  .Atlanta.  GA  30309 

International  College  of  Surgeons 

F.C.  Ottatl  M.D..  Int.  Sec.  General 

1516  North  Lake  Shore  Dr..  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen.  Executive  Secretary 
P.O.  Box  21373.  Wichita.  KS  67208 

National  Rehabilitation  .Association 
633  S.  Washington  St.  Alexandria.  V.A  22314 

Radiological  Society  of  North  .America 
E.  Robert  Heitzmaa  .M.D„  President 
1415  W.  22nd  St.,  Oak  Brook.  IL  60521 
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For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


M 

I 

1 1 £ 

- j 

With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


[recombinant  DNA  origin] 


I Leadership 

I In  Diabetes  Care 
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0T Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 

NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

NMA  VISA  Card  Program.  — Review  the  benefits. 

Accounts  Collection  Service  offered  by  Bantling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

S^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


AMA  NEWS  NOTES 

Physicians  who  are  not  members  of  the 
AMA  have  received  a letter  from  AMA  Execu- 
tive Vice  President  James  H.  Sammons,  MD, 
explaining  how  a Canadian-type  health  care 
system,  currently  being  considered  in  Congress, 
would  affect  them. 

The  letter  asks  for  their  support  for  the 
Public  Alert  Program,  recently  created  by  the 
Association  to  sponsor  messages  in  leading 
magazines  and  newspapers.  The  messages 
outline  the  AMA's  opposition  to  such  a system 
and  ask  readers  to  contact  their  elected 
officials. 

The  physicians  are  being  asked  for  a $200 
contribution  to  continue  the  messages.  Half- 
year  membership  in  the  AMA  and  subscrip- 
tions to  JAMA  and  AMN  are  included  as 
benefits. 

* * * 

The  AMA's  Division  of  Library  and  Infor- 
mation Management  has  developed  an 
annotated  bibliography  called  Alternative 
Therapies,  Unproven  Methods,  and  Health 
Fraud. 


The  publication  is  designed  to  help  indi- 
viduals make  informed  therapy  decisions. 
Seventeen  topics  are  covered,  including  Al  DS, 
acupuncture,  arthritis,  cancer,  hair  analysis, 
homeopathy,  and  macrobiotic  diets. 

The  price  is  $1  6 for  AMA  members  and  $20 
for  non-members. 

To  order  by  MasterCard  or  VISA,  call  (800) 
621-8335.  Checks  payable  to  the  AMA  can  be 
sent  to  Book  and  Pamphlet  Fulfillment,  OP1 37, 
AMA,  P.O.  Box  10946,  Chicago,  IL.,  60610- 
0946.  Allow  6-8  weeks  for  delivery. 

* * * 

In  response  to  the  House-Senate  conference 
committee  agreement  proposing  to  ban 
smoking  on  all  U.S.  commercial  flights  except 
those  longer  than  six  hours,  James  H.  Sammons, 
M.D.  AMA's  Executive  Vice  President,  issued 
this  statement  for  the  n,ews  media; 

“The  American  Medical  Association  is 
pleased  that  the  Senate  and  House  conferees 
voted  to  ban  smoking  on  ail  commercial 

(continued  on  page  15-A) 
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NEBRASKA 
MEDICAL 
ASSOCIATION 


1 51  2 FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


• (402)474-4472 


Dear  Colleague: 


The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the 
distinctive,  unique  Nebraska  Medical  Association  Visa  designed  especially  for  the  Associa- 
tion’s members.  Our  card  has  a benefits  package  felt  to  cover  the  features  desired  by 
physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  Visa 
free  of  an  annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is 
only  $20.  After  looking  at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that 
this  compares  most  favorably  with  other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits, 
as  well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues. 
Use  of  this  card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non- dues  income 
with  which  we  can  expand  our  scope  of  activities  while 
maintaining  dues  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that 
provides  extended  benefits  to  you.  Simply  complete  the 
brief  application  on  the  reverse  side  of  this  letter  and 
return  to  FirsTier  Bank,  National  Association,  Lincoln, 

Nebraska. 


Sincerely, 


Richard  A.  Raymond,^M.D.,  President 
Nebraska  Medical  ^sociation 


Please  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


BOARD  OF  DIRECTORS 

RICHARD  A.  RAYMOND,  M.D.,  President  / PAUL  E.  COLLICOTT,  M.D.,  President-Elect 
ROBERT  F.  SHAPIRO,  M.D.,  Secretary-Treasurer 
DONALD  J.  PAVELKA,  M.D.  / L.  DWIGHT  CHERRY,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / C.T.  FRERICHS,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


^Ue/>r{isAa'  jMec^cal  .yts&aciatwn'  Jklem/>€r^ 


The  Nebraska  Medical  Association,  in  cooperation  with 

FirsTier  Bank  Lincoln,  is  proud  to  offer  a Visa  card 

with  an  added  benefits  package  designed  specifically  to 

meet  our  members’  needs. 

Our  benefits  package  includes: 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 

• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  Visa, 
MasterCard  or  Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit 
line. 


• Additional  cards  for  immediate  family  members  at 
cost. 

• Billing  date  selected  by  the  member. 

• Toll-free  customer  service  and  lost/stolen  phone 
numbers. 

• Expanded  authorization  limits  for  greater  flexibilit 
especially  when  traveling. 

• Automatic  payment  from  a checking  account  you 
designate. 

• Emergency  card  replacement  if  your  card  is 
lost/stolen. 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 


PLUS,  a special  credit  card  protection  package. 


CH  I aCCG'pt!  Complete  this  form  and  return. 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


I.axt  Name  (Plea.se  Print) 


Social  Security  No 


Date  of  Birth 


Telephone  No. 
( ) 


Street  Address 


City 


Zip 


Present  EmpUiyer 

Yrs 

Mo.  Salary 

Income  from  alimony,  child  support.  t>r  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

Bank  witli  Checking 


City 


Bank  with  Savings 


City 


COMPLETE  THIS  PORTION  IF: 


You  are  applying  for 
a .Joint  Account. 


You  are  relying  on  the  incoiue  or  a.ssets  of 

another  person  as  basis  for  repayment  of  the  creilit  extended. 


Last  Name  (Please  Print) 


I Social  Security  No. 


Date  of  Birth 


Present  Employer 


Business  Address.  City,  State 


Business  Telephone 
( ) 


Position 

Yrs.  . .Mo. 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  of  Other  Income 

Amoflnt  H 

L 

if  you  do  not  choose  to  have  it  considered  by  us  a.s  a basis  for  repayment 

I i 

TRCTH  IN  LENDING  ACT  DISCLOSURES: 

1.  There  are  costs  associated  with  the  use  of  credit  cards. 

2.  The  applicant  may  contact  FirsTier  Bank.  National  Association,  to  request  disclosure  of  specific  information  of  such  costs  by  calling  1-800-228-9145  outside  Nebraska 
or  1-800-742-0107  in  Nebraska,  or  by  w'riting  Lincoln  Visa-MasterCard  Service  Center.  P.O.  Box  81068,  Lincoln,  Nebraska  68501,  Attention:  Manager. 


TO  EIR.STIEK  BANK.  NATIONAL  ASSOCIATION 

Everything  that  I have  stated  in  this  application  Ls  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved  You  are  authoi] 
ed  to  check  my  credit  and  employment  history  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  approved,  1 will  be  bound  by  all  the  terms  and  conditions  of  the  V’isa-MasterCard  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  Visa- 
MasterCard  will  be  an  acceptance  of  the  Visa  .MasterCard  Agreement  and  all  its  terms  and  conditions. 


Applicant’s  Signature 
AC AP  . 


Date 


CL  . 


CS  . 


Other  Signature  (where  applicable) 
PI RC 


CB  . 


APP. 


I 


Plea.se  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


V ATTCIUTiniU 


KTTBIITION 
PHVSICUNS! 


The  Cardiovascular  Center  of 
Methodist  Hospital  presents  its  first 

Cardiovascular  Center 
Symposium: 
“Thrombolytic  Therapy” 


The  Cardiovascular  Center  Symposium  on  Throm- 
bolytic Therapy  will  provide  you  with  the  newest 
concepts  in  the  use  of  thrombolytic  agents  in  the 
treatment  of  cardiac,  peripheral  arterial  and  venous 
thrombosis. 

You’ll  learn  the  latest  information  on  thrombolytic 
agents,  their  indications  for  use,  expected  outcome 
and  complications  in  the  treatment  of  cardiac,  peri- 
pheral arterial  and  venous  thrombosis. 

PANEL  OF  SPEAKERS: 

■ Eugene  Waltke,  M.D.,  Methodist  Hospital,  Omaha,  Neb. 
THROMBOLYTIC  PHARMACOLOGY 

■ Richard  W.  Smalling,  M.D.,  F.A.C.C.,  Associate  Professor  of 
Medicine  and  Interim  Director,  Division  of  Cardiology, 
University  of  Texas  Medical  School,  Houston,  Texas 
THROMBOLYTIC  AGENTS  IN  CARDIAC  DISEASE 

■ Thomas  Brandt,  M.D.,  Methodist  Hospital,  Omaha,  Neb. 
PRACTICAL  ASPECTS  OF  THROMBOLYTIC  USE  IN  ACUTE 
MYOCARDIAL  INFARCTION 

■ William  J.  Quinones  - Baldridge,  M.D.,  Assistant  Professor  of 
Surgery,  University  of  California,  Los  Angeles,  California 
THROMBOLYTIC  AGENTS  IN  ACUTE  PERIPHERAL  ARTERIAL 
INSUFFICIENCY 

■ Eugene  Waltke,  M.D.,  Methodist  Hospital,  Omaha,  Neb. 
PRACTICAL  ASPECTS  OF  THROMBOLYTIC  USE  IN  ACUTE  PERIPHERAL 
ARTERIAL  INSUFFICIENCY 

■ John  Smith,  M.D.,  Methodist  Hospital,  Omaha,  Neb. 
THROMBOLYTIC  AGENTS  IN  VENOUS  THROMBOSIS 


The  Symposium  will  be 
held  on  December  1, 1989 
from  9:00  a.m.  to  5:00  p.m. 
at  the  Marriott  Hotel, 

10220  Regency  Circle, 
Omaha,  NE  68114. 

For  more  information, 
please  call 

390-4531. 


^ ^ MEiHoasr 

Cardiovascular 

CEKTER 


Specializing  in  Cardiac 
and  Peripheral  Vascular  Care 

8303  Dodge  • Omaha,  NE  68114 


“I  think  I need 


lessons  in  eating! 


Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community, 
the  beef  industry  faced  the  challenge 
of  change  several  years  ago.  We  re- 
affirmed Diet-Health  Principles  that: 


□ Support  a moderate  and  bal- 
anced consumption  of  all  foods. 

□ Foster  new  breeding  and 
feeding  teclmiques  to  produce 
leaner  animals. 

□ Encourage  retailers  to  promote 
lean  cuts  of  closelv  trimmed  beef. 


This  continumg  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked 
3-ounce  serving  of  beef  can  be 
included  in  meal  plans  that  meet  the 
dietary  advice  of  most  leading  health 
authorities. 

“Mealstyles”  is  a new  booklet 
for  consumers.  It  provides  practical 
lessons  for  including  beef,  a food 
Americans  tmly  enjoy  in  wuys  that 
recognize  the  needs  of  changing  life- 
styles to  control  total  fat,  saturated 
fatty  acids,  dietary  cholesterol  and 
sodium. 


A free  copy  of  “Mealstyles”  is 
available  for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

When  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in 
making  moderate,  balanced  food 
selections  a piart  of  their  BEEFi 

everyday  eating  styles. 


LO  11  I 

30d  A 


Please  send  “Mealstyles 
and  the  beef  industry ’s 
Diet  Health  Principles. 
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Name, 


Address . 


City  _ 


.State. 


. Zip. 


Mail  to:  Beeflndustn  Cimncil 

414  N Michisan  A\enue 
Chicagd.  ILtiOHll 
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ORIGINAL  ARTICLE 


Access  To  Health  Information  Services  In  Nebraska 


*|OAN  NASHELSKY,  M LS. 

University  of  Nebraska  Medical  Center 


INTRODUCTION: 

Every  health  professional  needs 
to  keep  current  on  the  latest 
medical  information  in  order  to 
give  patients  the  best  care  possible.  With  the 
ever-present  threat  of  malpractice  suits,  that 
need  has  become  even  more  critical.  Although 
not  intended  to  be  a well-kept  secret,  there  is 
a way  for  every  health  professional  in  Nebraska 
to  have  access  to  this  information.  Many  may 
not  be  aware  of  it.  If  requests  cannot  be  filled 
on  a local  level  through  the  hospital  or  public 
library,  help  is  just  a phone  call,  a letter,  or  a 
"faxed”  message  away. 

The  McGoogan  Library  of  Medicine  at  the 
University  of  Nebraska  Medical  Center  (UNMC) 
in  Omaha  is  this  state's  only  state-supported 
academic  health  sciences  library.  As  such,  it 
has  as  part  of  its  mission  providing  information 
for  all  health  professionals  in  the  state, 
regardless  of  location  or  affiliation.  Some 
library  services  may  have  a nominal  charge, 
particularly  if  items  must  be  sent  through  the 
mail.  However,  the  library  staff  realizes  that 
the  health  professionals  in  rural  areas  have 
access  fo  fewer  resources  and  makes  every 
effort  to  fill  requests  for  all  patrons,  especially 
distant  ones,  as  rapidly  as  possible.  The  library 
is  open  to  the  public  for  inhouse  use  of  the 
materials.  Checkout  privileges  need  to  be 
arranged  for  those  outside  of  the  Medical 
Center. 

History  & Description  of  the  UNMC  Library 

The  library  was  established  in  1 902  and  was 
named  in  1978  for  Dr.  Leon  S.  McCoogan 
because  of  his  untiring  efforts  and  generous 
support.  He  has  been  especially  interested  in 
the  library's  History  of  Medicine  and  Rare 
Book  collections.  Here  Dr.  McCoogan's  special- 
ties of  obstetrics  and  gynecology  are  well- 
represented. 

The  library's  collection  supports  the  schools 
of  medicine,  nursing,  pharmacy  and  allied 


health  plus  the  life  sciences  and  clinical 
medicine.  There  are  approximately  75,000 
volumes  in  the  monograph  collection  and 
over  2000  current  subscriptions  to  periodicals. 
There  are  also  several  special  collections  such 
as  the  books  and  personal  papers  of  a 
Nebraska  surgeon.  Dr.  H.  Winnett  Orr;  the 
Nebraska  Paranormal  collection;  and  the 
Consumer  Health  Information  Resource  Ser- 
vice (CHIRS)  collection.  Located  in  the  library 
is  a Learning  Resources  Center  with  a growing 
audiovisual  collection.  The  LRC  also  oversees 
a campus  microcomputer  cluster  with  a 
variety  of  software  programs  available  for  the 
users. 

There  are  two  CD-ROM  (Compact  Disk, 
Read  Only  Memory)  workstations  in  the 
library  offering,  at  no  cost,  user-friendly  searches 
of  the  MEDLINE  file  back  to  1984.  This  new 
technology,  which  appears  to  be  the  wave  of 
the  future  in  libraries,  has  been  extremely 
popular. 

The  McGoogan  Library  also  has  the  distinc- 
tion of  being  the  home  of  the  Midcontinental 
Regional  Medical  Library  Program  (see  insert). 
Their  presence  and  cooperation  have  greatly 
enhanced  many  of  the  library's  programs  and 
activities. 

LEON  and  Computerized  Access: 

In  July,  1987  the  library  began  using  LEON, 
a computerized  integrated  library  system 
designed  by  Georgetown  University.  Now  the 
card  catalog  and  the  serials  holdings  list  are 
available  on  the  computer.  Remote  access  to 
this  system  is  also  available  by  dialing  in  with  a 
microcomputer  and  a modem.  One  com- 
ponent of  the  system  is  miniMEDLINE,  a two 
year  subset  of  the  MEDLI N E file  with  citations 
from  over  500  journals  in  the  UNMC  collection. 

■Reprint  requests  to  Joan  Nashelsky,  McCoogan  Library  of  Medicine, 
University  of  Nebraska  Medical  Center,  42  & Dewey  Avenue,  Omaha 
Nebraska  68105-1065. 
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Due  to  contract  restrictions,  only  registered 
library  patrons  may  use  miniMEDLINE.  Further 
information  on  becoming  a registered  user  is 
available  from  the  library's  Circulation  depart- 
ment. LEON  "Quick-Cards,”  which  can  be 
obtained  from  the  library,  give  clear,  concise, 
directions  to  searching  this  easy-to-use  system. 
On-screen  help  is  also  available. 

An  electronic  mail  program  is  under  de- 
velopment which  would  allow  patrons  to  send 
requests  for  materials  or  online  searches  to 
the  library  staff  from  their  homes  or  offices. 
Coupled  with  remote  access  to  LEON,  the 
opportunity  to  get  inlormation  quickly  will 
become  even  greater. 

Negotiations  are  being  finalized  to  allow 
subscribers  to  Healthnetwork,  the  Nebraska 
Department  of  Health's  online  system,  to 
access  LEON.  The  Healthnetwork  system  also 
provides  users  with  access  to  other  information 
databases  using  BRS/Colleague  at  a significant 
discount. 

CHIRS,  Interlibrary  Loan  and  Online  Searching 

Worth  special  note  for  health  professionals  is 
the  librar/s  CHIRS  program.  CHIRS,  or  the 
Consumer  Health  Information  Resource  Service, 
began  in  1985  as  a grant-funded  program  to 
provide  free  consumer-level  health  information 
to  Nebraskans.  This  program  received  a U.S. 
Department  of  Education  award  in  1987. 
CHIRS  information  is  intended  to  supplement, 
but  not  supplant,  that  given  by  a health 
professional.  Requestors  sliould  first  check 
with  their  public  library  for  information.  That 
library  may  then  pass  the  request  along  to 
UNMC.  However,  health  professionals  may 
refer  requests  directly  to  the  library. 

Services  offered  by  the  McGoogan  Library 
which  may  be  especially  useful  to  health 
professionals  who  cannot  come  in  to  use  the 
library  include  interlibrary  loan,  online  biblio- 
graphic searching,  and  consultation  services. 
Interlibrary  loan  is  the  method  of  borrowing 
items  from  UNMC  or  obtaifdng  photocopies 
of  journal  articles  from  the  collection.  Health 
professionals  are  encouraged  to  contact  their 
local  hospital  or  public  library  to  request  an 
item.  If  the  local  library  cannot  fill  the  request, 
they,  in  turn,  may  contact  UNMC'S  Interlibrary 
Loan  department.  If  the  item  is  not  available 
at  UNMC,  the  request  will  be  sent  via 
computer  on  the  DOCLINE  automated  inter- 
library  loan  system.  To  expedite  requests,  the 


library  purchased  a telefacsimile  machine  in 
March,  1 988.  The  fax  number  is  (402)  559-5498. 

For  a fixed  cost,  depending  on  the  database 
searched,  the  Reference  Department  librarians 
can  perform  a computerized  search  of  the 
literature.  This  will  produce  a bibliography  of 
journal  article  citations  on  a given  topic.  The 
librarians  have  been  trained  to  search  on  a 
number  of  systems  and  databases,  especially 
MEDLINE,  and  try  to  fill  all  requests  within  24- 
48  hours. 

The  library  staff  can  train  or  assist  others  to 
do  their  own  online  searching  on  a number  of 
systems  such  as  MEDLINE,  Grateful  Med, 
Paperchase  and  BRS/Colleague.  They  can  also 
offer  help  with  reference  management  soft- 
ware used  to  manage  reprint  files.  Training  in 
basic  library  skills  is  available  for  hospital 
library  managers.  Because  the  McGoogan 
Library  is  a resource  library  for  the  state  of 
Nebraska,  they  may  fill  requests  for  information 
directly  or  suggest  other  sources  to  contact  in 
the  requestor's  area.  Arrangements  may  also 
be  made  for  consultation  visits. 

Rural  Residency  Grants 

In  1984,  the  library  participated  in  a grant 
project  with  the  UNMC  Department  of  Family 
Practice,  funded  by  the  U.S.  Department  of 
Health  and  Human  Services,  "Graduate  Train- 
ing in  Family  Medicine.”*  Under  this  grant,  a 
small  medical  library  was  set  up  in  the 
McCook  Community  Hospital.  The  following 
year,  three  more  sites  were  added  under  a 
National  Library  of  Medicine  grant,  "Informa- 
tion Resources  for  Rural  Residency  Training,”* 
at  Regional  West  Medical  Center  in  Scottsbiuff, 
Litzenberg  Memorial  County  Hospital  in  Cen- 
tral City,  and  Boone  County  Memorial  Hospital 
in  Albion.  These  sites  were  selected  because 
they  were  hosts  to  family  practice  residents  on 
rotations.  All  of  these  hospitals  received  a 
collection  of  books  and  journals  to  supple- 
ment their  own  libraries,  audiovisual  equip- 
ment, IBM  PCs  and  modems,  and  subscriptions 
to  several  user-friendly  online  search  systems. 
Two  of  the  three  sites  from  the  N LM  grant  also 
received  telefacsimile  machines — Scottsbiuff 
already  had  one  in  the  College  of  Nursing.  The 
Extension  Services  Coordinator  from  the  Mc- 
Coogan  Library  trained  many  of  the  health 
professionals  and  the  four  library  managers  in 
online  searching.  The  grant  ended  in  July  1 988 
but  all  of  the  equipment  remains  at  these 
sites.  The  libraries  have  maintained  subscrip- 
tions to  at  least  one  online  search  system  and 
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continue  to  perform  online  computerized 
bibliographic  searches. 

Summary 

The  McCoogan  Library  of  Medicine  serves 
as  Nebraska's  vital  link  to  health-related 
information.  According  to  Norman  Cousins, 
"The  library  is  not  a shrine  for  the  worship  of 
books.  It  is  not  a temple  where  literary 
incense  must  be  burned  or  where  one's 
devotion  to  the  bound  book  is  expressed  in 
ritual.  A library,  to  modify  the  famous  meta- 
phor of  Socrates,  should  be  the  delivery  room 
for  the  birth  of  ideas  — a place  where  history 
comes  to  life."^ 

‘Graduate  Training  in  Family  Medicine,  D.H.H.S. 

Grant  D1  5 PEI  7054 


McCoogan  Library  Telephone  Numbers 
(Area  Code  402) 

Circulation 

Interlibrary  Loan/ Photocopy 
Learning  Resources  Center/ 

Computer  Cluster 
Reference/Online  Searching 
Midcontinental  Regional 
Library  Program 

History  of  Medicine/Rare  Books 
Fax 
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‘Information  Resources  for  Rural  Residency 
Training,  N.LM.  Grant  G08  LM04223 


Helping  Physicians  Access  Needed  Medical  Information: 
The  Midcontinental  Regional  Medical  Library  Program 

by  Peggy  Mullaly,  Regional  Development  Coordinator,  MCRMLP 


The  Midcontinental  Regional  Medical 
Library  Program  (MCRMLP),  headquartered 
at  the  McCoogan  Library  of  Medicine,  is  a 
component  of  the  extension  services  offered 
by  the  National  Library  of  Medicine  (NLM). 
The  MCRMLP  is  not  a library  itself  with 
books,  journals  and  online  search  services. 
It  is,  instead,  a coordinating  agency  for 
library  services  in  the  states  of  Colorado, 
Kansas,  Missouri,  Nebraska,  Utah  and  Wy- 
oming and  an  administrator  of  a network  of 
health  science  libraries  and  information 
centers  in  that  six-state  region.  In  this  way, 
the  MCRMLP  helps  NLM  meet  one  of  its 
primary  goals:  to  provide  physicians  and 
other  health  science  professionals  with 
timely  and  convenient  access  to  health  care 
and  biomedical  information  resources. 

For  a physician  in  Nebraska,  access  is 
really  just  a phone  call  away.  If  you  need 
information  on  a new  drug,  or  a copy  of  a 
review  article  on  the  course  of  a disease  in  a 
newly  diagnosed  patient  or  the  address  of  a 
research  group,  the  MCRMLP  can  put  you 
in  touch  with  the  nearest  network  library- 
that  can  help.  Using  services  like  MEDLI N E, 
the  computerized  version  of  Index  Medicus, 
or  DOCLINE,  a nation-wide  electronic  mail 


system  for  requesting  copies  of  journal 
articles  from  other  libraries,  the  network 
library  can  get  the  needed  information  for  a 
physician  as  soon  as  possible.  In  some 
cases,  telefacsimile  communications  can  be 
used. 

The  MCRMLP  has  other  services  and 
programs  to  help  Nebraska  physicians  keep 
up  with  rapidly  changing  medical  informa- 
tion. A very  active  component  of  the 
MCRMLP  is  the  Midlands  Online  Region 
Office.  This  program  provides  the  training 
needed  for  library  professionals  to  use  the 
information  products  available  from  NLM 
to  the  best  advantage  when  serving  health 
care  providers.  The  Midlands  Online  Region 
also  offers  classes  to  train  health  care 
providers  to  search  NLM  databases,  as  well 
as  maintaining  a list  of  instructors  in  the 
region.  If  you  are  a physician  interested  in 
doing  your  own  online  searching  through 
the  NLM  system,  training  and  other  per- 
tinent information  are  available  through  the 
Midlands  Online  Region  Office  at  the 
MCRMLP. 

The  MCRMLP  also  provides  information 
and  technical  assistance  about  the  many 
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useful  products  developed  by  NLM  to  help 
physicians  get  the  health  care  information 
they  need.  One  such  product  is  Grateful 
Med.  This  is  a software  package  that  allows 
anyone  with  a computer  and  a modem  to 
search  the  more  popular  bibliographic 
databases  available  from  NLM.  Now  in  its 
fourth  version,  Grateful  Med  offers  an  easy 
way  for  a physician  to  find  citations  to 
journal  articles  for  information  needed  for 
his  or  her  practice. 

Another  product  available  from  NLM,  in 
conjunction  with  the  National  Cancer  In- 
stitute, is  PDQ,  or  Physician  Data  Query. 
This  user-friendly,  menu-driven  service 
offers  information  on  experimental  and 
accepted  cancer  protocols,  data  on  major 
tumor  types  and  other  information  to  help 
in  the  treatment  of  cancer  patients. 


Of  all  the  services  provided  by  the 
MCRMLP,  the  most  important  one  is  the 
support  provided  to  both  health  profes- 
sionals and  health  science  librarians  needing 
information  in  the  six-state  region.  The 
office  is  open  from  8:00  am  to  5:00  pm. 
Central  Time,  and  ready  to  assist  anyone 
who  calls. 

If  you  have  a question  on  any  aspect  of 
the  MCRMLP  or  need  to  know  the  library 
network  member  nearest  you,  please  call. 
The  number  in  Nebraska  is  402/559-4326. 

If  you  are  not  sure  where  to  call  about 
medical  information,  call  the  MCRMLP.  You 
will  be  directed  to  the  network  library 
nearest  to  you  that  can  help.  If  you  already 
know  that  you  need  one  of  the  services 
offered  by  the  McGoogan  Library  of  Medi- 
cine, please  call  the  appropriate  number  at 
the  end  of  this  article. 


324 


Nebraska  Medical  Journal 


November  1989 


ORIGINAL  ARTICLE 


The  Management  of  the  Cleft  Lip  and  Palate  Patient 


•DANIEL  D.  LYDIATT,  D.D.S.,  M.D. 
Department  of  Otolaryngology 
Head  and  Neck  Surgery 
University  of  Nebraska  Medical  Center 


ANTHONY  |.  YONKERS,  M.D.,  F.A.CS. 
Professor  and  Chairman.  Department  of  Otolaryngology 
Head  and  Neck  Surgery 
University  of  Nebraska  Medical  Center 


DAVID  G.  SCHALL,  M.D.,  MP.H. 
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CLEFT  lip  and  palate  has  been  an 
entity  from  the  earliest  recorded 
history.  Attitudes  have  varied 
from  considering  it  a mark  of  beauty  or 
associating  it  with  the  supernatural  to  discard- 
ing or  sacrificing  children  born  with  clefts.^ 
Early  attempts  at  surgical  closure  also  date  to 
early  history  and  usually  involved  denudation 
or  cauterization  of  the  cleft  edge  and  suturing 
the  edges  with  twine  or  silk.  Many  surgical 
techniques  and  principles  were  lost  during  the 
centuries  appropriately  named  the  “dark 
ages".  Ambroise  Pare'  (1510-1590)  added 
much  to  the  repair  of  cleft  lip.’  He  carefully 
excised  all  remnants  of  skin  within  the  wound 
and  wrapped  thread  in  a figure  of  eight  around 
needles  broaching  the  clefts.  Meticulous 
wound  closure,  realignment  of  underlying 
muscles,  attention  to  the  nose,  conservation 
of  all  tissues  present,  preservation  of  a normal 
looking  Cupids  bow  and  the  Z-plasty  tech- 
niques largely  had  to  wait  for  the  develop- 
ment of  anesthesia  for  widespread  usage. 

Closure  of  the  soft  palate  dates  from  1 700's 
and  utilized  cautery  and  suturing  of  the  edges. 
Closure  of  the  hard  palate  involved  palatal 
bone  flaps,  later  modified  to  mucoperiosteal 
flaps,  rotated  medially.  Myotomies,  fracturing 
the  pterygoid  hamulus  and  variations  in  flap 
design  were  all  utilized  to  lessen  the  tension 
on  wound  closure.  Many  modifications  were 
devised  in  an  attempt  to  completely  correct 
the  defect  in  a single  operation.  Most  current 
techniques  utilize  appropriate  timing  of  mul- 
tiple operations  to  achieve  the  optimum 
results  both  functionally  and  cosmetically. 

Cleft  lip  with  or  without  cleft  palate  is 
epidemiologically  and  embryologically  distinct 
from  isolated  cleft  palate.  Cleft  lip  with  or 
without  cleft  palate  accounts  for  60  to  75%  of 
all  clefts  (Figure  1).  It  occurs  one  in  1000 
births  in  whites  in  the  United  States.  It  occurs 
one  in  2000  births  in  American  blacks  and  one 
in  500  births  in  Orientals.^  The  deformity  is 


twice  as  common  in  males  as  in  females.  The 
deformity  is  seen  as  unilateral  lip  only  25%, 
bilateral  lip  only  5%,  unilateral  lip  and  palate 
50%,  and  bilateral  lip  and  palate  20%  of  the 
time  (Figure  2)}  Isolated  cleft  palate  occurs 
one  in  2000  births  irrespective  of  race.  It  is 
twice  as  common  in  females  as  in  males.^ 
FIGURE  1 

Racial  incidence  of  cleft  lip  with  or  without  palate. 

Whites  1:1000  Births 

American  Blacks  1:2000  Births 
Orientals  1:500  Births 

FIGURE  2: 

Incidence  of  cleft  types  seen  in  cleft  lip  with  or  without 
palate. 


Unilateral  lip  only 

25% 

Bilateral  lip  only 

5% 

Unilateral  lip  and  palate 

50% 

Bilateral  lip  and  palate 

20% 

Total 

1 00% 

Before  the  fourth  week  of  embryonal  life 
the  foregut  ends  blindly.  The  stomodeum  is  an 
external  depression  that  breaks  through  to 
create  an  oral  opening  into  the  foreguL 
Superior  to  the  stomodeum  is  the  frontal 
process.  Nasal  placodes  develop  within  the 
nasal  prominence  and  ultimately  deepen  to 
form  nasal  pits  (Figure  3).  By  five  or  six  weeks 
the  nasal  pits  have  deepened  to  separate  the 
inferior  portion  of  the  frontal  process  into  a 
medial  and  lateral  nasal  process.  From  the 
cephalolateral  angles  of  the  oral  cavity  come 
the  maxillary  processes.  The  upper  jaw  is  thus 
formed  in  a composite  fashion,  the  lateral 
aspects  from  the  maxillary  processes,  and  the 
medial  protion  of  the  upper  jaw,  lip,  and 
palate  from  the  median  nasal  process.  The 
lateral  nasal  process  ultimately  forms  the 
lateral  aspect  of  the  nose.  The  mandible  is 
simply  formed  by  the  fusion  of  the  two 
processes  of  the  mandibular  arch  growing 
toward  the  midline. 

■Reprints  to  Daniel  D.  Lydiatt,  M. D.,  Department  of  Otolaryngology, 
University  of  Nebraska  Medical  Center,  42nd  and  Dew'ey  Avenue, 
Omaha,  Nebraska  68105. 
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FIGURE  3: 

Embryologic  development  of  the  face. 


The  palate  also  develops  as  a composite 
structure.  The  primary  palate  is  formed  from 
the  median  nasal  process  and  includes  all 
structures  anterior  or  cephalad  to  the  incisive 
foramen  including  the  alveolus,  lip,  and  nostril 
floor.  The  secondary  palate  is  formed  by  the 
fusion  of  the  two  palatal  shelves  from  the 
maxillary  processes  and  includes  the  hard  and 
soft  palate  from  the  incisive  foramen  poster- 
iorly. The  palatal  shelves  begin  development 
at  about  the  seventh  week  and  are  originally 
pointed  interiorly  with  the  tongue  laying 
between  them  (Figure  4).  By  the  eighth  week 
the  tongue  is  positioned  more  interiorly  and 
the  palatal  shelves  swing  up  to  fuse  in  the 
midline.  The  fusion  occurs  anteriorly  to  post- 
eriorly. 

Cosmetic  and  feeding  considerations  often 
have  the  highest  priority  to  the  patient's 


parents,  but  dental,  hearing,  speech  and 
growth  factors  must  also  be  addressed.  The 
psychological  aspects  of  deficiencies  in  all  of 
the  other  factors  must  also  be  considered.  The 
timing  and  sequence  of  management  are 
extremely  important  The  patient  and  family 
are  introduced  to  the  cleft  lip  and  palate  team, 
as  early  as  possible.  A palatal  appliance  is 
placed  during  this  time  to  allow  early  accep- 
tance of  the  appliance.  Closure  of  the  lip  and 
the  soft  palate  are  done  according  to  the  rule 
of  1 0's.  Pressure  equalizing  (PE)  tubes  are  also 
placed  at  the  initial  operation.  The  hard  palate 
is  closed  after  cessation  of  growth  approxima- 
tion of  the  palatal  shelves  (approximately  18 
months).  Alveolar  clefts  are  closed  with  bone 
grafting  when  the  permanent  cuspid  tooth 
root  adjacent  to  the  cleft  is  one  half  developed, 
usually  between  the  ages  of  nine  and  eleven 
years. 


FIGURE  4: 

Cross  section  through  developing  hard  palate.  Left  represents  tongue  positioned  between  down 
pointing  palatal  shelves  (7  weeks).  Right  represents  more  interiorly  placed  tongue  with  palatal 
shelves  swinging  up  to  fuse  in  the  midline  with  the  nasal  septum  (8  weeks). 
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Feeding  problems  are  the  first  to  be  en- 
countered and  have  numerous  ramifications. 
Lamb's  nipples  and  gavage  tubes  allow  liquids 
to  be  placed  in  the  back  of  the  throat,  thus 
bypassing  the  cleft.  Both  are  time  consuming 
for  the  mother  while  gavage  feeding  discour- 
ages normal  suckling.  A palatal  appliance 
allows  the  child  to  be  breast  or  bottle  fed, 
and  allows  the  development  of  normal  suckling 

FIGURE  5 

Criteria  for  the  rule  of  tens 

1.  Weight  of  at  least  10  pounds. 

2.  Hemoglobin  of  at  least  10  grams. 

3.  Age  of  at  least  10  weeks. 

4.  White  blood  cell  count  no  higher  than  10,000. 

The  rule  of  tens  is  a list  of  criteria  that  must 
be  met  before  operative  closure  of  the  cleft 
lip  and  soft  palate  are  undertaken  (Figure  5).  A 
weight  of  10  pounds  demonstrates  that  the 
baby  is  growing  and  gaining  weight.  By 
insisting  on  a hemoglobin  of  1 0 grams,  infants 
that  are  anemic  will  not  be  subjected  to  the 
hazards  of  transfusions,  including  transmis- 
sion of  disease  and  suppression  of  hema- 
topoesis.  In  addition,  a portion  of  the  fetal 
hemoglobin  will  be  replaced  by  adult  hemo- 
globin improving  oxygenation  of  the  tissues.' 
Waiting  ten  weeks,  allows  the  parents  time  to 
become  accustomed  to  the  defect,  thus 
allowing  for  more  realistic  expectations  of 
surgery  and  identification  of  other  congenital 
defects.  A white  blood  cell  count  of  under 
1 0,000  helps  to  rule  out  coexistent  infections. 

Many  types  of  surgical  repair  are  available 
for  closure  of  the  cleft  lip.  We  use  the  Millard 
II  rotation  — advancement  repair  for  unilat- 


eral cleft  lip  but  the  procedure  is  individual- 
ized to  the  patient's  specific  defect  and 
surgical  needs.^  The  Millard  II  is  usually  used 
because  it  is  highly  flexible.  It  preserves  the 
philtral  dimple  and  Cupid's  bow.  The  outward 
pout  of  the  lower  portion  of  the  lip  is 
preserved,  revisions  are  possible  and  dis- 
proportionate growth  is  not  usually  a problem. 
The  columella  is  lengthened  on  the  cleft  side, 
and  the  alar  flare  is  better  corrected."*  Num- 
erous methods  to  repair  bilateral  clefts  are 
also  employed.  We  use  the  straight  line 
closure  (Veau  III  Operation) 

The  soft  palate  is  closed  early  to  provide 
more  normal  speech,  swallowing  and  hearing. 
The  levator  veli  palatini  normally  forms  a sling 
across  the  soft  palate.  In  the  patient  with  a 
palatal  cleft  the  levator  veli  palatini  attaches 
to  the  palatal  bone  along  the  sides  of  the  cleft. 
This  muscle  must  be  freed  from  the  sides  of 
the  cleft  and  a sling  reconstructed.  This  will 
provide  tension  on  the  pterygoid  bones, 
pulling  them  medially,  and  ultimately  decreas- 
ing the  cross  sectional  area  of  the  velopharynx. 

This  phenomenon  has  been  studied  by 
Oesch,  et  al.  with  computerized  tomography 
(CT).^  Axial  CT  of  noncleft  palate  children 
were  compared  to  unrepaired  cleft  palate 
children.  The  angulation  of  the  pterygoid 
plates  from  the  sagittal  plane  as  well  as  the 
distances  between  the  pterygoid  plates  and 
the  distances  between  the  pterygoid  plates 
and  mandibular  rami  were  all  compared 
(Figure  6).  The  same  measurements  were 
again  made  and  compared  between  normal 
patients,  patients  with  unrepaired  clefts  and 


FIGURE  6; 

Diagrani  of  axial  CT  through  the  level  of  the  pterygoid  plates.  Left,  noncleft  three  month  old  showing  normal 
angulation  of  the  pterygoid  plates.  Center,  wide  angulation  of  pterygoid  plates  seen  in  unrepaired  cleft 
palate  of  three  month  old.  Right,  diagram  of  axial  CT  at  the  level  of  the  pterygoid  plates  where  (a) 
represents  the  distance  between  the  pterygoid  plates  and  (b)  represents  the  distance  between  the 
mandibular  rami. 
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patients  that  had  soft  palate  repairs  by  3-4 
months  of  age.  The  unrepaired  clefts  had 
widely  open  epipharyngeal  cavities  (as  deter- 
mined by  the  position  of  the  pterygoid 
processes),  but  the  patients  that  had  had  early 
closure  of  the  soft  palate  more  nearly  approx- 
imated the  noncleft  patients  by  one  year.  It  is 
felt  that  reduction  in  the  epipharynx  will 
reduce  the  amount  of  velopharyngeal  insuffic- 
iency often  seen  with  these  patients  and  may 
have  a positive  influence  on  the  development 
of  speech. 

Reconstituting  the  levator  sling  also  allows 
for  more  normal  opening  of  the  eustachian 
tube.  Pressure  equalizing  (PE)  tubes  are  also 
placed.  Better  eustachian  tube  function  along 
with  the  PE  tubes  allows  for  a more  normal 
middle  ear  environment  with  less  infections, 
better  hearing,  and  ultimately  better  language 
skills. 

Surgical  closure  of  the  hard  palate  can  be 
accomplished  anytime  after  the  palatal  shelves 
stop  approximating.  Mucoperiosteal  flaps  based 
posteriorly  and  pedicled  from  the  greater 
palatine  arteries  are  rotated  medially  and 
posteriorly  to  close  the  hard  palate.  With  early 
closure  of  the  soft  palate,  patients  frequently 
do  not  have  large  clefts  in  the  hard  palate.  If 
alveolar  clefts  are  also  present,  closure  of  any 
remaining  clefts  of  the  hard  palate  are  done  at 
the  time  of  alveolar  cleft  grafting.  Alveolar 
clefts  are  closed  with  corticocancellous  bone 
grafts  taken  from  the  patient's  iliac  crest.  The 
operation  is  done  when  the  permanent  cuspid 
tooth  root  adjacent  to  the  cleft  is  one  half 
developed  radiographically.  The  alveolar  cleft 
and  remaining  hard  palate  clefts  are  closed  by 
sandwiching  bone  between  a mucoperiosteal 


FIGURE  7: 

Surgical  closure  of  alveolar  cleft  and  remaining  hard 
palate  cleft  with  posteriorly  based  palatal  flaps  and 
labial  flaps  swung  in  from  the  vestibule. 


layer  formed  in  the  nose  and  posteriorly 
based  palatal  flaps  on  the  palate.  Labially 
based  flaps  can  be  used  in  conjunction  with 
posteriorly  based  palatal  flaps  to  ensure 
closure  without  tension  (Figure  7). 

Summary: 

We  believe  that  early  closure  of  the  hard 
palate  defect  with  a palatal  appliance  and 
surgical  closure  of  the  lip  and  soft  palate 
according  to  the  rule  of  tens  are  very  import- 
ant. Delaying  the  hard  palate  closure  allows 
for  maximal  growth  of  the  palatal  shelves.  We 
also  feel  that  pressure  equalizing  tubes  placed 
in  the  ears  at  the  initial  surgical  procedure 
allows  for  more  normal  function  of  the  middle 
ear,  less  middle  ear  infections,  better  hearing, 
and  ultimately  better  speech.  We  feel  that 
early  closure  of  the  soft  palate  may  decrease 
velopharyngeal  incompetence  by  normalizing 
the  position  of  the  pterygoid  plates.  It  may 
also  help  to  reduce  serous  otitis  media  by 
improving  eustachian  tube  function. 
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Comments: 

Drs.  Lydiatt,  Schall  and  Yonkers  have  pre- 
sented in  a concise  form  the  care  of  the 
lifetime  deformity  of  a cleft  lip  and  palate 
which  is  treated  over  a time  span  of  about  20 
years.  There  are  really  only  2 areas  of  contro- 
versy which  exist  among  various  cleft  palate 
teams  in  the  country.  The  first  is  the  use  of 
palatal  appliances  which  are  elegant  devices 
and  can  be  very  useful  if  one  has  the 
opportunity  to  adjust  them  as  the  child  grows. 
It  may  be  a nice  addition  but  is  not  essential 
for  the  development  of  the  child.  Feeding  is 
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usually  not  a problem  with  these  children 
either.  The  major  drawbacks  are  the  cost  and 
the  adjustments  that  must  be  made  during  the 
rapid  growth  period  of  a young  child. 

The  second  area  of  controversy  is  the  timing 
of  the  closure  of  the  soft  palate.  Drs.  Lydiatt, 
Schall  and  Yonkers  have  very  correctly  discussed 
the  extreme  importance  of  re-creating  a more 
normal  muscular  sling  of  the  levator  muscle 
and  the  soft  palate  with  the  intension  of 
improving  speech.  This  is  a highly  technical 
procedure  and  can  be  quite  difficult  to  do  in 
the  mouth  of  a 3 month-old  infant  The 
subsequent  scarring  in  that  area  may  cause  a 
higher  risk  of  fistula  formation.  The  same 


levator  sling  operation  can  be  performed  at 
the  time  of  hard  palate  closure  at  around  18 
months  of  age.  This  gives  you  a larger  mouth  to 
work  with  and  no  pre-existing  scar  to  interfere 
with  dissection.  There  are  no  studies  on 
speech  to  show  that  the  2 stage  closure  is 
better  than  the  1 stage  closure.  Most  cleft 
palate  surgeons  use  the  later  single  stage 
repair  since  speech  does  not  become  a 
significant  problem  until  around  the  age  of  2. 
Currently,  the  differences  are  the  personal 
preferences  of  the  surgeons  and  no  clear 
benefit  has  been  delineated  for  the  earlier 
repair. 

Philip  S.  Metz,  M.D.,  F.AC.S. 
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INTRODUCTION: 

SMALL  cell  carcinoma  of  the  lung 
is  the  most  rapidly  dividing 
type  of  lung  cancer  and  has 
had  the  worst  prognosis  with  a historical  5- 
year  survival  percentage  of  less  than  5%.  It  is 
apparent  to  any  physician  caring  for  this  tumor 
that  it  is  disseminated  from  inception.  Thus, 
any  treatment  strategy  must  include  chemo- 
therapy. In  the  decade  of  the  seventies,  it 
became  clear  that  combination  chemotherapy 
could  result  in  a high  percentage  of  remissions 
in  the  disease  and  through  to  the  present, 
attempts  have  been  made  to  improve  results 
by  escalating  the  dosages  of  the  medication. 

At  the  Omaha  V.A.  Hospital,  cancer  patients 
are  treated  according  to  two  types  of  protocols. 
One  protocol  has  used  conventional  dosage 
chemotherapy  while  the  second  protocol 
used  a low  dose  conservative  program  of 
chemotherapeutic  agents,  3 of  which  are 
given  orally.  This  paper  addresses  the  overall 
survival  of  patients  treated  with  these  disparate 
programs  and  current  programs  for  this  disease. 

METHODS: 

All  lung  cancer  cases  at  the  Omaha  V.A 
Hospital  were  reviewed  from  1979  through 
1985.  Records  could  not  be  found  on  79  cases 
of  which  17  would  be  expected  to  be  small 
cell  carcinoma.  Sixty-five  small  cell  carcinoma 
cases  were  reviewed.  Nineteen  cases  were 
either  terminal  on  admission,  refused  treat- 
ment or  were  treated  elsewhere  prior  to 
admission  to  the  V.A.  system.  The  remaining 
46  cases  were  analyzed  for  this  report. 

Low  dose  chemotherapy  consisted  of  cytoxan 
50  mg.,  methotrexate  1.25  mg.,  procarbazine 
50  mg.  p.o.  daily  and  vincristine  1 0 mcg/kg.  i.v. 
weekly,  as  previously  reported^  If  neuro- 
toxicity became  a problem,  vinblastine  was 
substituted  for  vincristine  at  a dosage  of  0.1 
mg/kg.  If  the  patient  had  limited  disease,  that 
is  disease  confined  to  one  hemi  thorax  and 


the  regional  lymph  nodes,  including  mediastinal 
and  contralateral  hilar  and  ipsilateral  supra- 
clavicular radiation  to  the  primary  was  given 
concomitantly  with  the  chemotherapy.  If  the 
patient's  WBC  fell  below  3,000  mm^  or 
platelets  below  100,000  vincristine  was  stopped; 
and  if  counts  did  not  improve,  the  oral 
medications  were  reduced  to  five  days  a 
week  No  prophylactic  cranial  radiation  was 
given.  The  program  was  intended  to  be 
administered  for  2 years.  The  conventional 
chemotherapy  programs  were  mainly  of  two 
types.  In  the  earlier  years,  it  consisted  of 
alternate  regimens.  The  first  cycle  consisted  of 
cytoxan  1 gm/M^  i.v.  and  CCNU  100  mg/M^ 
on  day  1.  On  day  29,  adriamycin  50  mg/M^, 
vincristine  1.4  mg/M^  was  given  i.v.  and 
procarbazine  100  mg/M^  orally  for  14  days. 
Methotrexate  1 5 mg/M^  was  given  twice 
weekly  orally  for  2 weeks  starting  2 weeks 
after  the  adriamycin,  vincristine  and  procar- 
bazine. The  patients  with  limited  disease  after 
4 courses  with  responses  received  radiation  to 
the  primary  tumor  and  prophylactic  cranial 
radiation.  The  program  was  then  continued. 
The  second  program  was  VOCA,  developed 
by  the  North  Central  Cancer  Treatment 
Croup.  This  chemotherapy  program  consists 
of  VP-1  6 60  mg/M^  i.v.  day  1,2,3  oncovin  1 .2 
mg/ M^  i.v.  day  1 , cytoxan  500  mg/M^  i.v.  day  1 
and  adriamycin  40  mg/M^  i.v.  on  day  1 every  3 
weeks.  Suitable  dosage  reductions  were  made 
for  blood  count  depression.  After  4 courses  if  a 
response  occurred,  prophylactic  brain  radiation 
and  radiation  to  the  primary  are  given  in  limited 
stage  disease.  The  chemotherapy  is  then 
resumed.  The  decision  as  to  whether  low  dose 
or  conventional  dose  chemotherapy  was  used 
in  a given  patient  was  entirely  at  the  discretion 
of  the  attending  oncology  team.  No  randomi- 
zation was  done.  This  practice  accounts  for 
the  non-uniformity  of  the  treated  groups. 

•John  F.  Foley,  M.D.,  Ph.D.,  Section  of  Oncology/Hematology, 
University  of  Nebraska  Medical  Center,  Omaha,  NE  68105. 
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RESULTS: 

There  were  17  extensive  disease  patients 
treated  with  conventional  dosage  chemo- 
therapy and  1 5 with  low  dosage  chemotherapy. 
The  characteristics  of  these  retrospective 
groups  are  shown  in  Table  1 . The  conventional 
dosage  chemotherapy  group  was  slightly  older 
with  a median  age  of  64  years  versus  59  years 
in  the  low  dosage  group.  The  conventional 
dosage  chemotherapy  group  had  a larger 
number  of  patients  with  liver  metastases  at 
diagnosis,  as  demonstrated  in  Table  1 , the  low 
dosage  group  included  more  patients  with 
bone  involvement.  The  median  survival  was  7 
months  for  the  low  dose  group  and  8 months 
for  the  conventional  dosage  group.  However, 
the  conventional  dosage  chemotherapy  group 
has  two  patients  living  to  18  and  37  months 
whereas  the  longest  low  dosage  survival  was 
15  months,  suggesting  the  possibility  of  an 
advantage  to  the  conventional  dosage  group. 
One  patient  died  of  complications  related  to 
conventional  chemotherapy  whereas  none 
died  of  chemotherapy  complications  in  the 
low  dosage  group. 

There  were  14  patients  treated  with  limited 
disease  only  3 of  whom  had  low  dosage 
chemotherapy.  The  median  age  was  61  years 
and  the  median  survival  time  was  13  months, 
some  5 months  longer  than  the  extensive 
cases.  The  longest  survival  was  greater  than  1 9 
months. 

DISCUSSION: 

Nineteen  years  ago  chemotherapy  and  spec- 
ifically alkylating  agents  were  found  to  improve 
the  life  span  of  extensive  small  cell  lung 
carcinoma  (SCLC).  Quickly  thereafter,  a number 
of  other  agents  were  found  to  lead  to 
shrinkage  of  this  tumor  but  seldom  to  complete 
remission.  On  the  other  hand,  combination 
chemotherapy  was  found  to  give  objective 
response  rates  in  approximately  70%  of  cases 
with  31%  complete  responses.  A small  per- 
centage of  patients  lived  beyond  2 years.  In 
patients  with  limited  disease,  5-10%  were 
these  long-term  survivors  whereas  only  1-4% 


were  long-term  survivors  in  the  extensive 
small  cell  cases. 

After  moderately  intensive  dosages  of 
chemotherapy  were  found  to  increase  life 
expectancy,  higher  dose  intensity  regimens 
and  alternating  non-cross  resistant  higher 
dosage  regimens  were  developed  but  did  not 
produce  better  results  than  the  lower  dosage 
regimens.  At  this  time,  it  became  apparent 
that  many  relapses  in  these  cases  occurred  at 
the  primary  site  and  that  this  could  be  largely 
prevented  by  giving  radiation  during  the 
overall  course  of  treatment.  It  was  also  noted 
that  these  patients  had  a high  incidence  of 
brain  metastases  that  could  be  largely  pre- 
vented by  prophylactic  brain  radiation,  al- 
though this  did  not  result  in  an  increase  in 
survival  over  patients  not  receiving  prophy- 
lactic whole  brain  irradiation. 

The  limited  cell  patients  treated  at  the  V.A 
Hospital  generally  had  radiation  to  the  primary 
tumor  and  patients  with  both  limited  or 
extensive  disease  who  had  good  responses  to 
treatment  received  prophylactic  brain  irradia- 
tion unless  they  were  on  the  low  dosage 
chemotherapy  program.  The  median  survival 
of  the  extensive  stage  patients,  both  treated 
with  conventional  and  low  dosage  chemo- 
therapy, were  virtually  the  same,  7 to  8 
months,  and  similar  to  the  findings  of  Choi  et 
al  at  the  Massachusetts  General  Hospital, 
who  had  a median  survival  of  7 months  in  the 
1 975-1 982  period.  The  median  survival  of  this 
low  dosage  grojp  treated  at  the  Veterans 
Hospital  was  2 months  longer  than  that  for  28 
cases  previously  reported  using  this  regiment 
Our  limited  stage  group  had  a median  survival 
of  1 3 months  which  is  the  same  as  the  patients 
treated  by  Choi  et  al  during  the  period  1975- 
1982. 

Of  all  the  agents  introduced  into  the 
treatment  of  small  cell  lung  cancer,  VP-16  is 
considered  by  most  knowledgeable  physicians 
to  be  the  single  most  active  agent.  Consider- 
able experimental  data  indicates  that  VP-16 
and  cisplatinum  are  synergistic  against  model 


TABLE  1 

Comparison  of  extensive  small  cell  carcinoma  of  the  lung  patients  treated  with  high  dose  vs.  low  dose 


chemotherapy. 

No. 

Median 

Cases 

Age  (yrs.) 

High  dosage 

17 

64 

Low  dosage 

15 

59 

Metastases  (No.  over  No.  tested) 


Bone 

Liver 

Brain 

Bone  Marrow 

6/13 

4/8 

2/1 1 

4/10 

(46%) 

(50%) 

(18%) 

(40%) 

7/9 

2/10 

2/10 

6/10 

(78%) 

(20%) 

(20%) 

(60%) 
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tumor  systems^  The  North  Central  Cancer 
Treatment  Group  (NCCTG)  has  developed  a 
program  for  extensive  small  cell  carcinoma  of 
the  lung.  The  program  consists  of  4 different 
schedules  of  cisplatinum  and  VP-1 6 given  at  4 
weekly  intervals  x 2 — the  4 schedules  are 
employed  so  that  we  can  learn  the  optimum 
way  of  using  the  2 agents  together.  Then,  the 
patients  are  given  2 courses  of  non-cross 
resistant  combination  chemotherapy,  consist- 
ing of  cytoxan,  adriamycin  and  vincristine 
(CAV)  four  weeks  apart  x 2.  Patients  are  then 
treated  with  radiation  to  the  chest  primary 
followed  by  2 more  courses  of  CAV.  Then, 
patients  are  restaged  and  those  in  complete 
remission  are  randomized  to  observation  vs. 
low  dosage  gamma  interferon  x 6 months  and 
observation.  Those  patients  in  partial  remission 
are  continued  on  CAV  to  progression  or 
regression.  It  is  hoped  this  new  experimental 
approach  will  improve  our  current  results  in 
this  disease. 

Other  new  approaches  include  autologous 
bone  marrow  transplant  which  is  early  in  its 
application  to  these  patients  with  mixed 
results. 

Our  retrospective  study  shows  only  a pos- 
sible modest  advantage  of  conventional  dosage 
chemotherapy  to  the  low  dosage  program  in 
extensive  disease.  The  difference  in  drug  cost 
is  considerable.  Six  months  of  VOCA  costs 
$4,523  vs.  $1,715  for  the  low  dose  chemo- 
therapy program  of  oral  cytoxan,  methotrexate, 
procarbazine  and  weekly  i.v.  vincristine.  Par- 


tially offsetting  this  difference  in  cost  is  the 
increased  clinic  visits  and  related  costs  of  tbe 
low  dosage  regime. 

Those  patients  who  are  in  good  condition 
with  no  contraindications  to  chemotherapy 
should  be  enrolled  in  programs  such  as  the 
NCCTG  study  described  above  as  such  studies 
are  our  only  hope  to  eventually  cure  this 
cancer.  Patients  with  poor  performance  status 
or  those  reluctant  to  undergo  vigorous  chemo- 
therapy with  its  concomitant  side  effects  can 
take  comfort  in  the  fact  that  the  low  dosage 
chemotherapy  program  studied  above  repre- 
sents a reasonable  alternative  to  more  con- 
ventional programs. 
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INTRODUCTION 

POSITRON  Emission  To- 
mography is  an  imaging 
modality  that  produces 
cross-sectional  images  of  the  distribution  of 
various  positron  emitting  radiotracers  in  the 
body.  These  radioactive  materials  are  pro- 
duced in  a cyclotron  (often  referred  to  as  a 
radioisotope  delivery  system),  after  which 
they  are  incorporated  into  various  organic 
compounds  using  especially  designed  syn- 
thetic procedures  which  can  be  carried  out 
in  a sterile  environment.  These  radiophar- 
maceuticals are  then  administered  to  pa- 
tients either  by  inhalation  or  injection,  after 
which  a tomographic  device  (PET  scanner)  is 
used  to  quantify  the  regional  distribution  of 
these  radiopharmaceuticals  in  vivo,  often  as 
a function  of  time,  and  to  present  this  infor- 
mation as  cross-sectional  images  of  the  body 
organs  under  study. 

To  date,  most  PET  studies  have  been  per- 
formed in  medical  research  environments. 
However,  with  increasing  experience  in  the 
field,  it  is  becoming  apparent  that  the  unique 
information  obtainable  from  PET  studies  is 
clinically  useful  for  routine  diagnosis,  prog- 
nostication, and  treatment  planning  in  a cost 
effective  approach  to  the  medical  care  of  in- 
dividual patients.  It  is  for  these  reasons  that 
a PET  facility  has  been  planned  and  became 
operational  at  the  Creighton  University  Medi- 
cal Center  in  mid-1989. 

TECHNICAL  CONSIDERATIONS: 

The  clinical  PET  system  consists  of  three 
major  components:  a cyclotron  for  the 
production  of  the  positron  emitters,  a labo- 
ratory for  rapid  radiolabeling  of  positron 


emitting  compounds,  and  a tomographic 
device  for  determining  the  distribution  of 
these  PET  tracers  in  the  body.  The  major 
component  of  a cyclotron  is  a large  electro- 
magnet and  high  voltage  steering  system. 
High  tension  electrodes  accelerate  ions  with 
a positive  or  negative  charge,  usually  of 
hydrogen  origin.  After  the  ions  have  been 
accelerated  to  achieve  energies  into  the 
millions  of  electron  volts,  they  are  permitted 
to  strike  targets  which  are  especially  de- 
signed to  permit  the  production  of  radioiso- 
topes of  carbon,  nitrogen,  oxygen  and  fluo- 
rine’. The  physical  half-lives  of  these  radi- 
onuclides are  shown  in  Table  1.  Because  of 
their  very  short  lifetimes,  it  is  necessary  that 
the  radiochemistry  be  carried  out  in  a very 
rapid  manner.  This  process  must,  of  course, 
be  performed  under  sterile  conditions  if 
these  agents  are  to  be  administered  paren- 
terally  to  patients. 

The  positrons  emitted  by  each  of  these  ra- 
dionuclides travel  a short  distance  (1-3  mm) 
in  tissue,  lose  their  kinetic  energy,  and 
combine  physically  with  an  electron.  In  the 
process  both  particles  are  annihilated  to 
produce  two  photons  with  equal  kinetic 
energy  (511  keV),  but  traveling  in  opposite 
directions.  These  rays  strike  specific  points 
in  an  array  of  special  detectors  arranged  in 
a tomographic  fashion  which,  as  in  Compu- 
terized Axial  Tomography  (CT)  and  Mag- 
netic Resonance  Imaging  (MRI),  completely 
surround  the  part  of  the  body  being  studied. 

The  reconstruction  of  the  transaxial  data 
is  carried  out  in  a manner  quite  analagous  to 

•Address  reprint  requests  to:  Mothis  P.  Frick,  M.D.,  Chairman,  Department 
of  Radiology,  Creighton  University  Medical  Center,  601  N.  30th  Street,  Omaha, 
NE  68131. 
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TABLE  1 

Selected  Radiopharmaceuticals  Prepared  From  Cyclotron  Produced  Positron  Emitting  Radionuclides 


Radionuclide 

T1/2  (min) 

Radiopharmaceutical 

Carbon-1 1 

20.4 

C-1 1 Amino  Acids 
C-1 1 : Palmitate 
C-1 1 : Glucose 

Nitrogen-1 3 

9.7 

N-1 3:  Ammonia 
N-1 3:  Glutamate 
N-1 3:  Amino  Acids 

Oxygen-1 5 

2.1 

0-15:H^0,  COj 
0-15:  CO,  O^ 
0-15:  O^ 

Fluorine-1 8 

109.7 

F-18:  2-Deoxyglucose 
F-18:  Ethanol 
F-18  Spiroperidol 

that  used  in  CT  and  MRI.  These  latter  two 
imaging  modalities  provide  predominantly 
anatomical  information  whereas  PET  pro- 
vides regional  blood  flow  and/or  metabolic 
information.  CT  scanning  is  based  on  the 
portrayal  of  the  distribution  of  attenuation 
of  x-rays  passing  through  the  portion  of  the 
body  under  study.  The  attenuation  may  be 
either  intrinsic  to  the  tissue  or  produced  by 
the  administration  of  radioopaque  contrast 
media.  MRI  exploits  the  variation  in  regional 
concentrations  of  hydrogen  with  its  relaxa- 
tion parameters  following  magnetic  excita- 
tion, to  generate  images  of  water  content, 
blood  flow,  and/or  the  concentration  of 
especially  designed  contrast  agents. 

Thus  it  is  that  the  PET  scanning  system 
traces  especially  labeled  agents  as  they  are 
used  by  the  body  in  various  chemical  proc- 
esses. In  addition  to  providing  useful  infor- 
mation about  gross  structural  abnormalities, 
PET  provides  unique  information  about  the 
blood  flow  and  metabolic  function  of  vari- 
ous organs  within  the  body.  (Tables  1 & 2) 


Applications 

Protein  Synthesis 
Myocardial  Metabolism 
Glucose  Metabolism 
Blood  Flow 

Myocardial  Metabolism 
Protein  Synthesis 
Blood  Flow 
Blood  Volume 
Oxygen  Metabolism 
Glucose  Metabolism 
Blood  Flow 
Dopamine  Receptor 
Binding 

1 . PET  scans  can  detect  coronary  artery 
disease  (CAD)  in  patients  with  and  without 
clinical  symptoms.  In  addition,  PET  can  be 
used  to  distinguish  between  functional  and 
nonfunctional  areas  of  the  heart  muscle  after 
a patient  has  experienced  a heart  attack. 
The  findings  from  these  PET  studies  can  be 
used  to  assess  whether  or  not  to  perform  an 
angioplasty  or  to  insert  coronary  artery  bypass 
grafts.  This  capability  of  PET  can  prevent 
costly  surgeries  that  would  prove  unsuccess- 
ful in  instances  where  perfusion  is  restored 
to  nonviable  myocardium.  This  unique  in- 
formation provided  by  PET  has  been  shown 
to  be  cost  effective”'^^  and  is  serving  as  the 
basis  for  the  installation  of  PET  for  cardiac 
studies  at  Centers  such  as  the  Kaiser  Perma- 
nente  in  San  Francisco,  whose  primary  ef- 
forts relate  to  the  clinical  practice  of  medi- 
cine. An  example  of  a study  of  a patient  at 
the  UCLA  Medical  Center  with  ischemic 
heart  disease  is  shown  in  Figure  1. 

TABLE  2 

To  be  formulated  at  CMI  for  Clinical  Use 


CLINICAL  UTILITY  OF  PET: 

In  most  diseases,  functional  and  blood 
flow  changes  occur  prior  to  the  manifesta- 
tion of  anatomic  changes.  Thus  it  is  that  PET 
can  provide  unique  information  in  coronary 
artery  disease^-^  various  neuropsychiatric 
disorders  such  as  epilepsy"*,  EHuntington's, 
Alzheimer's,  and  cerebrovascular  diseases 
as  causes  of  dementia^®,  and  in  the  assess- 
ment of  brain  tumors^'*®. 


Radiopharmaceutical 

’°F-2-deoxyglucose 


’’NFHj  (Ammonia) 


”c-palmitate 
”c-labeled  amino  acids 


Strong  clinical  evidence  exists  regarding 
the  efficacy  of  PET  in  four  important  clinical  C'^o 

areas: 


Application 

Regional  metabolism  of  glucose 

(1)  brain 

(2)  heart 

(3)  tumors 
Regional  blood  flow: 

(1)  brain 

(2)  heart 

(3)  tumors 

Regional  myocardial  metabolism 
Protein  synthesis: 

(1)  brain 

(2)  pancreas 

(3)  tumors 

Regional  cerebral  blood  flow 
and  volume  and  metabolism. 
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FIGURE  1 


This  Figure  shows  two  studies  of  the  heart  of  a patient  with  ischemic 
myocardial  disease.  The  numbers  1,  2 and  3 refer  to  different  cross- 
sectional  anatomical  levels  of  the  heart.  The  three  images  on  the  left 
were  obtained  using  N-13  ammonia  to  measure  regional  myocardial 
blood  flow.  F-18  fluorodeoxyglucose  was  then  administered  after  which 
the  three  images  on  the  right  were  obtained  as  a measure  of  regional 
glucose  metabolism.  Note  the  regions  of  the  myocardium  exhibiting  a 
decrease  in  blood  flow  with  a concomitant  increase  in  glucose  metabo- 
lism consistent  with  low  flow  ischemia  and  an  attendant  stimulation  of 
anaerobic  glycolysis.  This  is  a positive  "myocardial  viability"  study. 
(Courtesy  UCIA  School  of  Medicine,  Division  of  Nuclear  Medicine. 


Alternatives  to  the  PET  scan  for  assess- 
ment of  coronary  artery  disease  include: 
angiography,  electrocardiography,  SPECT 
scanning,  a multi-gated  aquisition  (MUGA) 
of  heart  function  using  labeled  red  cells,  and 
echocardiography.  Angiography  identifies  a 
vascular  lesion  with  high  accuracy  but  pro- 
vides no  information  regarding  the  clinical 


significance  of  a vascular  stenosis  nor  does  it 
provide  information  on  the  viability  myocar- 
dial tissue  distal  to  a vascular  stenosis  or  oc- 
clusion. Electrocardiography  has  an  accu- 
racy between  35  and  50%  in  determining 
the  presence  of  an  infarct  based  on  analysis 
of  the  Q-wave  and  ST  segments  of  the  EKG. 
The  SPECT  scan  has  an  85%  diagnostic  accu- 
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racy  in  assessing  coronary  artery  disease  but 
provides  no  specific  information  relative  to 
tissue  viability.  The  MUGA  scan  is  capable  of 
showing  alterations  in  myocardial  contractil- 
ity associated  with  CAD  but  provides  no  in- 
formation on  tissue  viability.  Finally,  echocar- 
diography provides  a good  assessment  of 
valvular  function  in  the  heart  as  well  as 
cardiac  contractility  but  again  does  not 
provide  information  on  tissue  viability. 

Thus,  PET,  with  a diagnostic  accuracy  of 
95%  for  the  assessment  of  CAD  and  a 90% 
accuracy  in  the  assessment  of  tissue  viability, 
is  obviously  the  procedure  of  choice.  The 
UCLA  group  has  determined  that  an  average 
of  $13,000  can  be  saved  per  patient  when 
using  PET  to  study  CAD.  This  reduces  the 
cost  to  an  institution,  patient,  and  third- 
party  insurer  of  about  35%  when  using  PET 
to  determine  tissue  viability  prior  to  the 
institution,  of  angioplasty/vascular  bypass. 
On  a national  scale,  2.5  million  dollars  could 
be  saved  on  an  annual  basis  using  PET  for 
this  assessment. 

2.  PET  is  being  used  in  conjunction  with 
noninvasive  surface  electroencephalography 
(EEC)  to  accurately  locate  the  abnormal  site(s) 
which  induce  epileptic  seizures.  For  patients 
who  do  not  respond  favorably  the  medical 
courses  of  treatment  for  this  ailment,  these 
PET  findings  are  a clear  technical  improve- 
ment over  other  methods  for  determining 
the  appropriate  site(s)  for  surgical  interven- 
tion. Figure  2 shows  two  images  obtained 


using  FDG  with  a 931-08  PET  scanner  (similar 
to  the  unit  to  be  installed  at  Creighton)  of  a 
patient  with  epilepsy.  This  patient  was  in  an 
interictal  state  when  this  study  was  per- 
formed. 

The  procedures  currently  being  used  to 
differentiate  focal  from  diffuse  epilepsy  as  a 
means  of  identifying  those  patients  whose 
seizure  problem  might  be  corrected  by  sur- 
gery include:  1)  Electroencephalography 
which  has  an  accuracy  of  from  30%-50% 
and  2)  C.T./M.R.I.  which  provide  only 
anatomic  information  and  thus  have  accura- 
cies of  the  order  of  10%.  PET,  on  the  other 
hand,  has  been  shown  at  UCLA  to  provide 
an  accuracy  of  about  70%  using  first  genera- 
tion PET  systems.  With  the  improved  resolu- 
tion of  current  PET  scanners  and  on-going 
improvements  in  PET  radiopharmaceuticals, 
it  is  likely  that  the  accuracy  of  PET  for 
identifying  epileptic  foci  will  continue  to  im- 
prove. Based  on  the  70%  accuracy  figure, 
including  cost  factors  for  all  diagnostic  pro- 
cedures used  at  UCLA  to  localize  epileptic 
foci,  it  has  been  found  that  the  use  of  PET 
reduces  the  average  cost  of  diagnosing  and 
treating  each  epileptic  patient  b^y  almost  a 
factor  of  two  (from  about  $42,000  to 
$23, 000). 

3.  PET  is  being  used  to  assess  the  function 
of  the  various  parts  of  the  brain  and  of 
intracranial  tumor  tissue,  after  radiation  ther- 
apy has  been  used  to  treat  the  tumor  mass. 
With  the  PET  results,  it  is  possible  to  distin- 


FIGURE  2 

This  figure  shows  two  images  of  a patient  with  a partial  complex 
epilepsy  in  an  interictal  state.  F-18  fluorodeoxyglucose  was  used  for  this 
study.  The  arrows  on  the  image  identify  portions  of  the  medial  and  lateral 
temporal  cortex  which  is  relatively  hypometabolic  compared  to  the 
contralateral  side.  Note:  During  ictus  there  will  be  a dramatic  change  in 
the  pattern  with  the  epileptic  focus  exhibiting  marked  hypermetabolism. 
(Courtesy  UCLA  School  of  Medicine,  Division  of  Nuclear  Medicine). 
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guish  between  actively  growing  cancer  cells 
and  cells  that  have  been  destroyed  by  radia- 
tion therapy.  In  addition,  PET  provides  evi- 
dence regarding  the  growth  rate  of  whatever 
tumor  exists.  These  findings,  taken  together, 
will  provide  evidence  of  crucial  importance 
to  oncologists  attempting  to  determine 
whether  further  therapy/surgery  is  indicated. 

Alternatives  to  PET  include  cerebral  angi- 
ography and  tomographic  studies  with  C.T. 
or  M.R.I.  All  of  these  radiologic  procedures 
provide  very  good  anatomical  information 
to  determine  that  a "mass"  is  indeed  present 
at  the  site  of  the  previous  brain  tumor. 
However,  none  of  these  modalities  can  de- 
termine whether  any  viable  tumor  tissue 
exists  in  such  mass.  Thus,  the  gold  standard 
at  present  is  to  reoperate  on  these  patients. 
Obviously,  the  cost  of  a PET  procedure  is 
significantly  below  the  cost  of  surgery  and 
the  attendant  hospital  stay.  We  expect  to  ac- 
cumulate at  least  50  brain  tumor  patients 
each  year  so  that  in  a 2-year  span,  we  could 
have  as  many  as  100  patients  for  follow-up 
studies.  It  is  estimated  that  about  one-third 
of  these  patients  will  have  no  recurrent  tumor 


FIGURE  3 

Four  cross-sectional  images  of  the  brain  of  a 
patient  with  a recurrent  high  grade  astrocytoma  are 
shown.  F-18  fluorodeoxyglucose  is  used  in  this  study. 
The  images  were  obtained  using  a 931-08  CTI  unit. 
An  arrow  on  the  image  in  the  upper  left  identifies  in- 
creased FDG  uptake  in  the  wall  of  the  tumor,  the 
cold  area  centrally  corresponds  to  necrotic/surgical 
defect  in  the  core.  (Courtesy  UCLA  School  of  Medi- 
cine, Division  of  Nuclear  Medicine). 


at  the  time  of  followup.  If  so,  a conservative 
estimate  of  health  care  dollars  saved  in  the 
management  of  these  patients  could  exc.eed 
$100,000  per  year  even  in  the  small  group 
of  patients  being  followed  at  our  medical 
center.  Figure  3 shows  an  example  of  a 
patient  with  a recurrent  high  grade  astrocy- 
toma who  was  studied  at  the  UCLA  Medical 
Center.  As  in  Figure  2,  the  images  were 
obtained  using  a 931-08  CTI  scanner. 

4.  Patients  with  Alzheimer's  disease  pres- 
ent a fairly  typical  pattern  on  a PET  scan  as 
shown  in  figure  4.  Thus  it  appears  that  PET 
can  be  of  great  value  in  the  differential 
diagnosis  of  dementia.  Such  a differentia- 
tion is  of  importance  in  that  other  forms  of 
dementia  such  as  multiinfarct  dementia  and 
pseudodementia  (depression)  can  be  treated 
reasonably  successfully. 

Up  to  now,  the  "gold  standard"  for  iden- 
tifying Alzheimer's  disease  has  been  the  post 
mortem  examination.  There  has  been  an 
ongoing  search  for  a method  for  the  early  di- 
agnosis of  this  disease.  Radiographic  ap- 
proaches including  angiography  have  been 
largely  unsuccessful.  Techniques  of  Nuclear 
Medicine  for  assessment  of  regional  cerebral 
blood  flow,  including  SPECT,  have  shown 
some  promise  for  assessment  of  the  differen- 
tial diagnosis  of  patients  with  dementia  but 
with  a sensitivity  that  is  presently  signifi- 
cantly below  that  of  PET. 

Just  under  1%  of  the  total  population  of 
the  United  States  has  Alzheimer's  disease 
and  greater  than  4%  of  patients  over  age  65 
have  been  diagnosed  to  have  Alzheimer's 
disease.  Experts  estimate  that  as  many  as 
50%  of  patient's  thought  to  have  the  diagno- 
sis of  Alzheimer's  disease  actually  have  po- 
tentially treatable  dementia.  An  average  cost 
for  patients  institutionalized  with  dementia 
is  $30,000.00  per  year.  Assuming  that  1 mil- 
lion patients  could  be  identified  as  having 
treatable  dementia  and  returned  to  mean- 
ingful lives,  the  potential  annual  savings  na- 
tionwide would  exceed  30  billion  dollars 
per  year.  In  addition  to  the  institutional 
costs,  a diagnosis  of  Alzheimer's  disease  by 
PET  would  remove  the  necessity  of  spending 
literally  millions  of  dollars  for  other  tests 
with  accuracies  somewhat  less  than  that  of 
PET. 

As  experience  with  PET  expands,  a wide 
range  of  additional  applications  are  becom- 
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FIGURE  4 

This  Figure  shows  six  cross-sectional  images  obtained  at  different 
levels  in  a patient  with  Alzheimer's  disease.  The  images  were  obtained 
using  the  ECAT  III  scanner.  Arrows  on  the  upper  left  image  illustrate  the 
symmetrical  decrease  in  glucose  utilization  in  the  parietal  cortex  bilater- 
ally which  is  a typical  finding  in  patients  with  Alzheimer's  disease.  (Cour- 
tesy UCIA  School  of  Medicine,  Division  of  Nuclear  Medicine). 


ing  apparent.  For  example,  present  applica- 
tions in  the  cardiovascular  area  can  be  ex- 
tended to  the  cerebrovascular  area  using 
PET  to  assess  the  viability  of  brain  tissue  prior 
to  initiating  revascularization  procedures. 
Some  very  interesting  results  have  been  re- 
ported in  the  study  of  patients  with  various 
psychiatric  disorders  such  as  schizophrenia. 
The  formulation  of  special  radiopharmaceu- 
ticals to  look  at  the  location  and  density  of 
various  receptors  in  the  brain  is  proving  use- 
ful in  this  regard  as  well  as  in  the  investiga- 
tion of  various  neurological  disorders.  The 
receptors  which  are  being  looked  at  pres- 
ently include  those  relating  to  dopamine, 
histamine,  benzodiazapine  and  adrenergic 
receptors.  It  appears  very  likely  through 
continued  efforts  relating  to  neurotransmis- 
sion, or  understanding  of  the  chemistry 
changes  associated  with  various  neuropsy- 
chiatric disorders  will  gradually  be  uncov- 
ered. 

COST  CONSIDERATIONS: 

The  cost  and  complexity  of  PET  are  major 
barriers  to  the  clinical  utilization  of  Positron 
Emission  Tomography.  PET  scanners  are 
priced  in  the  one  million  dollars  to  one 
million  eight  hundred  thousand  dollars  range 
for  high  resolution  systems^-®'^^"'^.  Cyclotrons 
for  radiopharmaceutical  production  in  a hos- 
pital setting  also  cost  in  the  range  of  one  to 


two  million  dollars.  The  sharing  of  radio- 
pharmaceuticals produced  by  a single  cyclo- 
tron by  several  institutions  can  reduce  the 
cost  of  PET  studies.  Another  consideration  is 
the  cost  of  facility  construction  or  renovation 
of  an  existing  space  which  can  range  from 
fifty  thousand  to  more  than  a million  dollars. 
Operating  costs  are  estimated  to  be  four 
hundred  thousand  to  one  million  dollars  per 
year  depending  upon  the  PET  program  being 
pursued.  The  number  of  clinical  procedures 
performed  per  day  have  varied  from  five  to 
twelve^'’^''®.  Technical  charges  have  varied 
from  six  hundred  to  as  high  as  two  thousand 
dollars  per  patient  examination,  depending 
upon  the  complexity  of  the  study,  the  work 
load,  and  whether  or  not  a cyclotron  is  being 
used  on  site.  Despite  these  relatively  high 
costs,  they  are  not  significantly  different 
from  charges  currently  being  made  for  CT 
and  MRI  scans. 

Efforts  thus  far  to  promote  the  diffusion  of 
PET  techniques  into  a clinical  setting  have 
been  hampered  somewhat  by  the  reluc- 
tance of  some  health  insurers  to  cover  PET 
as  a discrete  Nuclear  Medicine  procedure. 
This  situation  is  expected  to  gradually  im- 
prove as  various  of  the  commercial  insurers 
for  health  care  are  now  beginning  to  reim- 
burse several  medical  institutions  across  the 
country  for  costs  of  performing  clinical  PET 
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procedures.  As  yet,  HCFA  has  classified  PET 
as  "research  related'  and  hence  PET  proce- 
dures have  not  been  eligible  for  coverage 
under  Part  A of  Part  B of  Medicare.  How- 
ever, current  PET  users  have  completed  a 
careful  analysis  of  their  clinical  data  and 
have  recently  presented  HCEA  with  evi- 
dence of  the  clinical  efficacy  of  PET  in  the 
procedures  indentified  earlier  in  this  article. 
A decision  from  HCEA  to  cover  PET  in  this 
fashion  is  not  likely  to  be  made  until  mid- 
1990.  In  the  interim,  funding  is  being  re- 
quested from  various  local  and  national 
agencies  including  various  of  the  third-party 
carriers  of  health  insurance  to  underwrite 
the  costs  of  clinical  studies  at  the  Center  of 
Metabolic  Imaging  at  Creighton  University. 

SUMMARY 

Positron  Emission  Tomgraphy  (PET)  is  a 
new  diagnostic  imaging  modality  which  will 
be  available  for  the  study  of  patients  in  the 
greater  Nebraska  area  beginning  mid  year 
1989.  This  technology  will  provide  unique 
information  on  regional  function  and  blood 
flow  in  a variety  of  body  organs.  Our  empha- 
sis will  be  placed  on  the  identification  of  the 
viability  of  heart  muscle  in  patients  suffering 
a myocardial  infarction  or  following  throm- 
bolysis who  are  being  considered  for  a bypass 
procedure  or  angioplasty.  We  will  also  use 
PET  to  identify  epileptic  loci  and  to  aid  in  the 
diagnosis  of  Alzheimer's  disease,  and  for  the 
assessment  of  the  efficacy  of  various  treat- 
ments of  brain  and  other  organ  tumors. 

Despite  the  realively  high  fixed  costs  of 
PET,  we  are  confident  that  the  unique  infor- 
mation provided  by  this  technology  will  prove 
not  only  to  be  effacacious  but  cost  effective 
as  well.  Thus  reimbursement  through  medi- 
cal insurance  programs,  including  Medicare, 
is  expected  to  occur  for  those  studies  iden- 
tified above.  Likely  coverage  for  additional 
PET  procedures,  particularly  in  the  evalu- 
ation of  psychiatric  disorders,  will  occur 
after  efficacy  and  cost  effectiveness  of  these 
studies  have  been  demonstrated. 
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“Cost  Containment  or  Cost  Consciousness" 

RICHARD  RAYMOND,  M.D. 

President.  Nebraska  Medical  Association 


What  is  a fair  price  for  high  quality  care?  Is  it 
1 2%  of  the  C.N.P.,  or  is  that  too  high?  Can  the 
current  12%  continue  to  rise  with  an  increas- 
ingly aging  patient  population,  or  should  the 
1 2%  be  frozen  by  rationing  of  new,  expensive, 
technological  advancements  in  health  care? 

As  the  annual  increase  in  the  cost  of  health 
care  continues  to  exceed  the  C.P.I.,  the  nation 
is  beginning  to  seek  answers  to  these  difficult 
questions.  Here  in  Nebraska,  Senator  Wesely 
has  formed  a Health  Care  Cost  Containment 
Task  Force  to  study  these  questions  and 
attempt  to  develop  solutions  through  a series 
of  meetings  and  public  hearings.  The  title  of 
this  committee,  “Cost  Containment"  would 
indicate  that,  to  some,  12%  of  the  C.N.P.  is 
high  enough. 

Think  of  "Cost  Containment"  as  that  practiced 
in  the  United  Kingdom,  where  each  year 
rationing  denies  renal  dialysis  to  9,000  patients, 
cancer  chemotherapy  to  12,000  patients, 
CABC  to  1 5,000  patients  and  hip  replacement 
to  7,000  patients.  Britain's  form  of  "cost 
containment"  is  called  the  National  Health 
Service,  and  while  it  probably  saves  millions  of 
dollars,  some  of  its  senior  citizens  either  die 
from  cost  containment  or  remain  disabled. 

One  of  the  primary  incentives  to  "get  a 
handle"  on  costs  is  the  rapidly  rising  price  of 
health  insurance,  which  is  putting  a fiscal 
crunch  on  the  budgets  of  the  state  and  big 
business;  and  is  a leading  cause  of  the 
increasing  rise  in  the  number  of  under-  and 
non-insured  in  Nebraska  and  the  U.S.  But,  is 
this  Medicine's  fault?  In  1970,  there  were  only 
30  mandated  health-insurance  benefits  in  the 
United  States,  but  today  there  are  686 
mandated  benefits  included  in  legislation 
passed  by  the  states.  Each  mandated  benefit, 
such  as  AIDS  coverage,  contributes  to  a never 
ending  rise  in  cost  as  the  insurance  companies 
spread  their  risk  to  all  beneficiaries,  whether 


Richard  Raymond,  M.D. 

they  desire  "full  coverage"  or  not.  Current 
government  policies  have  contributed  in  no 
small  way  to  raising  the  price  of  insurance  to  a 
level  that  many  people  cannot  afford,  yet  one 
policy  could  be  passed  to  help  remedy  this 
problem  — permit  families  to  deduct  the  cost 
of  health  insurance  from  their  taxes. 

And,  of  course,  we  are  not  without  blame. 
We  order  extra  tests  to  protect  ourselves  from 
litigation,  we  allow  patients  to  dictate  when 
and  where  they  will  be  seen,  because  they 
have  "met  their  deductible",  etc.  Next  time 
you  order  a panel  of  tests,  think  cost  con- 
sciously — will  one  or  two  items  suffice  at 
lower  cost.  If  2,000  physicians  in  Nebraska 
saved  SIO  in  health  care  costs/day,  we  could 
"Cost  Contain"  over  7 million  dollars/year.  I 
would  rather  see  us  decide  what  to  order,  and 
who  to  operate  on,  than  have  it  dictated  to  us 
through  further  intrusion  into  the  "Private 
Practice"  of  Medicine. 

Quality  Medical  Care  must  not  take  a back 
seat  to  "Cost  Containment",  but  physicians 
must  be  Cost  Conscious. 
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THE  AUXILIARY 


Health  Projects 


SALLY  BECKER 
NMAA  President 


Health  Projects  are  a major  part  of  the 
Auxiliary's  work.  Auxilians  for  the  year  of 
1989-90  will  be  involved  in  the  distribution  of 
educational  materials  and  planning  programs 
and  projects  in  the  areas  of  Exercise,  Nutrition, 
Health  Care,  Safety,  Abuse,  Communicable 
Diseases,  Community  Resources  & Involve- 
ment, International  Health,  and  addressing 
Adolescent  Health  HIV/Aids  education  in  the 
schools. 

The  Health  Projects  Committee  Chairman 
for  this  year  is  Rita  Seiler,  Omaha,  members 
working  with  Rita  on  the  State  Committee  are 
Arladeane  Urbauer,  Grand  Island;  Joan  Cahoy, 
Lincoln;  Ardis  Grace,  Blair;  Linda  Paul,  Lincoln; 
Catherine  Lear,  Norfolk;  Mary  Seiler,  Hastings; 
Nancy  Nielsen,  Omaha;  and  Pat  Meyer,  Utica. 
The  State  Committee  makes  available  to  the 
County  Auxiliaries  and  Members-at-Large 
material  useful  in  planning  programs  for 
themselves  and  their  communities. 

Publications,  tapes,  and  videos  are  available 
from  the  American  Medical  Association  Aux- 
iliary to  be  used  in  all  areas  of  health  care 
issues  and  a Project  Bank  Catalog  is  produced 
that  contains  successful  projects  undertaken 
in  all  the  states;  this  is  a means  by  which  the 
states  share  information  and  ideas  with  one 
another. 

Public  Service  Announcements  available 
this  year  through  the  State  Committee  regard 
teen  pregnancy  prevention  and  counties  are 
urged  to  have  local  TV  and  radio  stations  run 
these  PSA's. 

The  Health  Projects  Committee  this  year  is 
stressing  the  importance  of  proper  use  of  car 
safety  seats  for  children.  Among  children 
under  four  years  of  age,  child  safety  seats 
prevented  about  28,000  injuries  in  1 987,  with 
100%  correct  use,  child  safety  seats  could 
prevent  53,000  injuries.  Videos  and  educational 


materials  concerning  this  issue  will  be  available 
to  community  organizations. 

Also  in  the  area  of  abuse,  attention  is  being 
called  to  Family  Violence.  I attended  the  AMA 
Conference  on  the  Prevention  of  Family 
Violence  and  Victimization  October  5-7  in 
Chicago  where  they  addressed  the  issues  — 
medical,  social,  and  legal  — concerning  this. 
As  the  Conference  material  reported,  "The 
epidemic  of  family  violence  includes  child 
abuse,  sexual  abuse,  spouse  abuse,  sibling 
abuse,  and  elder  abuse.  Despite  its  severely 
disturbing  nature,  or  perhaps  because  of  it, 
family  violence  remains  a problem  of  critical 
proportion.  The  facts  are:  4 million  spouses 
are  beaten  in  their  homes  each  year.  — Nearly 
50  percent  of  men  who  batter  women  do  so 
on  a regular  basis.  — Most  abused  patients  are 
being  hurt  by  an  intimate  member  of  their 
own  family.  — In  1986,  1.6  million  children 
were  reported  abused  or  neglected.  One  third 
of  battered  children  are  under  the  age  of  6 
months.  — Only  1 in  5 cases  of  elder  abuse  is 
reported.  The  truth  is  that  violence  in  the 
home  is  an  escalating  public  health  problem 
and  each  year  a million  or  more  additional 
individuals  are  hurt  due  to  family  violence." 
Our  aim  for  the  year  is  this  area  will  be  to  let 
auxilians  know  where  to  obtain  information 
on  this  subject  and  be  aware  of  community 
organizations  and  programs  that  are  available 
to  the  abuser  and  the  person  being  abused  in 
order  to  stop  this  cycle  as  it  seems  that 
children  when  abused  can  go  on  to  become 
abusers  themselves. 

The  Health  Projects  Committee  presented 
material  and  suggestions  at  the  Fall  Board 
Meeting  and  a November  Newsletter  is  being 
sent  to  all  members  of  the  auxiliary  containing 
information  from  the  committee  members  in 
their  specific  areas  and  reporting  what  is  being 
done  in  county  auxiliaries  across  the  state. 
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Chairman  Rita  Seiler  is  also  compiling  a 
Speakers  Bureau  list,  with  the  help  of  counties, 
available  to  auxilians  through  the  State  Committee. 

As  one  of  our  purposes  is  to  support  health- 
related  charitable  endeavors,  county  auxiliaries 
and  members-at-large  donate  funds  to  help 
finance  and  give  of  their  time  to  help  man 
community  programs  in  areas  of  mutual 
concern.  Nebraska  Auxilians  also  work  in 


coalition  with  other  organizations  dealing  with 
better  health  and  quality  of  life  for  all  people 
whenever  possible. 

Our  theme  for  health  this  year  is  Shape  up 
for  Life,  we  are  challenging  ourselves  in  this 
area  as  well  as  others. 

Sally  Becker, 

President 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JANUARY  25-30,  1990  — Esophageal  Dis- 
orders: Pathophysiology  and  Treatment  - 
Maui,  Hawaii. 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  EDUCATION  COURSES 

NOVEMBER  30  - DECEMBER  3,  1989  — 
Nebraska  Obstetrics  and  Gynecologic  Society. 
Las  Vegas,  Nevada 

FEBRUARY  11-18,  1990  — 8th  Annual  Park  City 
Oculoplastic  Meeting,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone,  Colorado. 

MARCH  26-April  6,  1990  — Family  Practice 
Review. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 


ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  Universtiy  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact:  Sally  C. 

O'Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 

Continuing  Medical  Education  Division,  Omaha,  Nebraska 

68178.  Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280- 

1830. 


NMA  COMING  MEETINGS 

APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  1 3-1  5,  1990  — NMA  Fall  - Corn- 
husker  Hotel. 

APRIL  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 

JOHNS  HOPKINS  UNIVERSITY 

DIAGNOSTIC  CYTOPATHOLOCY  FOR  PATH- 
OLOGISTS - 1990  POSTGRADUATE  INSTI- 
TUTE — February  through  April,  1990, 
Home  Study  Gourse  A,  April  23  to  May  4, 
1 990,  In-Residence  Course  B,  Johns  Hopkins 
University  School  of  Medicine,  Baltimore, 
Maryland  21205. 

COMING  MEETINGS 

ROCKY  MOUNTAIN  CONFERENCE  ON 
EMERGENCY  MEDICINE  & NURSING  — 
January  24-27,  1990,  Keystone,  CO.  For 
information,contact  Centennial  Conferences, 
5353  Manhattan  Circle,  #103,  Boulder,  CO 
80303. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS  — April  20,  1990,  Omaha 
Marriott  Hotel,  Behavioral  Pediatrics.  April 
21,  Sports  Medicine. 

ST.  PAUL-RAMSEY  MEDICAL  CENTER 

NOVEMBER  1 0,  1 989  — "Neurology  Update", 
to  be  held  at  the  Earle  Brown  Continuing 
Education  Center,  1890  Buford  Avenue,  St. 
Paul,  Minnesota.  This  program  is  sponsored 
by  St.  Paul-Ramsey  Medical  Center/Ramsey 
Clinic,  The  Department  of  Neurology  and 
the  Office  of  Continuing  Medical  Education. 
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AMA  NEWS  NOTES 


The  Office  of  the  U.S.  Trade  Representative 
should  deny  a petition  seeking  to  force  the 
Thai  Government  to  open  the  tobacco  market 
to  multi-national  companies  comprising  the 
U.S.  Cigarette  Export  Association  (USCEA), 
AMA  stated  at  a hearing  before  that  Office. 
If  the  relief  requested  by  USCEA  was  granted 
it  "would  have  a substantial  and  long-term 
adverse  health  impact  on  the  people  of 
Thailand,"  AMA  Trustee  Raymond  Scalettar, 
M.D.,  said.  "It  would  be  of  questionable 
benefit  to  the  U.S.  economy  and  it  would 
further  the  damage  to  our  nation's  interna- 
tional statue  which  we  witnessed  in  the 
aftermath  of  earlier  efforts  by  the  U.S.  Trade 
Representative  on  half  of  cigarette  manu- 
facturers." Dr.  Scalettar  emphasized  that  the 
deleterious  effects  of  tobacco  on  human 
health  are  scientifically  established  and 
accepted  by  the  U.S.  as  the  basis  for  many 
domestic  health  policies.  These  effects  cannot 
be  disputed  and  should  not  be  ignored  by  the 
U.S.  Trade  Office. 

USCEA  had  petitioned  for  a relief  against 
the  Kingdom  of  Thailand  and  the  Thailand 
Tobacco  Monopoly.  Tobacco  consumption  in 
Thailand  almost  certainly  would  increase  with 
the  presence  of  multi-national  tobacco  com- 
panies, AMA  said,  because  American  style 
products  and  advertising  likely  would  result  in 
American  style  consumption  patterns.  Open- 
ing up  new  cigarette  markets  in  Thailand  and 
other  areas  of  the  developing  world  "would 
be  an  active  contribution  to  the  worldwide 
smoking  epidemic,"  Dr.  Scalettar  stated.  The 
fact  that  Thailand  has  a single  government- 
controlled  tobacco  entity  affords  public  health 
officials  there  of  the  opportunity  to  contain 
tobacco  consumption,  he  said. 

* * ♦ 

The  Association  has  also  backed  a legislative 
proposal  that  would  give  $1 ,000-a-month  tax 
credits  to  primary  care  physicians  as  an 
incentive  for  practicing  in  rural  health  man- 
power shortage  areas.  However,  the  AMA 
offered  suggestions  for  making  the  potential 
program  more  effective. 

In  a letter  to  Sen.  David  Pryor  (D,  Ark.), 
sponsor  of  the  Rural  Health  Incentives  Act  of 
1989,  and  three  co-sponsors,  the  AMA  sug- 
gested modifying  a provision  that  would 
require  a physician  to  serve  for  five  years  in  a 


shortage  area  before  receiving  full  credit  for 
up  to  36  months.  That  requirement  could 
defeat  the  purpose  of  attracting  more  physicians 
to  rural  areas,  since  individuals  may  be 
reluctant  to  make  such  a long  commitment, 
the  AMA  said. 

The  AMA  recommended  providing  the 
standard  Si, 000  tax  credit  for  each  month 
actually  served  for  a designated  span  of  time 
and  subsequently  to  increase  the  amount  to 
tax  credits  to  encourage  longer  periods  of 
service. 

♦ * * 

AMA  has  issued  the  following  statement 
from  James  H.  Sammons,  M.D.,  regarding  the 
Senate's  vote  to  ban  smoking  on  all  commer- 
cial airline  flights  in  the  U.S. 

"The  American  Medical  Association  is  pleased 
with  the  action  taken  by  the  U.S.  Senate  that 
calls  for  a ban  on  smoking  on  all  domestic 
commercial  airline  flights.  It  is  our  hope  that  a 
House-Senate  conference  committee  will  act 
swiftly  in  reconciling  the  differences  between 
the  two  bills  so  that  we  can  eliminate  this 
potential  hazard  to  all  airline  passengers. 

"Each  year  over  390,000  deaths  are  attri- 
buted to  the  effects  of  long-term  use  of 
tobacco  products.  For  years  physicians  have 
fought  hard  to  decrease  that  death  rate  and 
today  we  are  appreciative  of  this  legislative 
victory. 

"The  AMA  will  continue  to  work  towards  a 
tobacco-free  environment,  and  views  the 
recent  action  by  the  Senate  as  a major  step  in 
that  direction." 

* * ♦ 

Practice  parameters  are  being  developed  by 
a wide  array  of  organizations.  Review  of  the 
parameters  reveals  different  developmental 
processes  and  content.  Although  there  is  no 
'gold  standard,'  the  AMA  Office  of  Quality 
Assurance  has  developed  preliminary  attributes 
for  the  development  of  and  format  for 
practice  parameters.  The  preliminary  attributes 
reflect  the  general  principles  for  practice 
parameters,  as  outlined  in  the  adopted  American 
Medical  Association  Board  of  Trustees  Report 
R (A-89). 

If  you  wish  to  receive  a copy  of  the 
preliminary  attributes  please  call  Lillian  McLeod 
in  AMA's  Office  of  Quality  Assurance  at  312- 
645-5516. 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  K.  Gelber,  M.D..  Neurological  Surger>’  222 1 So.  1 7th  St.. 
Suite  310.  Lincoln.  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8';:  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

.Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  relerences. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

.Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summarv*  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  artirle 
and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors’  names  and  initials,  title  of  article,  abbreviated  name  of 
Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8'^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5x7  in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Leiters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Ed.D..  Executive  Director 
2730  South  114th  St.,  Omaha  68144 
American  Heart  .Association.  Nebraska  Affiliate 
Douglas  P.  Haileen.  Executive  Director 
3624  Farnam  St..  Omaha  68131 

American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr,  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South,  Room  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court.  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248.  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

2700  N.  27th  St.,  Lincoln  68521 

Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.  Omaha  68178 
Dairy’  Council  of  Central  States,  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralstoa  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L"  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  6^h  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 

Gerald  Christensen,  M.D..  President  DepL  of  Ophthalmology 
UNMC  - 42nd  & Dewey.  Omaha  68105 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D..  President 
201  Ridge  St.,  #311,  Council  Bluffs.  lA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp.  D.O..  President 

Dept.  Pediatrics.  Creighton  Univ..  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Paul  J.  Bender.  M.D..  Pre.rident 

Suite  1.  Professional  Plaza.  6801  N.  72nd  St..  Omaha  68122 
Nebraska  Assoctation  of  Pathologists 
James  Linder.  M.D..  President 

Dept,  of  Pathology  • UNMC.  42nd  & Dewey.  Omaha  68105 
Nebraska  Cardiovasular  Society 
Charles  S.  Wilson,  M.D..  President 
1919  S.  40th  St..  #300,  Lincoln.  68506 
Nebraska  Chapter  - .American  .Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D..  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park.  #202,  401  No.  1 17th.  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E,  Jeter.  P.A-C,  President 
Fremont  68025 

Nebraska  Chapter  - .American  Academy  of  Pediatrics 
Thomas  Tonniges.  .M.D..  President 
Charlotte  Hasvthorne.  Administrator 
2115  N.  Kansas,  Hastings  68901- 

Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker.  M.D..  F.A.C.P.,  Governor 

Creighton  University  School  of  Medicine.  601  N.  30th  St..  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 
Paul  Collicott,  M.D..  President 
4740  A Street,  Lincoln  68510 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aila.  M.D..  Medical  .Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw.  Executive  Director 
444  Regency  Parkway  Dr..  #302.  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett.  Executive  Director 
3120  0 St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  .M.S..  R.D..  President 
3347  S.  I26th  .Ave . Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  O St-.  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street  Suite  D.  Lincoln  68508-2509 

Nebraska  League  for  Nursing 
Barbara.  McCabe,  President 
510  Redwood  Dr.,  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 

Nebraska  .Medical  Foundation 

William  L.  Schellpeper,  Secretary 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711.  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D.,  Secretary 
6920  Van  Dorn.  Lincoln.  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N'.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani.  M.D.,  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call  M.D..  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  .M.D. 

P.O.  Box  5363.  Lincoln  68505 

Nebraska  Society  of  Anesthesiologists 
Charles  D Gregorius.  .M.D..  President 
1512  Fir.sTier  Rank  Bldg..  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.,  President 
3145  O St..  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Susan  M.  Engstrom,  C.M.A.-AC,  President 
810  Willard.  Cir.,  Hickman  68372 

Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 
4010  Kay  Ave.,  Grand  Island  68803 

Nebraska  Society  of  Respiratorv-  Therapy 
Marcy  PearsolL  RRT.  President 
Lincoln  General  Hospital  68502 

Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D.,  M.  Ed.  Director  of  Health 
301  Centermial  Mall  South.  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D..  Secretaiy- Treasurer 
720  No.  87th  St..  Omaha  68114 
Nebraska  Stroke  Foundation 
Kaiy’l  Newman,  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street.  Lincoln  68510 
Nebraska  V^eterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building.  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D..  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


AMA  NEWS  NOTES 

(continued  from  page  8-A) 

airline  flights  within  the  continental  United 
States  and  on  most  flights  to  Alaska  and 
Hawaii.  The  AMA  will  continue  to  work  toward 
final  enactment  to  protect  the  health  of  all 
airline  passengers  and  crews. 

“Each  year,  almost  1 000  Americans  die  daily 
due  to  smoking-related  illnesses.  Additionally, 
research  on  'second-hand'  smoke  demonstrates 
the  necessity  of  banning  smoking  on  flights  to 
protect  the  health  not  only  of  the  smoker  but 
also  those  around  him  or  her.  This  is  particularly 
important  for  aircraft  crews  who  fly  multiple 
flights  per  day  with  the  'second-hand'  smoke 
constantly  being  recirculated  in  the  aircraft." 
♦ * * 


DEATH  OF  PATRICIA  SHEEHAN 

Patricia  Sheehan,  Executive  Director  of  the 
Metropolitan  Omaha  Medical  Society  for  the 
past  27  years,  died  on  October  4,  following  a 
brief  terminal  illness.  She  was  61. 

Miss  Sheehan  had  been  active  in  AAMSE 
affairs  throughout  her  career  and  was  a 
member  of  its  Board  of  Directors  from  1973- 
1977. 

Memorial  contributions  may  be  made  to  the 
Duchesne  Academy  of  the  Sacred  Heart,  3601 
Burt  St.,  Omaha,  NE  681 31  or  to  any  charity  of 
one's  choice. 

* * * 


Most 
patients 
need 
only  one. 


President  Bush's  nomination  of  Antonia 
Novello,  MD,  a Puerto  Rico  pediatric  kidney 
specialist  and  public  health  administrator,  to 
become  the  nation's  next  U.S.  Surgeon  General, 
has  been  hailed  by  the  AMA. 


James  H.  Sammons,  MD,  AMA's  Executive 
Vice  President,  issued  the  following  statement 
upon  learning  of  Dr.  Novello's  nomination: 

"The  American  Medical  Association  is  very 
pleased  by  the  nomination  of  Dr.  Antonia 
Novello  to  the  office  of  Surgeon  General  of 
the  United  States.  Dr.  Novello's  qualifications 
for  the  position  are  outstanding  and  impecc- 
able. I am  confident  that  her  tenure  as 
surgeon  general  will  add  to  the  great  legacy  of 
the  office. 

"As  surgeon  general.  Dr.  Novello  will  occupy 
a seat  in  the  House  of  Delegates  and  we  look 

(continued  on  page  16-A) 
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K-»UR 

(Potassium  Chloride)  USP 
Extended  Release  Tablets 

INDICATIONS  AND  USAGE  BECAUSE  OF  REPORTS  OF  INTESTINAL  ANO  GASTRIC  ULCERATION  ANO  BLEEDING  WITH 
CONTROLLED  RELEASE  PJOTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE 
PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVESCENT  POTASSIUM  PREPARATIONS  OR  FOR 
PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  the  treatmeot  of  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis  intoxication  and  in  pa- 
tients with  hypokalemic  familial  periodic  paralysis.  If  hypokalemia  is  the  result  of  diuretic  therapy,  consideration  should  be 
given  to  the  use  of  a lower  dose  of  diurebc,  which  may  be  sufficient  without  leading  to  hypokalemia, 

2.  For  the  prevenbon  of  hypokalemia  in  pahents  who  would  be  at  parbcular  risk  if  hypokalemia  were  to  develop,  e.g. , 
digitalized  pahents  or  patients  with  significant  cardiac  arrhythmias 

The  use  of  potassium  salts  in  pahents  receiving  diurehcs  for  uncomplicated  essenhal  hypertension  is  often  unnecessary 
when  such  pahents  have  a normal  dietary  pattern  and  when  low  doses  of  the  diurehc  are  used.  Serum  potassium  should  be 
checked  penodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementahon  with  potassium-containing  foods  may  be 
adequate  to  control  milder  cases.  In  more  severe  cases,  and  if  dose  adjustment  of  the  diurehc  is  inetfechve  or  unwarranted, 
supplementahon  with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS  Potassium  supplements  are  contraindicated  in  pahents  with  hyperkalemia  since  a further  increase  in 
serum  potassium  concentrahon  In  such  pahents  can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  fol- 
lowing condihons:  Chronic  renal  failure,  systemic  aciriosis  such  as  diabehc  acidosis,  acute  deh^rahon,  extensive  hssue 
breakdown  as  in  severe  bums,  adrenal  insufficiency,  or  the  administrahon  of  a potassium-sparing  diurehc  (e.g. . spironolac- 
tone. tnamterene,  amiloride)  (see  OVERDOSAGE) 

Controlled  release  formulahons  of  potassium  chloride  have  produced  esophageal  ulcerahon  in  certain  cardiac  pahents 
with  esophageal  compression  due  to  enlarged  left  atrium.  Potassium  supplementahon,  when  indicated  in  such  pahents, 
should  be  given  as  a liquid  preparabon  or  as  an  aqueous  (water)  suspension  of  K-DUR  (see  PRECAUTIONS.  Information  for 
Patients,  and  DOSAGE  AND  ADMINISTRATION  sechons) 

All  solid  dosage  forms  of  potassium  chloride  are  contraindicated  in  any  pahent  in  whom  there  is  structural,  pathological 
(e  g.,  diabehc  gastroparesis)  or  pharmacologic  (use  of  anhcholinergic  agents  or  other  agents  with  anhcholinergic  properhes  at 
sufficient  doses  to  exert  anhcholinergic  effects)  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointeshnal  tract. 
WARNINGS  Hyperkalemia  (see  OVERDOSAGE)-ln  pahents  with  impaired  mechanisms  for  excrehng  potassium,  the  ad- 
ministrahon of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  commonly  in  pahents  given 
potassium  by  the  intravenous  route  but  may  also  occur  In  pahents  given  potassium  orally.  Potenhally  fatal  hyperkalemia  can 
develop  rapidly  and  be  asymptomahc.  The  use  of  potassium  salts  in  pahents  with  chronic  renal  disease,  or  any  other  condi- 
hon  which  impairs  potassium  excrehon,  requires  parhcularly  careful  monitonng  of  the  serum  potassium  concentrahon  and 
appropnate  dosage  adiustment 

Inleraclion  with  Potassium  Sparing  Diuretics-Hypokalemia  should  not  be  treated  by  the  concomitant  administrahon  of 
potassium  salts  and  a potassium-sparing  diurehc  (e.g.,  spironolactone,  tnamterene  or  amiloride)  since  the  simultaneous  ad- 
ministrahon of  these  agents  can  produce  severe  hyperkalemia. 

Interaction  with  Angiotensin  Converting  Enzyme  Inhibitors-Angiotensin  converhng  enzyme  (ACE)  inhibitors  (e  g.,  cap- 
topril,  enalapril)  will  produce  some  potassium  retenhon  by  inhibihng  aldosterone  produchon.  Potassium  supplements  should 
be  given  to  pahents  receiving  ACE  inhibitors  only  with  close  monitonng. 

Gastrointestinal  Lesions-Solid  oral  dosage  forms  of  potassium  chloride  can  produce  ulcerahve  and/or  stenohc  lesions 
of  the  gastrointeshnal  tract.  Based  on  spontaneous  adverse  reachon  reports,  entenc  coated  preparahons  of  potassium  chlo- 
nde  are  associated  with  an  increased  frequency  of  small  bowel  lesions  (40-50  per  100,000  pahent  years)  compared  to  sus- 
tained release  wax  matrix  formulahons  (less  than  one  per  100,000  pahent  years).  Because  of  the  lack  of  extensive  markehng 
experience  with  microencapsulated  products,  a comparison  between  such  products  and  wax  matrix  or  enteric  coated 
products  is  not  available.  K-DUR  is  a tablet  formulated  to  provide  a controlled  rate  of  release  of  microencapsulated  potassi- 
um chloride  and  thus  to  minimize  the  possibility  of  a high  local  concentrahon  of  potassium  near  the  gastrointeshnal  wall, 

Prospechve  trials  have  been  conducted  in  normal  human  volunteers  in  which  the  upper  gastrointeshnal  tract  was  evaluat- 
ed by  endoscopic  inspechon  before  and  after  one  week  of  solid  oral  potassium  chloride  therapy.  The  ability  of  this  model  to 
predict  events  occurring  in  usual  clinical  prachce  is  unknown.  Trials  which  approximated  usu^  clihical  prachce  did  not  reveal 
any  clear  differences  between  the  wax  matrix  and  microencapsulated  dosage  forms.  In  contrast,  there  was  a higher  inci- 
dence of  gastric  and  duodenal  lesions  in  subjects  receiving  a high  dose  of  a wax  matnx  controlled  release  formulahon  under 
condihons  which  did  not  resemble  usual  or  recommended  clinical  prachce  (i.e. , 96  mEq  per  day  in  divided  doses  of  potassi- 
um chloride  administered  to  fasted  pahents,  in  the  presence  of  an  anhcholinergic  drug  to  delay  gastric  emptying).  The  upper 
gastrointeshnal  lesions  observed  by  endoscopy  were  asymptomahc  and  were  not  accompanied  by  evidence  of  bleeding 
(Hemoccult  teshng)  The  relevance  of  these  findings  to  the  usual  condihons  (i.e.,  non-fashng,  no  anhcholinergic  agent, 
smaller  doses)  under  which  controlled  release  potassium  chloride  products  are  used  is  uncertain;  epidemiologic  studies 
have  not  idenhfied  an  elevated  risk,  compared  to  microencapsulated  products,  (or  upper  gastrointeshnal  lesions  in  pahents 
receiving  wax  matnx  formulahons.  K-DUR  should  be  disconhnued  immediately  and  the  possibility  of  ulcerahon,  obstruchon 
or  perforahon  considered  if  severe  vomihng,  abdominal  pain,  distenhon,  or  gastrointeshnal  bleeding  occurs. 

Metabolic  Acidosis-Hypokalemia  in  pahents  with  metabolic  acidosis  should  be  treated  with  an  alkalinizing  potassium 
salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or  potassium  gluconate. 

PRECAUTIONS  General:  The  diagnosis  of  potassium  deplehon  Is  ordinarily  made  by  demonstrahng  hypokalemia  in  a pahent 
with  a clinical  history  suggeshng  some  cause  tor  potassium  deplehon.  In  interprehng  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  ffiat  acute  alkalosis  per  se  can  produce  hypokalemia  in  the  absence  of  a deficit  in  total  body  potas- 
sium while  acute  acidosis  per  se  can  increase  the  serum  potassium  concentrahon  into  the  normal  range  even  in  the 
presence  of  a reduced  total  body  potassium.  The  treatment  of  potassium  deplehon,  parhcularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attenhon  to  acid-base  balance  and  appropriate  monitoring  of  serum  elec- 
trolytes, the  electrocardiogram,  and  the  clinical  status  of  the  pahent. 

laboratory  Tests:  When  blood  is  drawn  for  analysis  of  plasma  potassium  it  Is  important  to  recognize  that  arhfactual  eleva- 
hons  can  occur  after  improper  venipuncture  technique  or  as  a result  of  in-vitro  hemolysis  of  the  sample 

Drug  Interactions:  Potassium-spanng  diurehcs.  angiotensin  converhng  enzyme  inhibitors  (see  WARNINGS) 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Carcinogenicity,  mutagenicity  and  ferhiity  studies  in  animals 
have  not  been  performed  Potassium  is  a normal  dietary  conshtuent. 

Pregnancy  (iategory  C:  Animal  reproduchon  studies  have  not  been  conducted  with  K-DUR,  It  is  unlikely  that  potassium  sup- 
plementahon that  does  not  lead  to  hyperkalemia  would  have  an  adverse  effect  on  the  fetus  or  would  affect  reproduchve  capacity. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  pet  liter.  Since  oral  potassium  be- 
comes part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  excessive,  the  contribuhon  of  potassium  chloride 
supplementahon  should  have  lithe  or  no  effect  on  the  level  in  human  milk. 

Pediatric  Use:  Safety  and  effechveness  in  children  have  not  been  established, 

ADVERSE  REACTIDNS  One  Of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS,  WARNINGS, 
and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointeshnal  condihons  including  obstruchon, 
bleeding,  ulcerahon.  and  perforahon  (see  CONTRAINDICATIONS  and  WARNINGS) 

The  most  common  adverse  reachons  to  oral  potassium  salts  are  nausea,  vomihng,  flatulence,  abdominal  pain/discom- 
tort.  and  diarrhea.  These  symptoms  are  due  to  irritahon  of  the  gashointeshnal  tract  and  are  best  managed  by  diluhng  the 
preparabon  further,  taking  the  dose  with  meals  or  reducing  the  amount  taken  at  one  hme, 

OVERDOSAGE  The  administrahon  of  oral  potassium  salts  to  persons  with  normal  excretory  mechanisms  for  potassium  rare- 
ly causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too  rapidly 
intravenously,  potenhally  fatal  hyperkalemia  can  result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to 
recognize  that  hyperkalemia  is  usually  asymptomahc  and  may  be  manifested  only  by  an  increased  serum  potassium  con- 
cenhahon  (6.5-8.0  mEq/L)  and  characterishc  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depres- 
sion of  S-T  segment,  and  prolongahon  of  the  QT-interval).  Late  manifestahons  include  muscle-paralysis  and  cardiovascular 
collapse  from  cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  twerkalemia  include  the  following: 

1.  Eliminahon  of  foods  and  medicahons  containing  potassium  and  of  any  agents  with  potassium-spanng  properhes. 

2.  Intravenous  administrahon  of  300  to  500  mL/hr  of  10%  dextrose  soluhon  containing  10-20  units  of  crystalline  insulin 
per  1,000  mL, 

3.  Correchon  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  hearing  hyperlalemia.  it  should  be  recalled  that  in  pahents  who  have  been  stabilized  on  digitalis,  too  rapid  a lowering  of 
the  serum  potassium  concentrahon  can  produce  digitalis  toxicity. 

Caution  Federal  law  prohibits  dispensing  without  prescriphon. 
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AMA  NEWS  NOTES 

(continued  from  page  1 5-A) 
forward  with  her  to  preserve  and  improve  the 
health  and  welfare  of  Americans.” 

The  U.S.  Surgeon  General  designee's 
husband,  Joe,  is  a psychiatrist  who  formerly 
hosted  a radio  talk  show  in  Washington,  DC. 
Her  brother-in-law,  Don  Novello,  is  the  popular 
comedian.  Father  Guido  Sarducci,  a former 
member  of  the  SATURDAY  NIGHT  LIVE,  cast 
who  regularly  appears  on  TV  talk  shows. 

♦ ♦ * 

Effective  October  1,  carriers  will  be  instructed 
by  HCFA  that  assigned  claims  submitted 
without  a diagnositc  code  should  be  denied 
payment.  To  help  build  coding  accuracy  and 
confidence.  The  AMA  Department  of  Practice 
Management  will  offer  ”ICD-9  Coding  for 
Doctors'  Offices"  on  November  8 and  Dec- 
ember 6 at  AMA  Headquarters  in  Chicago. 

This  one-day  workshop  will  help  partici- 
pants master  the  basics  of  diagnositc  coding 
on  insurance  claims,  especially  Medicare 
reimbursement  forms.  To  register,  or  for 
further  information,  call  1-312-645-4958. 

♦ * ♦ 
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AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas. 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass.  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs. 
Beatrice.  Counties:  Gage,  Johnson 

Nemaha.  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison. 
Pierce.  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone, 
Burt,  Colfax,  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D..  Sewai'd.  Counties:  Butler, 
Hamilton,  Polk.  Saunders.  Seward.  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbury.  Counties:  Clay.  Fillmore. 
Jefferson.  Nuckolls.  Saline.  Thayer. 
Eighth  District:  Councilor:  Richard  D. 
Fitch,  M.D..  O’Neill.  Counties:  Boyd. 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer.  Dawson.  Garfield.  Grant.  Greeley, 
Hall.  Hooker.  Howard,  Loup.  .Sherman, 
Thomas,  Valley.  VV'heeler. 

Tenth  Dustrict:  Councilor  Chai'Ies  F.  Damico. 
M.D..  Hastings.  Counties:  Adams.  Chase. 
Dundy.  Franklin.  Frontier.  Furnas. 
Gosper.  Harlan.  Hayes,  Hitchcock. 
Kearnev.  Phelps.  Red  Willow.  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D..  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden,  Keith.  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson.  Alliance,  Counties:  Banner. 
Box.  Butte.  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 
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(icrild  Jensfii  Kearnev  Georg.-  Bascom  Keainev 

Mark  Carlson.  David  City Jack  Kaufmann.  David  City 

. . R.  R .Andersen,  Nehawka Glen  K.  Knosp.  Elmwood 

. . . James  Thayer,  Sidney Clinton  Dorwart.  Sidney 

. . . . Thomas  Tibbies,  West  Point Gordon  .Moshman,  West  Point 

. Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Silorius,  Cozad 

Dean  Bloch.  Arlington W.  B,  Eaton.  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

Tom  Marlin,  Ord Otis  Miller.  Ord 

Donald  Weldon.  Beatrice Louis  J.  Gogela.  Jr..  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis.  Grand  Island 

Mike  Sullivan.  Aurora John  Wilcox.  Aurora 

...  Melvin  Campbell.  .Ainsworth 

....  Gordon  O.  Johnson,  Fairbury R.  .A.  Blatny.  Fairbury 

Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

D.  .M.  Laflan.  Creighton D.  J.  Nagengast.  Bloomfield 

. . . Robert  G.  Osborne.  Lincoln Prentiss  Dettman,  Lincoln 

Timothy  O'Holleran,  North  Platte Jeff  Brittan,  North  Platte 

Otto  WuUschleger.  Norfolk .Michael  .Murphy,  Norfolk 

. ...  Muriel  Frank.  Omaha F.  F.  Pausiian.  Omaha 

Steffan  Lacy.  Norfolk Michael  Murphy,  Norfolk 

Edward  Metz.  Crawford R.  H.  Rasmussen.  Chadron 

Dean  R.  Thomson.  Nebraska  City Paul  R.  Madison.  Nebraska  City 

.Arthur  Liebentritt.  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma.  Crete 

Fred  Gawecki.  Omaha Barbara  Heywood.  Papillion 

I.  M.  French.  Wahoo John  E.  Hansen,  Jr..  Wahoo 

Vonn  Roberts,  Scotts  Bluff David  Holdt.  Scotts  Bluff 

Van  E N'ahle  Seward  . K >ger  H Mever.  I'lica 

Jeff  Hollis.  Geneva Chas.  F.  .Ashby.  Geneva 

Gary  Ensz,  Auburn George  Voigtlander.  Pawnee  City 

David  A.  Allerheiligen,  McCook E.  C.  Beyer.  McCook 

Priscilla  Rube.  Blair Hans  Rath,  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474*4472 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  A.  Raymond.  M.D..  O’Neill President 

Paul  E.  CoIIicott,  M.D.,  Lincoln President-Elect 

Robert  F.  Shapiro.  M.D..  Lincoln Secretary-Treasurer 

William  L.  Schellpeper.  Lincoln Executive  Director 

James  K.  Ruigh.  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  *1.  Cornelius.  Jr..  M.D..  Sidney;  — 

John  D.  Coe.  M.D..  Omaha;  — Louis  J.  Gogela.  M.D.. 

Lincoln;  — Blaine  Y.  Rofhnan.  M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Richard  A.  Raymond.  M.D..  Chairman 

Paul  E.  Collicott.  M.D..  \ ice-Chairman 

Robert  F.  Shapiro.  M.D..  Secretary-Treasurer  .... 

Donald  J.  Pavelka.  M.D..  Past  President 

L.  Dwight  Cherry.  M.D 

Herbert  A.  Hartman.  Jr..  M.D 

Darroll  J.  Loschen.  M.D 

Robert  G.  Osborne.  M.D 

Richard  H.  Meissner.  M.D 

David  R.  Little.  M.D 

C.  T.  Frerichs.  M.D 

COMMISSION  ON  ASSOCIATION  AFFAIRS 


lY-ancis  D.  Donahue.  M.D..  Chairman Omaha 

R.  A.  Blatny.  M.D Fairbury 

Stuart  P.  Embury.  M.D Holdrege 

Joel  r.  Johnson.  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  J.  O'Donohue.  M.D Omaha 

Joseph  E.  Stitcher.  M.D Lincoln 

John  C.  Wilcox.  M.D .Aurora 


SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy.  M.  D..  Chairman 

Robert  A.  Beer.  M.D 

David  L.  Bacon.  M.D 

Lawrence  C.  Bausch.  M.D 

Stacey  Goodrich.  M.D 

Charles  Gregorius.  M.D 

Richard  M.  Tempero.  M.D 

Donald  E.  Waltemath.  M.D 

Anthony  J.  Yonkers.  M.D 

COMMISSION  ON  MEDICAL  SERVICES 


Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

Carl  J.  Cornelius.  Jr..  M.D Sidney 

F.  William  Karrer.  M.D Omaha 

M.  Jack  Mathews.  M.D Lincoln 

Harry  W.  McFadden.  M.D Omaha 

Merton  A.  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam.  M.D Hastings 

Erne.st  K.  Bussinger.  M.D Scottsbluff 

James  H.  Elston.  M.D Omaha 

L.  Palmer  Johnson.  M.D Lincoln 

Charles  W.  Marlowe.  M.D Omaha 

Gary  D.  Milius.  M.D Lincoln 

James  M.  Plate.  M.D Kimball 

William  I>.  Rumbolz.  M.D Omaha 

Carl  V.  Smith.  M.D Omaha 

Section  on  Perinatal  Mortality  Review’ 

Lawrence  C.  Bausch.  M.D Lincoln 

Kenneth  Johnsoa  M.D McCook 

Robert  M.  Nelson.  M.D Omaha 

Tom  F.  Tonniges.  M.D Hastings 

Gregg  F.  Wright.  M.D Lincoln 


COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius.  Jr..  M.D..  Chainnan 

Gordon  D.  Adams,  M.D 

Lewiston  W.  Birkmann.  M.D 

James  S.  Carson.  M.D ... 

Chris  C.  Caudill.  M.D 

Allen  D.  Dvorak.  M.D 

Dale  W.  Ebers.  M.D 

Louis  J.  Gogela.  Jr..  M.I) 

Roger  D.  Masoa  M.D 

Donald  F.  Prince.  M.D 

C.  Lee  Retelsdorf.  M.D 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 


F.  William  Karrer,  M.D..  Chairman Omaha 

Gordon  D.  .Adams.  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D Kearney 


. Sidney 
. Norfolk 
. Lincoln 
McCook 
. Lincoln 
. Omaha 
Lincoln 
Beatrice 
. Omaha 
. Minden 
. Omaha 


. Lincoln 
. . . Omaha 
. . Kearney 
. . . Lincoln 
Tecum.seh 
. . . Lincoln 
. , . Omaha 
. . . Lincoln 
. . Omaha 


. O'Neill 
. Lincoln 
. Lincoln 
. Omaha 
. Lincoln 
. Omaha 
. . . . York 
. Lincoln 
. Omaha 
Hastings 
Beatrice 


Elvin  G.  Brown.  M.D Hastings 

John  H.  Casey.  M.D Lincoln 

Daniel  R.  C'ronk.  M.D Grand  Island 

Sushil  S.  Lacy.  M.D Lincoln 

('.  Lee  Retelsdorf.  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Joseph  D.  Verdirame.  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merton  .A.  Quaife.  M.D..  Chairman Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

Rodrigo  Gomez-Cordero.  M.D Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J.  Hoelting.  M.D Pender 

Ernest  0.  Jones.  Ph.D Omaha 

Martin  R.  Lohff.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  McMaster.  M.D Auburn 

William  H.  Northwall.  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill.  M.D..  ('hairman Lincoln 

Judith  A.  Butler.  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Vernon  F.  Gaiwood,  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Roger  A.  Jacobs,  .M.D Seward 

Ronald  Klutman.  M.D Columbus 

Paul  F.  Meyer.  M.D Aurora 

Dale  E.  Michels,  .M.D Lincoln 

Harold  M.  Nordlund.  M.D York 

Samuel  H.  Perry.  II.  .M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Tom  F.  Tonniges.  M.D Hastings 

Wayne  K.  Weston.  M.D Lexington 


NMA  PRO  OVERVIEW  COMMITTEE 


Gordon  J.  Hrnicek.  M.D..  Chairman Grand  Island 

David  L.  Bacon.  M.D Kearney 

A H.  Bergman.  M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Wendell  L.  Fairbanks,  M.D Alliance 

John  F.  Fitzgibbon.s.  M.D Omaha 

Glen  A.  Forney.  M.D Scottsb'uff 

C.  T.  Frerichs.  M.D Beatrice 

John  C.  Grove.  M.D O’Neill 

Richard  Jackson.  M.D Pawnee  City 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

Herbert  E.  Reese.  M.D Lincoln 


AD-HOC  COMMITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 


Harry  W.  .McFadden.  Jr..  M.D..  Chairman Omaha 

Vernon  F.  Garwood.  M.D r Lincoln 

.Allan  C.  Landers.  M.D Scottsbluff 

V.  William  Meyers,  M.D Omaha 

Stanley  F.  Nabity.  M.D Grand  Island 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  B.  Svehla.  M.D Omaha 

vStanley  -M.  Truhlsen.  .M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  M.D.,  Chairman Columbus 

Benjamin  R.  Gelber.  .M.D..  Vice-Chairman Lincoln 

Judith  A.  Butler.  .M.D Superior 

Melvin  A.  Churchill.  M.D Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer.  M.D Scottsbluff 

Vernon  F.  Garwood,  M.D Lincoln 

Michael  J.  Germer.  .M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Susan  L Greenwald,  M.D Kearney 

Dennis  G.  O'Leary,  M.D Omaha 

George  W.  Orr.  M.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

Dwaine  J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  R()ffman.  M.D Omaha 

James  N.  Shreck.  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Steven  R.  Thomas.  M.D York 

Eileen  C.  Vautravers.  M.D Lincoln 
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Timothy  O.  Wahl.  M l) Omaha 

Peter  -I.  Whitled.  M.I) Omaha 

Susan  M.  Williams.  M.I) Omaha 

AD-HOC  COMMITTKK  ON  HKALTH  FOUCY  STATKMKNTS 

C.  Lee  Retelsdorf.  M.I)..  ('hairman.  . Omaha 

Daniel  S.  Durrie.  M.I) Omaha 

•loe!  T.  Johnson.  M.I) Kearney 

Darroli  J.  Loschen.  M.I) York 

Dale  K.  Michels.  M.I) Lincoln 

Stanley  K.  Nabity.  M.I) (band  Island 

William  H.  Palmer.  M.I) Omaha 

Charles  .S.  Wilson.  M.I) Lincoln 

AD-HOC  COMMITTKK  ON  PROFESSIONAL  LIABIUTY 

James  H.  Dunlap.  .M  I)..  Chairman Norfolk 

David  L.  Bacon.  M.I) . . . Kearney 

Warren  (J.  Bosley.  M.D (Jrand  Island 

F.  M.  Ciawecki.  M.D Papillion 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  M.  Pitsch.  Jr..  M.D Lincoln 

Herbert  K.  Reese.  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Larry  K.  Roffman.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian.  M.D..  Chairman Omaha 

Ronald  L.  .Asher.  M.D North  Platte 

Robert  L.  Bass.  M.D Elkhorn 

Warren  G.  Bosley.  .M.D (irand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico.  .M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

Stacey  Goodrich.  M.D Tecumseh 

Richard  .A.  Hranac.  M.D Kearney 

Steffan  R.  Lacey.  M.D NoHolk 

William  K.  Lundak.  .M.D Lincoln 

Richard  L.  O’Brien,  M.D Omaha 

William  R.  Schlichtemeier.  M.D Omaha 

Joseph  C.  Scott.  M.D Omaha 

Michael  J.  Sullivan,  M.D Aurora 

jeffrey  Susman.  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 
ATHLETIC  MEDICINE 

Warren  G.  Bosley.  M.D..  Chairman Grand  Island 

Patrick  E.  Clare.  M.D..  Vice-Chairman Lincoln 

Gordon  D.  Bainbridge.  M.D Grand  Island 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W,  Hammer.  M.D Lincoln 

Richard  P'.  Jackson.  M.D Pawnee  (hty 

Mark  R.  Jones.  M.D Lexington 

Stephen  J.  Lanspa.  .M.D Omaha 

Morris  B.  Mellioa  M.D Omaha 

Paul  H.  Phillips.  M.D Scottsbluff 

Wesley  (J.  Wilhelm.  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler.  M.D..  Chairman Lincoln 

H.  Jeoffrey  Deeths.  .M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews.  M.D Lincoln 

Harlan  C.  Shriner.  Jr.  M.D Lincoln 

F.  Thomas  Waring.  .M.D Fremont 


COMMISSION  ON  HOSPITAL  MEDK  AL  STAFF 

('lien  F Lau.  M.I)..  Chairman . . . Lincoln 

John  B.  Byrd.  M.D .Nehgh 

(’harles  V.  Heider.  Jr.  M l) North  Platte 

Barney  B.  Rees.  M.D Omaha 

Joseph  ().  Rogers.  M.D Lincoln 

Larry  I).  Ruth.  MI) Lincoln 


.Steven  A.  Schwid.  M.I) 

Jerry  K.  Seiler.  M.D 

William  A.  .Shiflermiller.  .M.D. 

H.  Neal  Sievers.  .M.I) 

Ste[)hen  I).  I'orpy.  M I)  . . . 


. . Omaha 

Hastings 

Omaha 

Blair 

Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey.  M.D..  ('hairman ....  Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau.  M.D Lincoln 

Richard  C.  Olney.  .M.D Lincoln 

John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 


AD-HOC  COMMITTEE  RE:  .MEDICARE 


Paul  E.  ('olhcott,  M.D..  Chainnan Lincoln 

Dwaine  J.  Peetz.  M.D..  Vice-Chairman Neligh 

.Alvin  A.  Armstrong.  .M.I) Scottsbluff 

Richard  A.  Blatny.  M.D Fairbury 

L.  Dwight  ('herry.  M.D Lincoln 

Thomas  M.  Connors.  M.D Omaha 

Loren  H.  Jacobsen.  M.D Broken  Bow 

Alan  W.  Langvardt.  M.D Beatrice 

Thomas  O.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  J.  Pavelka,  M.D Omaha 

Rudolf  Strnot,  Jr..  M.D Lincoln 

Richard  B.  Svehla,  M.I) Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen.  .M.D..  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  D.  Adams.  M.I) Norfolk 

John  J.  Cannella.  M.D Grand  Island 

James  G.  Carlson.  M.D Lincoln 

David  R.  Dyke.  M.D Lincoln 

Russell  L.  Gorthey.  .M.D Linctiln 

Joel  T.  Johnson.  M.D Kearney 

Ronald  Klutman.  M.I) Columbus 

Richard  H.  .Meissner.  M.D Omaha 

Richard  K.  Osterholm.  M.D Omaha 

Robert  V.  Shapiro.  M.D Lincoln 

Timothy  0.  Wahl.  M.D Omaha 

R.  C.  Weldon.  M.D Nebraska  City 

Wesley  Wilhelm.  .M.I) Omaha 


NMA  ANNUAL  SESSION 

April  27-29,  1990 

Marriott  Hotel 
Omaha.  Nebraska 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASK.A  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 


WANTED:  Lincoln  Regional  Center  is  seeking 
a physician  for  general  medical  coverage  of 
patient  health  services  and  employee  health 
services.  Hours  could  range  from  half-time  (20 
hours  per  week)  up  to  full  time  depending  on 
range  of  responsibilities  assumed.  Excellent 
benefits  package.  Salary  negotiable.  Contact: 
Charles  Richardson,  M.D.,  Clinical  Director, 
Telephone:  (402)  471-4444. 

SIOUX  CITY,  IOWA:  Join  a family  practice 
group  of  four  in  new  office  facility  fully  equipped 
with  lab,  x-ray  and  qualified  staff.  Enjoy  the 
opportunity  to  work  with  quality  physicians,  do 
OB,  share  call,  and  time  off  for  family.  First  year 
guarantee  with  no  buy  in.  For  more  information, 
contact  Paul  Fee,  M.D.  or  Pam  Miller,  Executive 
Director,  Mercy  Medical  Services,  801  5th 
Street,  Sioux  City,  lA  51101  or  call  712-279-2237. 

OPPORTUNITY  TO  BUILD:  An  existing  practice 
base  of  retiring  physician  in  South  Sioux  City, 
NE.  Potential  for  group  of  three  physicians.  Call 
sharing,  business/management  systems  taken 
care  of.  First  year  guarantee  with  no  buy  in.  For 
more  information,  contact  Pam  Miller,  Executive 
Director,  Mercy  Medical  Services,  801  5th 
Street,  Sioux  City,  lA  51101  or  call  712-279-2237. 

FAMILY  PRACTICE:  Enjoy  small  town  quality 
living.  An  integrated  group  of  four  family  phy- 
sicians is  looking  for  a fifth  doctor  to  share  their 
newly  built  office  next  to  the  hospital.  First  year 
guarantee,  no  buy  in,  strong  practice  growth.  For 
more  information,  contact  Richard  Jongewaard, 
M.D.,  or  Pam  Miller,  Executive  Director,  Mercy 
Medical  Services,  801  5th  Street,  Sioux  City,  lA 
51101  or  call  712-279-2237. 

GENERAL  INTERNIST  - BLACK  HILLS  OF 
SOUTH  DAKOTA:  Multi-specialty  group  located 
in  the  highly  desirable  Black  Hills  of 
South  Dakota.  Outstanding  opportunity  to  assume 
an  established  practice  with  a progressive  group 
in  an  area  experiencing  substantial  economic 
growth.  Attractive  compensation  package  in- 
cluding paid  professional  liability  insurance. 
New  modern  clinic  facility  located  adjacent  to 
accredited  acute  care  hospital.  Direct  inquiries 
to  Darrel  Riddle,  Administrator,  Black  Hills 
Medical  Center,  P.C.,  72  Charles  Street, 

Deadwood,  SD  57732. 


FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  61  2-835-5123. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

EMERGENCY  PHYSICIAN:  Outstanding  op- 
portunity for  qualified  individual  to  join  incor- 
porated group  of  three  BP/BC  emergency  phy- 
sicians in  a unique,  democratic  and  thoroughly 
enjoyable  practice.  Excellent  compensation  and 
complete  career  opportunities  are  offered  in  a 
very  livable  community  offering  a diversity  of 
recreational  and  cultural  pursuits.  Call  or  write 
Mark  Singsank,  M.D.,  NET,  PC,  Emergency 
Department,  Mercy  Health  Center,  Dubuque, 
lA  52001. 


SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.  D.,  P.C.,  807  North 
Ash,  Cordon,  Nebraska  69343. 

PSYCHIATRIST  - LINCOLN,  NE:  Join  our  team! 
The  nation's  largest  health  care  system  seeking 
BC/BE  psychiatrist  for  VA  Medical  Center  acute 
inpatient  area.  Must  meet  English  proficiency 
requirements.  Licensure  any  state.  Full  range  of 
treatment  programs  including  Mental  Hygiene 
Clinic  and  Alcohol  Treatment  Unit.  Comprehen- 
sive benefit  package.  Salary  negotiable.  Lincoln 
is  a university  town  with  small  towm  atmosphere 
and  metropolitan  advantages.  Lincoln  is  located 
in  America's  heartland  and  boasts  a low  cost  of 
living.  Videotapes  of  Lincoln  and  our  facility 
available  for  review.  Contact  Dr.  Whitia,  (402) 
489-3802,  Ext.  6630,  or  send  CV  to  Dr.  Whitia 
(116A),  VA  Medical  Center,  600  South  70th 
Street,  Lincoln,  NE  68510.  EOE. 
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A PRESCRIPTION 
FORPtmiCIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  tor  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  tor  patients  and  tor  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  tor  those  who  quality. 

★ It  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  tor  information  at  no  obligation.  Call 

CAPT  THOMAS  RICE 
402-551  -0928 
COLLECT 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulitf® 

human  insulin 
[recombinant  DNA  origin] 


o?-.  Leadership 

In  Diabetes  Care 


e 1989.  ELI  LILLY  AND  COMPANY  HI-291 4-B  949334 


Only  a few  hospitals 
in  the  United  States  can 
prescribe  an  extra  measure 
of  hope  for  heart  patients. 


One  of  them  is  right  here  in  Omaha. 


Wliat  happtas  \\1icn  ordinan-  treatments  tail  to 
help  an  titling  heart?  Saint  Joseph  Hospital/Creighton 
l im  ersiU'  Medical  Center  does  the  extraordinary;  We 
utilize  and  de\elop  investigational  medications 
untn  ailable  at  tmy  other  hospital  in  Omalia. 

Eight  years  befinv  other  hospitals.  Saint  Joseyth 
intnxluced  wliat  is  ntw  the  delin- 
ithe  antiarntlimia  drug  to  Omalia. 

.\nd  we  \sere  the  jhst  hospital  in 


the  rc'gion  to  prescTibe  new  medicatioas  to  help  patients 
live  \Mth  congestive  heart  failure  and  angina. 

In  time,  innovative  protocols  like  these  come  to 
other  hospitals.  But  they  're  here  first  at  Saint  Joseph 
Creighton,  helping  patients  who  might  otherwise 
be  out  of  hope. 

For  more  information  call 

1-800-642-RSVT  ( Nebraska)  or 
_CR^itonliiivei5in-.\lcdjay&iiier_  i.800-228-RSVP(lom). 


Saint Josq)h  Hospital 
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COASTAL 

EMERGENCY  SERVICES 

OF  ST.  LOUIS,  INC. 

Partners  in  Healthcare  Management" 

‘ Emergency  Medicine  Opportunities 

i 

I 

j We  are  currently  seeking  physicians  for 
I full/part-time  positions  in  the  states  of 
I Kansas,  Missouri,  Iowa  and  Nebraska. 

Positions  include  competitive  compensa- 
tion packages,  liability  insurance,  scheduling 
flexibility  and  benefits. 

Candidates  must  have  prior  E.D.  experience 
and  ACLS/ATLS  certification. 

Please  contact  CES  at  425  N.  New  Balias, 
Suite  #200,  St.  Louis,  Missouri,  63141,  or 
call  in  Missouri  (314)  432-0210  or  (800) 
326-2782  for  more  information. 


AMA  NEWS  NOTES 

The  AMA  has  established  a Dept,  of  Practice 
Parameters  within  the  Office  of  Quality  Assur- 
ance. 

The  new  department  which  has  a staff  of 
four,  will  implement  the  AMA's  program  of 
practice  parameters,  which  is  based  on  the 
principles  adopted  by  the  House  of  Delegates 
at  the  1989  Annual  Meeting.  The  AMA's  goal 
is  that  practice  parameters  be  scientifically 
sound,  clinically  relevant,  and  suitable  for 
physician  use  in  day-to-day  practice.  The 
Association's  major  focus  will  be  interacting 
on  the  issue  with  the  major  national  medical 
specialty  societies. 

Margaret  A.  Creditor,  PhD,  has  been  appointed 
department  director.  Her  responsibilities 
include  policy  development  and  advocacy  in 
the  development  and  implementation  of 
practice  parameters. 

Dr.  Creditor  previously  was  senior  consult- 
ant of  the  Medical  Necessity  Program  at  Blue 
Cross/Blue  Shield  Association. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
8880  Ward  Parkway  Kansas  City.  .\iO  64114 

American  Academy  of  Pediatrics 
•James  E.  Strain.  M.D..  Executive  Director 
14!  Nonhwest  Point  Road.  P.O.  Box  927 
Elk  Grove  Village.  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May.  Executive  Vice  President 
9.SO  N.  Washington  .Street 
•Alexandria.  V.A  22314 

American  Academy  of  Ophthalmologv' 

Robert  D.  Reinecbe.  M.D..  President 
655  Beach  Street.  P.O.  Box  7424 
San  Francisco.  C.A  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie.  -Jr..  Ph.D..  Executive  Director 
Box  619911.  Dallas.  T.X  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  TeaL  Executive  Secretary 
P.O.  Box  3190.  .Maple  Glen.  P.A  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse.  .M.D..  Executive  Director 
409  - 12th  Street.  .S.W. 

Washingtoa  D.C.  20024-2188 

American  College  of  Physicians 
-John  R.  BalL  M.D..  -J.D.,  F..A.C.P..  Exec.  Vice  President 
Independence  .Mall  West.  6th  -St.  at  Race 
Philadelphia.  P.A  19106-1572 

American  College  of  Radiologx' 

•John  -J.  Cutty.  Executive  Director 

1891  Preston  White  Drive.  Reston.  \'.A  22091 

American  College  of  Surgeons 
Paul  .A  Ebert.  M.D..  Director 
55  FJast  Erie  .St..  Chicago.  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  .S.  Bolan.  Exec.  Vice  President 
1660  Duke  .Street.  .Alexandria.  V.A  22314 

American  Heart  Association  National  Center 
Mr.  Dudley  Hafner.  Exec.  Vice  President 
7320  Greenville  .Ave..  Dallas.  TX  75231 

American  Hospital  Association 

Carol  .\I.  McCarthy.  PhD..  -J.D..  President 

840  North  Lake  Shore  Dr..  Chicago.  IL  60611 

American  .Medical  Association 

-James  H.  .Sammons.  .M.D..  FLxec.  Vice  President 

535  No.  Dearborn  St..  Chicago.  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  .Johnson.  Executive  Director 
515  Busse  Hwv..  Park  Ridge.  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  .A  Dietrich  .M.D..  Chief  Executive 
2100  W.  Harri.son  -St..  Chicago.  IL  60612 

American  Society  of  Internal  Medicine 

.Joseph  F.  Boyle.  .M.D..  Exec.  Vice  President 

1101  Vermont  N.W..  Ste.  500.  Washington.  D.C.  20005 

American  Urological  Society 

.Mr.  G.  -James  Gallagher.  Executive  Director 

1120  No.  Charles  -St..  Baltimore.  MD  21201 

Arthritis  Foundation 

Clifford  .M.  Clarke.  C..A.E..  President 

1314  .Spring  St..  N.W..  .Atlanta.  G.A  30309 

International  College  of  Surgeons 

F.C.  OttatL  M.  D..  Int.  Sec.  General 

1516  North  Lake  .Shore  Dr.,  Chicago.  IL  60610 

.Mid-Central  States  Orthopaedic  Society 
Thelma  -J.  Borresea  Executive  Secretarx- 
P.O.  Box  21373.  Wichita  KS  67208 

National  Rehabilitation  Association 
633  S.  Washington  St..  .Alexandria.  V.A  22314 

Radiological  Society  of  North  America 
E.  Robert  Heitzmaa  M.D..  President 
1415  W.  22nd  St..  Oak  Brook.  IL  60521 
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0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 


Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

NMA  VISA  Card  Program.  — Review  the  benefits. 


H^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

©inquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


COL'NCILOR  DISTRICTS 
,\ND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas, 
Saipy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster. 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs, 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha,  Pawnee.  Richardson. 

Fourth  District:  Councilor;  Roger  Massie. 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota.  DLxon,  Knox,  Madison. 
Pierce.  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D..  Blair.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  Merrick,  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk.  Saunders.  Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbur>’.  Countie.s:  Clay.  Fillmore. 
Jefferson,  Nuckolls.  Saline.  Thayer. 
Eighth  District;  Councilor  Richard  D. 
Fitch.  M.D.,  O'Neill,  Counties;  Boyd. 
Brown.  Cherry.  Holt.  Keya  Paha,  Rock. 
Sheridan. 

Ninth  District;  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer.  Dawson.  Garfield,  Grant,  Greeley. 
Hall.  Hooker.  Howard,  Loup.  Sherman, 
Thomas.  Valley.  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico. 
M l)..  Hastings.  Counties;  .Adams.  Chase. 
Dundy.  Franklin.  Frontier.  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps.  Red  Willow.  Webster- 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D.,  No.  Platte,  Counties: 
Arthur.  Deuel,  Garden.  Keith.  Lincoln. 
Logan.  .McPherson.  Perkins. 

Twelfth  District:  Councilor;  Donald  E. 
Wilkinson.  .Alliance.  Counties:  Banner. 
Box.  Butte.  Cheyenne,  Dawes.  Kimball. 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Ad.tms 

.Antelope-Pierce 

Box  Butte 

Buttalo 

Butler 

Cass 

Cheyenne- Kim  ball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

HaU 

Hamilton 

Holt  & Northwest 

Jefferson 

Keilh-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  \’al!ey 

Saline 

Sarpy  

Saunders  

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr. 

Southwe.si  Nebr. 

Washington- Bun 

York 


Richard  Kreiiih  Ka'img'.  Koberi  Anderson 

Kenneth  Peters.  Plainview David  Johnson.  Osmond 

Wendell  Fairbanks.  .Alliance Chris  Wilkinson,  .Alliance 

(Jerald  Jensen  Kearnev  (Jeorgc  Bascoin  Kearnev 

Mark  Carlson.  David  City Jack  Kaufmann,  David  City 

R.  R .Andersen.  Nehawka Glen  K.  Knosp.  Elmwood 

James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibbies,  West  Point Gordon  Moshman.  West  Point 

Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius.  Cozad 

Dean  Bloch.  Arlington W,  B.  Eaton.  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benihack.  W’ayne 

Tom  Martin.  Ord Otis  Miller.  Ord 

Louis  J.  (jogela.  Jr.,  Beatrice Donald  Weldon.  Beatrice 

John  W’agoner,  Grand  Island Gordon  Francis.  Grand  Island 

J.C.  Wilcox.  .Aurora M.D.  Jobman,  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  0.  Johnsoa  Fairbury R .A.  Blatny.  Fairbury 

Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

D.  M.  Laflan.  Creighton D.  J.  Nagengast.  Bloomfield 

Robert  G.  Osborne,  Lincoln Prentiss  Dettman,  Lincoln 

Timothy  O'Holleran,  North  Platte Jeff  Brittan.  .North  Platte 

Otto  W'uUschleger.  Norfolk Michael  Murphy.  Norfolk 

Muriel  Frank,  Omaha F.  F.  Paustian,  Omaha 

C.R.  Adams,  Norfolk Tod  Voss,  Norfolk 

Edward  Metz.  Crawford R.  H Rasmussen.  Chadron 

Dean  R Thomson.  Nebraska  City Paul  R.  Madison.  Nebraska  City 

.Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma.  Crete 

Fred  Gawecki,  Omaha Barbara  Heywood.  Papillion 

I.  M.  French.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

Vonn  Roberts.  Scotts  Bluff David  Holdt.  Scotts  Bluff 

\‘an  K \'ahle-  Seward R >-rr  H Mever.  I lica 

Jeff  Hollis.  Geneva Chas.  F.  .Ashby.  Geneva 

Gary  Ensz.  Auburn George  Voigtlander.  Pawnee  City 

David  A.  .Allerheiligen.  McCook E.  C.  Beyer.  .McCook 

Priscilla  Ruhe,  Blair Hans  Rath.  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


(402)474-4472 


Dear  Colleague: 


The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the 
distinctive,  unique  Nebraska  Medical  Association  Visa  designed  especially  for  the  Associa- 
tion’s members.  Our  card  has  a benefits  package  felt  to  cover  the  features  desired  by 
physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  Visa 
free  of  an  annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is 
only  $20.  After  looking  at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that 
this  compares  most  favorably  with  other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits, 
as  well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues. 
Use  of  this  card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non- dues  income 
with  which  we  can  expand  our  scope  of  activities  while 
maintaining  dues  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that 
provides  extended  benefits  to  you.  Simply  complete  the 
brief  application  on  the  reverse  side  of  this  letter  and 
return  to  FirsTier  Bank,  National  Association.  Lincoln, 

Nebraska. 


Sincerely, 


ZD 


Richard  A.  Raymond.^M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to;  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68.501 


BOARD  OF  DIRECTORS 

RICHARD  A.  RAYMOND,  M.D.,  President  / PAUL  E.  COLLICOTT,  M.D.,  President-Elect 
ROBERT  F.  SHAPIRO,  M.D.,  Secrete ry-Treasurer 
DONALD  J.  PAVELKA,  M.D.  / L.  DWIGHT  CHERRY,  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / C.T.  FRERICHS,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


^^/e/>rasAa  jfle^ica/  ytAW^iationy  jflem/y€r& 


1 

[ 


The  Nebraska  Medical  Association,  in  cooperation  with 

FirsTier  Bank  Lincoln,  is  proud  to  offer  a Visa  card 

with  an  added  benefits  package  designed  specifically  to 

meet  our  members’  needs. 

Our  benefits  package  includes: 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 

• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  Visa, 
MasterCard  or  Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit 
line. 


• Additional  cards  for  immediate  family  members  at  n 
cost. 

• Billing  date  selected  by  the  member. 

• Toll-free  customer  service  and  lost/stolen  phone 
numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account  you 
designate. 

• Emergency  card  replacement  if  your  card  is 
lost/stolen. 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 


PLUS,  a special  credit  card  protection  package. 


lU  Y6S,  I accept!  Complete  this  form  and  return. 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


I^sl  Name  (Please  Print) 


Street  .Address 


Initial  Social  Set-unty  No. 


Date  of  Birth 


City 


Telephone  No. 
( ) 


Zip 


Present  Employer 

Yrs 

Mo.  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  chtMise  to  have  it  considered  by  us  as  a basis  for  repayment 

Bank  with  Checking  City  Account  No.  Bank  with  Savings  City  Account  No. 


COMPLETE  THIS  PORTION  IF: 


You  are  applying  for 
a .Joint  Account. 


I..H.st  Name  (Please  Print) 


F^resent  Employer 


First  Name 


Business  Address.  City.  State 


You  are  relying  on  the  income  or  assets  of 

another  person  as  basis  for  repayment  of  the  credit  extended. 


Initial  Social  Security  No  Dale  of  Birth 


Business  Telephone 
( ) 


Posit  Bin 

Y'rs  . Mo 

Mo.  Salar>- 

Income  fn>m  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  of  Other  Income 

AmtiUnl 

L 

if  you  do  n«)t  choose  to  have  it  considered  by  us  as  a basis  f<ir  repayment 
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TRITH  IN  LENDING  ACT  DISCLOSCRES: 

1.  There  are  costs  associated  with  the  use  of  credit  cards. 

2.  The  applicant  may  contact  F'irsTier  Bank.  National  Association,  to  request  disclosure  of  specific  information  of  such  costs  by  calling  1-800-228-9145  outside  Nebraska 
or  1-800-742-0107  in  Nebraska,  or  by  writing  Lincoln  V'isa-MasteK'ard  Service  Center,  P.O.  Box  81068,  Lincoln,  Nebraska  68501,  Attention:  Manager. 


To  KIRSTIER  BANK.  NATIONAL  ASSOCIATION 

pAer>'lhing  that  I have  slated  m this  application  is  correct  to  the  best  of  my  knowledge.  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authonz 
ed  to  check  my  credit  and  employment  histor>'  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  apjproved.  I will  be  bound  by  ail  the  terms  and  conditions  of  the  Visa-MasterCard  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  Visa- 
Mastert'ard  will  be  an  acceptance  of  the  Visa-MasleK'ard  Agreement  and  all  its  terms  and  conditions. 


Applicant's  Signature  Date  Other  Signature  (where  appilicable)  Date  J 

AC  AP ('L CS PL R(' CB APP — a 


Plea.se  mail  to:  FirsTier  Bank  Card  Center,  P.O.  Box  81068,  Lincoln,  NE  68501 


IS  YOUR  SPECIALTY  WORTH 
AN  EXTRA  $8,000 AYEAR? 


If  you  are  a resident  in  anesthesiology,  orthopedic 
surgery,  or  general  surgery— which  includes  neurosurgery,  colon/rectal, 
cardiac/thoracic,  pediatric,  peripheral/vascular  or  plastic 
surgery— you  could  be  eligible  for  an  $8,000 
annual  stipend  in  the  Army  Reserve  s New  Specialized 
Training  Assistance  Program. 

Tbur  skills  in  one  of  these  specialties  are  worth  a lot  to  us, 
so  we  are  offering  you  the  opportunity  to  use  them  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  field  hospitals.  In  addition  to  your  salary  as  an  Army  Reserve 
Officer,  you  will  also  receive  a monthly  stipend. 

We  realize  that  a resident’s  schedule  is  hectic,  so  we  will  be  flexible 
about  the  hours  you  serve.  You  could  serve  as 
little  as  two  weeks  a year  now,  with  a small  obligation  later  on. 

If  you  would  like  more  information 
about  this  stipend  program,  or  about  other  medical  opportunities 
in  the  Army  Reserve,  call  toll-free,  l-SOO-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  e\  er>'  four  of  your 
patients  has  overfreight  problems 
that  need  medical  help.,  the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 

For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,()0()  patients! 

Medifast  will  work  for  you,  too. 

Patients  lose  weight  with  a 
program  of  physician-supeirised 
modified  fa,sting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 


I RAININl.  MAM  AIS 

The  Medifast  Program  includes: 

★ Training  - (Comprehensive  training 


manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 


★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 
Nutritionally  complete. 


LifeSlyles:  PATIENT  Sl’PPORT 


★ Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

★ Cliniccd  Consultation  - Medical 
and  technical  support  specialists 

av  ailable  daily  at  our  toll-free  number. 

★ Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 

★ Natiomd  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 

You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 


are  simply  ineffectiv^e.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 
prescribed  therapy  and  an  effectwe 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 


For  complete  information  call  toll-free 

1-800-638-7867 

Or  write: 

The  Nutrition  Institute  of  Maryland 

William  J.  Vitale,  M.D. 

Director,  Clinical  Services 
1840  York  Road,  Suite  H 
Timonium,  MD  21093 


YMEDIFASr 


The  Physidans'  .VnswiT  to  Weight  Q)titn)l. 


«:.)a.son  Pliarmacciiticals  I9H9 


LETTER  TO  THE  EDITOR 


To  The  Editor: 

I'm  awed  by  the  inability  of  the  erudite  from 
the  medical  schools  and  colleges  (also  the 
World  Herald  Oct  28th  editorial  page)  which 
endorses  planning  only  an  idealist  would  find 
convincing.  Willie  Sutton  of  the  "Why  do  you 
rob  banks?"  fame  seems  a much  more  astute 
observer  of  motives  than  the  wishful  thinkers 
in  med  school. 

Any  doctor  who  wants  to  live  in  the  state 
that  is  last  in  the  nation  in  compensation  from 
Medicare  services  and  who  wants  to  be  on  call 
24  hours  a day,  see  the  feds  delight  in  wiping 
out  his  support  facilities  (hospitals)  has  to  be 
either  uninterested  in  a normal  existence  or 
an  adequate  income.  He  won't  be  a rural 
Nebraska  doctor  unless  his  expectations  for 
income  are  minimal. 

Either  the  faculty  of  the  schools  are  dreamers 
blind  to  the  real  world  or  are  lying  to  medical 
trainees. 


Any  student  who  opts  for  family  practice  or 
internal  medicine  will  spend  his  life  on  the 
bottom  of  the  medical  totem  pole. 

The  feds  aren't  interested  in  idealism, 
talent,  hard  work,  quality,  intensity  or  patient 
care.  They  pay  accordingly. 

Money  comes  to  ologists  in  this  business.  As 
long  as  this  situation  is  allowed  to  exist,  rural 
medicine  is  dead  in  this  state. 

By  the  way,  for  those  too  young  or  historically 
deprived  to  know,  Willie  Sutton's  answer  was 
"that's  where  the  money  is". 

Every  tax  payer  in  the  state  is  contributing 
his  proportionate  share  to  overall  medical 
expenses  and  has  the  smallest  return  of  his 
dollar  in  the  entire  50  states.  It  will  stay  that 
way  until  some  equality  of  payment  returns  to 
Medicare. 

W.  J.  Lear,  M.D. 

Norfolk,  NE 
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ORIGINAL  ARTICLE 


Evaluation  of  the  Infertile  Male 


MARTIN  T.  GRUNE,  M.D. 
Resident  Section  of  Urologic  Surgery 
University  of  Nebraska  College  of  Medicine 
42nd  & Dewey  Avenue,  Omaha,  NE  68105 


JEFFREY  P.  BUCH,  M.D.* 

Assistant  Professor.  Section  of  Urologic  Surgery.  Director, 

Male  Infertility  Center,  University  of  Nebraska  College  of  Medicine 
42nd  & Dewey  Avenue.  Omaha  NE  68105 


INFERTILITY  affects  approximately 
15%  of  married  couples.^  The 
man  is  the  sole  factor  in  30%  of 
infertile  couples  and  both  male  and  female 
factors  are  present  in  at  least  20%  of  infertile 
couples.^  Therefore,  a male  factor  is  present  in 
at  least  50%  of  infertile  couples. 

Infertility  is  usually  defined  as  failure  to 
conceive  after  at  least  12  months  of  unpro- 
tected intercourse.  However,  the  pregnancy 
rate  for  6 months  of  unprotected  intercourse 
approaches  75%.^  On  this  basis,  many  infertility 
experts  will  consider  evaluation  in  failures  to 
conceive  after  only  six  months  of  unprotected 
intercourse  depending  on  the  individual 
couple's  circumstance. 

Traditionally,  the  cornerstone  of  screening 
tests  for  male  infertility  has  been  the  semen 
analysis.  This  test  has  formed  the  basis  for 
referral  of  many  men  by  their  family  physician 
or  by  their  wife's  gynecologist  to  a male 
infertility  specialist  However,  some  observa- 
tions from  an  appropriate  history  and  physical 
examination  are  pertinent  to  review  prior  to 
addressing  the  laboratory  tests  used  in  the 
basic  evaluation  of  male  fertility  (Table  1). 

BASIC  MALE  EVALUATION 
TABLE  1 

Hibtory 

Physical  Examination 

Semen  Analysis  x i (-P/— post  ejaculate  urine) 
Endocrine  Profile  (FSH/LH/T) 

History: 

The  history  needs  to  ascertain  prior  preg- 
nancies with  the  current  partner  or  any  other 
partners  and  current  duration  of  unprotected 
intercourse.  Thereafter,  a methodical  approach 
to  significant  past  medical,  surgical  and  sexual 
history  will  reveal  certain  risk  factors  for  the 
development  of  male  infertility  (Table  2).  This 
history  includes  developmental  problems  such 
as  undescended  testes  or  delayed  puberty 
indicative  of  hypogonadism.  Sexual  factors 


related  to  infertility  include  impotence,  dy- 
spareunia  and  failure  to  understand  appropriate 
timing  of  intercourse  (once  every  48  hours  in 
the  periovulatory  period).  Past  surgical  history 
may  reveal  bladder  neck  surgery  with  resultant 
retrograde  ejaculation  or  suspicion  of  vas 

RISK  FACTORS  FOR  MALE  INFERTILITY 
TABLE  2 

Developmental  - 

Cryptorchidism,  delayed  puberty 
Sexual  - 

Appropriate  timing  with  ovulation 
Surgical  - 

Herniorrhaphy,  bladder  neck 
Medical  - 

Neurologic  disorders,  diabetes,  orchitis 
Drugs  - 

Recreational,  chemotherapy,  anabolic  steroids 
Environmental  - 

Heat,  radiation,  toxic  chemicals 

deferens  obstruction  associated  with  prior 
hernia  repairs.  Past  medical  history  may  reveal 
neurologic  conditions  associated  with  ejacula- 
tory or  erectile  failure,  or  it  may  reveal  past 
episodes  of  genitourinary  infections  which 
impact  upon  fertility  status.  Drugs,  both 
recreational  (marijuana,  opiates,  or  anabolic 
steroids)  and  therapeutic  (chemotherapy  or 
azulfidine),  may  also  be  pertinent  factors. 
Furthermore,  environmental  gonadotoxins 
such  as  heat  (i.e.  chronic  hot  tub  use), 
radiation  or  toxic  chemical  (i.e.  pesticides  or 
herbicides)  exposure  may  have  a profound 
impact  on  a man's  fertility  potential  yet  they 
may  be  difficult  causes  to  confirm.  Lastly, 
significant  fevers  or  viral  infections  can  suppress 
spermatogenesis.  Since  the  elapsed  time  from 
conversion  of  a spermatogonium  to  mature 
ejaculated  sperm  is  typically  3 months,  abnor- 
mal semen  analyses  in  relation  to  a recent 
fever  or  viral  illness  require  further  confirma- 
tion. 

•Reprint  requests  should  be  addressed  to  Dr.  Buch  at  the  above 
address. 
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Physical  Examination 

Physical  examination  (of  the  infertile  man) 
includes  a complete  general  evaluation,  with 
emphasis  on  the  inguinal,  genital  and  rectal 
exams.  Several  lesions  associated  with  male 
infertility  are  readily  diagnosed  by  physical 
examination  (Table  3).  Hypogonadism  may  be 
indicated  by  a lack  of  appropriate  secondary 
sex  characteristics.  Penile  examination  may 
reveal  hypospadias  or  the  fibrotic  plaques  of 
Peyronie's  disease.  The  testicle  is  examined 
for  presence,  location,  size  and  consistency. 
On  this  basis  cryptorchidism,  anorchia,  atrophy 
or  testicular  tumors  may  be  diagnosed.'*'^ 
Attention  to  the  spermatic  cord,  ductal  system 
and  non-testicular  scrotal  masses  is  also 
important.  The  best  evaluation  for  varicocele 
is  obtained  after  the  man  has  been  standing 
for  at  least  10  minutes  in  a warm  room  while 
he  performs  the  Valsalva  maneuver.  In  this 
manner  venous  reflux  is  emphasized  and  the 
cremasteric  reflex  is  minimized. If  vasal 
agenesis  is  noted  on  examination,  then  there 
is  often  an  associated  atrophy  of  the  seminal 
vesicles  which  may  be  noted  on  rectal  exam. 
In  the  patient  with  no  sperm  in  the  ejaculate, 
evidence  of  epididymal  obstruction  may  be 
noted  on  palpation  or  enlarged  seminal 
vesicles  may  be  noted  on  rectal  exam  in 
association  with  obstruction  of  the  ejaculatory 
ducts. 


container.  However,  a special  non-toxic  con- 
dom made  of  Milex  may  be  used  to  obtain  the 
specimen  during  intercourse.  If  the  specimen 
is  obtained  at  home,  it  must  be  kept  at  body 
temperature  and  transported  to  the  laboratory 
within  two  hours.  More  reliable  results  are 
obtained  from  fresher  specimens.  The  semen 
sample  is  analyzed  with  reference  to  five 
major  parameters  (Table  4);  volume;  sperm 
density;  motility,  or  % of  moving  sperm; 
forward  progression  (FP),  or  grade  of  sperm 
movement  approaching  a straight  line,  from  a 
low  of  0 to  a high  of  4;  and  sperm  morphology, 
or  physical  appearance.  These  values  are 
general  guidelines  and  may  vary  from  labora- 
tory to  laboratory.  There  is  also  a difference 
between  what  is  normal  and  what  is  statistically 
sufficient  to  achieve  a pregnancy.  Although  a 
normal  sperm  density  in  the  fertile  population 
is  60  million/ml.  or  greater,  most  authorities 
consider  greater  than  20  million  sperm/ml.  to 
be  sufficient  for  achieving  a pregnancy  if  all 
other  parameters  are  normal  (Table  4).^'^ 


TABLE  4 

MINIMAL  STANDARDS  OF  SEMEN 
QUALITY  FOR  CONCEPTION 


Volume 
Sperm  Density 
Motility 

Forward  Progression 
Normal  Morphology 


Greater  Than  1.5  ml. 

Greater  Than  2U  x 10'’  /rnl. 
Greater  Than  6U"/n 
Greater  Than  2.5  (Scale  of  1-4) 
Greater  Than  hO'/n 


IMPORTANT  INFERTILITY  DIAGNOSES 
ON  PHYSICAL  EXAM 
TABLE  3 

Secondary  Sex  Characteristics  (Hypogonadism) 

Penis  - 

Peyronie's  Plaque 
Hypospadias 
Testicle  - 

Undescended 

Absent 

Atrophic 

Tumor 

Ductal  System  - 

Vasal  Atresia/ Agenesis/ Obstruct  ion 
Epididymal  Obstruction 
Epididymitis 
Scrotum  - 

Varicocele 
Spermatocele 
Hydrocele 
Rectal  - 

Seminal  Vesicle  Obstruction 
Atrophy  Prostate/Seminal  Vesicle 
Prostatitis 

Semen  Analysis 

The  semen  analysis  (SA)  requires  a specimen 
after  two  to  three  days  of  abstinence.  Prefer- 
ably, the  specimen  is  obtained  by  masturba- 
tion into  a clean  glass  or  non-toxic  plastic 


When  the  semen  analysis  reveals  a sperm 
density  of  20  million/ml.  or  less  the  patient 
has  oligospermia.  If  there  are  no  sperm 
present  (azoospermia)  or  if  the  density  is  less 
than  1 million  per  ml.,  then  a post  ejaculatory 
urine  specimen  must  be  obtained  to  rule  out 
retrograde  ejaculation,  especially  when  asso- 
ciated with  low  semen  volume.  If  the  motility 
is  less  than  60%  and/or  the  forward  progression 
is  less  than  2.5,  the  patient  is  said  to  have 
asthenospermia,  poor  sperm  movement. 
However,  it  is  more  common  for  an  infertile 
man  to  have  defects  in  both  count  and 
motility,  called  oligoasthenospermia,  rather 
than  isolated  defects  in  either  count  or 
motility.  Furthermore,  defective  sperm  mor- 
phology will  often  parallel  defective  sperm 
motility  as  the  abnormally  formed  sperm  are 
usually  poor  "swimmers". 

One  abnormal  SA  does  not  necessarily 
indicate  an  individual's  baseline  of  semen 
quality.  Since  a significant  range  of  variation  is 
known  to  occur  in  semen  analyses  from  an 
individual,  authorities  consider  a total  of  two 
to  three  semen  analyses  mandatory  for  estab- 
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lishing  a patient's  "range"  of  semen  quality^ 
However,  a single  abnormal  SA  may  be 
sufficent  for  referral  to  a specialist. 

Additional  mention  should  be  made  of 
current  attempts  to  employ  computers  in 
semen  analysis.  The  rationale  for  trying  this 
technique  was  originally  to  eliminate  the 
intrinsic  bias  of  routine  observer  semen 
analysis.  Therefore,  several  companies  have 
designed  computer  systems  that  analyze 
sperm  movement  recorded  on  videomicro- 
graphy. Although  these  techniques  are  inter- 
esting, they  presently  provide  limited  clinical 
usefulness  since  basic  issues  of  standardiza- 
tion remain  to  be  addressed.® 

Endocrine  Profile: 

The  baseline  endocrine  profile  in  evaluating 
male  fertility  includes  serum  follicle-stimulat- 
ing hormone  (FSH),  luteinizing  hormone  (LH) 
and  testosterone  (T).  In  specific  situations 
serum  estradiol  (E.)  and  prolactin  (PRL)  levels 
may  also  be  warranted.  Serum  FSH  levels  are 
indicative  of  Sertoli  cell  function  (seminiferous 
epithelial  compartment)  and  the  respective 
feedback,  via  inhibin  production,  upon  hypo- 
thalamic and  pituitary  control  of  FSH  release. 
Serum  LH  and  T levels  reflect  the  integrity  of 
the  feedback  loop  between  the  hypothalamus, 
pituitary  and  the  Leydig  cells  (interstitial 
compartment).  Very  often  these  serum  hor- 
mone levels  can  be  predicted  on  the  basis  of 
physical  exam.  For  instance  in  a clinically 
hypogonadal  man  on  the  basis  of  delayed 
secondary  sexual  maturation  we  would  ex- 
pect low  levels  of  FSH,  LH  and  testosterone. 
Alternatively,  in  the  man  with  testicular  atrophy, 
we  would  expect  an  isolated  elevation  of 
serum  FSH  reflecting  selective  damage  to  the 
seminiferous  epithelial  compartment.  Further- 
more, in  cases  of  severe  testis  atrophy  with 
azoospermia  or  severe  oligospermia,  a serum 
FSH  level  greater  than  twice  the  upper  limits 
of  normal  indicates  irreparable  damage  and 
obviates  the  need  for  testis  biopsy.  On  the 
other  hand,  a normal  serum  FSH  and  normal 
testicular  exam  in  association  with  severe 
oligospermia  or  azoospermia  provides  signifi- 
cant suspicion  for  ductal  obstruction  and 
therefore  indicates  a need  for  testis  biopsy. 
Another  reason  for  having  a baseline  endo- 
crine profile  is  for  the  future  use  of  empiric 
hormonal  therapy  of  idiopathic  infertility  with 
agents  such  as  clomiphene  citrate  which  act 
to  increase  FSH,  LH  and  T levels.  In  such  cases 
these  serum  hormone  levels  are  used  during 
therapy  to  regulate  clomiphene  dosages. 


Extended  Male  Evaluation: 

From  the  data  obtained  in  the  basic  male 
infertility  evaluation,  an  extended  evaluation 
may  be  indicated  on  an  individualized  basis. 
The  extended  evaluation  (Table  5)  may 
include  sperm  antibody  testing,  the  sperm 
penetration  assay  (SPA  or  hamster-egg  test), 
testis  biopsy,  vasography,  transrectal  ultra- 
sonography, and  internal  spermatic  veno- 
graphy. 

TABLE  5 

EXTENDED  MALE  EVALUATION 

Sperm  Antibody  Testing 

Sperm  Penetration  Assay  (Hamster-egg  test) 

Testis  Biopsy 

Vasography 

Transrectal  Ultrasonography 
Venography 

Serum  antibodies  to  sperm  have  been 
documented  in  3-10%  of  male  infertility 
patients  compared  to  less  than  1%  of  normal 
controls.*^  Therefore,  routine  evaluation  for 
antibodies  does  not  have  a high  yield,  how- 
ever, there  is  an  increased  incidence  of  sperm 
antibodies  in  men  with  isolated  motility 
and/or  sperm  agglutination  defects  prompting 
assessment  in  such  cases.  There  are  many 
assays  for  sperm  antibodies.  Classically,  the 
Kibrick  macro-agglutination  method  is  con- 
sidered clinically  significant  with  a positive 
titer  of  1:32  or  greater  in  the  serum,  or  of  1:8 
or  greater  in  the  semen. Evidence  is  mounting 
in  the  literature  to  suggest  that  antibody 
assessment  with  the  newer  immunobead 
assay  is  more  sensitive  and  more  specific. 
Therapy  for  immune  related  male  infertility 
with  high  dose  oral  steroids  has  resulted  in 
pregnancy  rates  of  up  to  44%.' ' 

In  the  evaluation  of  idiopathic  infertility 
associated  with  sufficient  semen  quality  on 
routine  semen  analysis,  there  may  be  un- 
recognized defects  in  the  sperm's  ability  to 
penetrate  and  fertilize  eggs.  A functional  test 
for  the  ability  of  human  sperm  to  penetrate 
eggs  was  developed  from  the  finding  that 
cross  species  fertilization  of  hamster  ova  can 
occur  with  removal  of  the  zona  pellucida.'^ 
The  functional  test  for  human  sperm  penetra- 
tion of  zona-free  hamster  eggs  has  been 
termed  the  "Hamster  test"  or  the  "SPA" 
(sperm  penetration  assay).  When  couples 
participating  in  IVF  (in  vitro  fertilization) 
programs  have  been  previously  screened  with 
SPA'S,  the  results  in  IVF  have  correlated  well 
with  sperm  penetration  in  the  SPA.'^  Further- 
more, SPA's  have  been  noted  to  demonstrate 
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poor  penetration  for  some  men  with  normal 
appearing  semen  quality  and  otherwise  un- 
explained infertility.  The  true  value  of  the  SPA 
in  the  evaluation  of  male  infertility  is  just 
starting  to  be  realized. 

Testis  biopsy  has  been  a selective  part  of 
the  male  infertility  evaluation  since  1940.''^ 
However,  the  indications  for  biopsy  are 
currently  only  for  evaluation  of  severe  oligo- 
spermia (density  less  than  1 million  per  ml.) 
and  azoospermia,  when  ductal  obstruction  of 
sperm  outflow  is  considered  in  the  differential 
diagnosis.'^  Again,  with  low  ejaculate  volumes 
(less  than  1 ml.),  a post-ejaculatory  urine 
(PEU)  must  be  evaluated  to  rule  out  retro- 
grade ejaculation  as  the  etiology.  Additionally, 
biopsy  is  not  necessary  in  the  man  with 
obvious  testicular  atrophy  and  a serum  FSH 
level  greater  than  twice  the  upper  limits  of 
normal  since  this  uniformly  indicates  primary 
testicular  failure  that  is  not  correctable.  Biopsy 
is  typically  performed  under  local  anesthesia 
through  a small  scrotal  incision  ("window" 
technique)  at  a separate  session  preceding 
any  corrective  surgery  for  documented  ob- 
struction. In  order  to  distinguish  between 
normal  spermatogenesis  (indicative  of  ob- 
struction) and  a subtle  sperm  maturation 
defect  a "touch  prep"  is  routinely  performed 
with  the  biopsy  tissue.  The  testis  tissue  is 
gently  "dabbed"  several  times  across  the 
surface  of  a sterile  glass  slide  which  is 
immediately  sprayed  with  cytofixative  and 
stained  by  the  Papanicolau  method.  In  this 
way  mature  spermatozoa  with  fully  formed 
tails  may  be  noted  since  it  is  difficult  to 
routinely  tell  the  difference  between  late 
spermatids  and  mature  spermatozoa  on  the 
routine  permanent  tissue  sections.’’’  The  testis 
tissue  is  placed  in  Bouin's  solution  (preferred 
fixative)  immediately  after  the  "touch  prep". 
The  biopsy  will  then  be  classified  as:  normal 
spermatogenesis;  maturation  arrest;  hypo- 
spermatogenesis;  germinal  cell  aplasia  (Sertoli 
cell  only);  tubular  and/or  peritubular  fibrosis; 
or  a combination  of  these  patterns. 

When  obstruction  has  been  confirmed  by  a 
previous  testis  biopsy,  the  level  of  obstruction 
(epididymis,  vas  deferens  and/or  ejaculatory 
duct)  will  determine  the  surgical  approach 
required.  Vasography,  the  radiographic  evalu- 
ation for  patency  of  the  vas  deferens,  is 
performed  only  for  the  specific  purpose  of 
documenting  the  level  of  obstruction  to 
sperm  outflow  at  the  time  of  surgical  correction. 
However,  based  on  related  history  (i.e.  prior 


inguinal  surgery,  prior  epididymitis,  or  low 
volume  ejaculate),  the  level  of  obstruction 
may  be  anticipated.  Anterior  vasotomy  for 
vasography  is  the  preferred  technique  since  it 
allows  for  assessment  of  any  sperm  in  the  fluid 
exiting  from  the  epididymis  in  order  to 
determine  epididymal  patency.  It  is  important 
to  remember  that  distal  obstruction  may  be 
associated  with  secondary  epididymal  (ob- 
struction. Furthermore,  the  contrast  should  be 
injected  only  in  a distal  direction  in  order  to 
avoid  epididymal  damage.  In  cases  of  low 
volume  azoospermia  in  which  ejaculatory 
duct  obstruction  is  suspected,  the  diagnosis 
may  be  aided  by  transrectal  ultrasonography 
(TRUS)  prior  to  vasography.  TRUS  will  demon- 
strate cystic  dilation  of  the  prostatic  utricle 
and/or  the  seminal  vesicles  in  most  cases  of 
ejaculatory  duct  obstruction.  If  ejaculatory 
duct  obstruction  is  noted,  addition  of  a 
chromogen  (i.e.  indigo  carmine)  to  the  diluted 
vasography  contrast  agent  may  be  helpful 
during  transurethral  resection  to  "unroof"  the 
obstruction. 

The  last  modality  in  the  extended  male 
infertility  evaluation  is  internal  spermatic 
venography.  This  venographic  study  of  reflux 
into  the  spermatic  vein  is  used  mainly  in  the 
confirmation  of  recurrent  varicoceles.  It  is 
advantageous  in  recurrences  because  it  can 
be  used  for  therapeutic  embolization  with 
coils  or  balloons  at  the  time  of  evaluation  for 
recurrence.”’  Success  rates  are  high  and  com- 
plication rates  are  low  in  the  hands  of 
experienced  venographers. 

TABLE  6 

CAUSES  OF  MALE  INFERTILITY 
IN  425  PATIENTS* 


VGNOSIS 

% INCIDENCE 

Varicocele 

37.4 

Idiopathic 

25.4 

Testicular  Failure 

9.4 

Obstruction 

b.1 

Cryptorc  hidism 

b.l 

Volume 

4.7 

Agglutination 

3.1 

Sexual  Dysfunction 

2.8 

Viscosity 

Viscosity 

1.9 

Ejaculatory  Failure 

1.2 

Endocrine 

0.9 

High  Density 

0.5 

Necrosperrnia 

0.5 

'Modified  From:  Creenburg  SH,  Lipbhultz  LI,  Wein  AJ: 
Experience  with  425  Subfertile  patients.  (J  Urol 
1 1 9:507,  1978,  by  permission  of  Williams  and  Wilkins, 
Inc.) 
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Based  upon  the  evaluation  as  outlined,  male 
infertility  can  be  classified  by  diagnostic 
factors  in  most  cases.  One  series  has  been 
outlined  in  Table  6.  Unfortunately,  vve  are 
currently  still  left  with  an  unknown  etiology 
for  male  infertility  in  roughly  25%  of  cases. 
However,  a methodical  approach  to  the 
evaluation  of  male  infertility  looking  for 
specific  causes  will  result  in  successful  treat- 
ment for  many  infertile  couples. 
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INTRODUCTION 

Hereditary  cancer  is  of  signifi- 
cant public  health  impact  since 
5-1 0%  of  the  total  cancer  burden 
is  hereditary.  At  least  100  differing  hereditary 
cancer  predisposing  syndromes  have  been 
identified^ . Cancer-prone  families  can  provide 
powerful  and  potentially  cost  effective  models 
for  cancer  prevention  and  controP"^.  In  spite 
of  these  facts,  clinical  expertise  in  identifying 
hereditary  forms  of  cancer,  as  well  as  the 
development  of  appropriate  counselling,  sur- 
veillance, and  management  programs  for 
these  special  at  risk  patients,  is  exceedingly 
limited*. 

Advances  in  biomolecular  genetics  should 
eventually  help  to  ameliorate  some  of  these 
concerns.  Specifically,  they  should  assist  clin- 
icians in  identifying  patients  at  high  genetic 
risk  for  cancer  of  specific  anatomic  sites  which 
will,  in  turn,  harbor  important  implications  for 
highly  successful  chemoprevention,  surveill- 
ance, and  management  programs  in  these 
high  risk  populations^''. 

We  have  performed  medical  genetic  evalu- 
ation of  all  patients  (>2000)  treated  in  our 
oncology  clinic  during  the  past  decade®**. 
Based  upon  this  experience,  we  reasoned  that 
similar  strategies  would  be  useful  to  the 
counselling,  surveillance,  and  management  of 
high  genetic  cancer  risk  patients  in  a more 
formally  structured  specialty  clinic.  Our  pur- 
pose is  to  describe  our  ongoing  clinical 
activities  during  the  developmental  phase  of 
Creighton  University/AMI  St  Joseph  Hospital's 
Hereditary  Cancer  Consultation  Clinic  (HCCC). 

MATERIALS  AND  METHODS 
Description  of  Funding  Source 

Funds  for  personnel  (nurse,  biostatistician, 
computer  programmer,  and  a secretary/data 
entry  clerk)  for  a three  year  development 
period  were  allocated  by  Health  Futures 
Foundation  and  space  was  provided  by  AMI- 


St.  Joseph's  Hospital  in  June  1 986.  It  was  then 
expected  that  future  patient  revenues  and 
grant  funding  would  make  HCCC  self-sustaining. 

The  fee  for  initial  patient/family  examina- 
tion is  a nominal  one.  Those  patients  who 
cannot  afford  this  fee  are  seen  without  charge. 
Third  party  reimbursement  is  uneven  when 
patients  are  asymptomatic.  Hereditary  risk  for 
cancer  is  not  considered  a "disease"  unless 
the  particular  patient  has  significant  pre- 
monitory stigmata  of  the  underlying  genetic 
trait  and/or  has  frank  symptomatology.  During 
the  first  1 8 months  of  operation,  86%  of  the  77 
patients/families  evaluated  had  third  party 
carrier  coverage,  but  in  only  50%  of  these 
cases  was  there  any  third  party  reimbursement. 
In  very  few  of  these  was  reimbursement  at  full 
cost. 

Description  of  Personnel  and  Clinic  Facilities 

Ideally,  the  physician-director  should  have  a 
background  in  oncology  and  cancer  genetics. 
The  biostatistician  should  have  expertise  in 
genetics  and  a knowledge  of  all  of  the 
activities  ongoing  in  the  HCCC.  The  biostat- 
istician plays  a significant  role  in  design  of 
clinical  and  research  activities  in  the  HCCC. 
The  nurse/epidemiologist  coordinator  is  a 
liaison  between  patients  and  physician,  with 
full  responsibility  for  followup  of  patients/ 
families,  maintenance  of  rapport,  and  assess- 
ment of  compliance  with  the  surveillance/ 
management  programs.  The  nurse  is  respons- 
ible for  coordinating  the  publicity  and  educa- 
tion for  both  lay  and  professional  individuals, 
inclusive  of  all  outreach  activities  of  the 
center.  The  nurse  also  monitors  budgetary 
activities.  The  center  requires  computer  facili- 
ties with  a data  input/secretarial  support 
person. 

Minimum  clinicspace  requirements  include 
a standard  medical  examination  room  and  a 
conference  room  which  will  accommodate 
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the  number  of  family  members  who  might 
attend  family  conference  sessions. 

Developing  Awareness  of  the  Clinic 

As  Figure  ^ shows,  both  professional  and  lay 
awareness  of  the  possibility  of  cancer  genetic 
etiology  and  its  potential  clinical  impact  is 
central  to  the  generation  of  patients.  This  may 
include  articles  in  professional  journals,  news- 


paper ads  describing  the  services,  human 
interest  stories  on  radio  and  television,  speak- 
ing engagements  before  various  lay  and 
professional  groups,  professional  newsletters 
sent  to  physicians  and  nurses,  and  newsletters 
and  educational  brochures  distributed  to  high 
risk  family  members  and  the  lay  public.  These 
activities  need  to  be  responsive  to  the 
local/ regional  community  milieu. 


Model  for  Cancer  Genetic  Evaluation  in  HCCC 


Professional  Awareness 


- Referral- 


Lay  Awareness 


Questionnaire 

(Phone/Written) 


Assessment 
Physical  (MD) 

— clinical 

— genetic,  including  examination  of 
primary  relatives  when  possible 

— pathology  review 
Compliance  Issues  (RN) 

— personal  psychodynamics 

— family  interaction  patterns  and  conflicts 

— economic  resources 

— community  resources 


Excluded  (MD/RN) 

— Teaching  - ACS  general 
surveillance  guidelines 

— decreased  anxiety 


— letter  to  local  medical  doctor  in  family  — decreased  anxiety 

RN  — documentation  of  all  cases  in  family 

\ / 


Family  Involvement  (RN/MD) 

— intensive  education 

— family  followup/rapport/continuity 


Cancer  Family  Registry  System 

— facilitates  identification  of  at 
risk  patients 

— service  to  these  patients  and  their 
physicians 


Research 

— identification  of  new  hereditary 
cancer-prone  syndromes 

— describe  new  surveillance  & management 
strategies  responsive  to  natural  history 

— new  hypotheses 

— biomarkers  in  cooperative  families 

— confidentiality 

— third  party  reimbursement 


FIGURE  1 

Algorithm  depicting  the  activities  of  the  Flereditary  Cancer  Consultation  Center. 
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Logistics  of  Patient/Family  Assessment 

Prior  to  the  initial  clinic  visit,  patients  fill  out 
a screening  questionnaire  which  contains 
detailed  family  history  information.  A "working 
pedigree"  is  then  compiled.  The  patient  is 
seen  initially  by  the  nurse/epidemiologist 
where  the  history  is  collated  and  extended. 
The  patient  is  then  evaluated  by  an  oncologist/ 
geneticist.  Questioning  is  directed  toward  the 
patient's  health  status,  with  particular  attention 
to  those  clinical  clues  which  might  have  a 
bearing  on  the  presumptive  hereditary  pre- 
cancer disorder.  Appropriate  referral,  when 
indicated,  is  made  to  one  or  more  of  the 
specialty  clinics  in  the  University  Medical 
Center  (Figure  1)  after  consultation  with  the 
patient's  primary  care  physician.  This  has 
resulted  in  a developing  awareness  among  the 
various  medical  specialists  for  the  particular 
needs  of  patients  at  high  risk  for  hereditary 
cancer. 

Evaluation  of  patients  in  the  HCCC  setting 
differs  from  the  traditional  medical  examina- 
tion in  that  implications  of  hereditary  stigmata, 
including  symptoms  or  signs  of  hereditary 
disease,  are  extended  to  the  patient's  high  risk 
relatives.  In  the  nurse's  initial  interview  and  in 
the  physician  history  and  physical  examination, 
a searching  inquiry  is  made  toward  ferreting 
out  and  understanding  all  facets  of  the 
particular  hereditary  cancer  syndrome  pheno- 
type, including  its  forme  fruste  in  the  relatives, 
inclusive  of  cancer  of  all  anatomic  sites. 

In  addition  to  sending  our  consultation 
findings  to  the  referring  physician,  we  have 
found  it  useful  to  have  a covering  letter 
forwarded  to  high  risk  relatives  and  their 
family  physicians.  This  includes  a statement 
about  the  objectives  and  mission  of  the 
HCCC  and  discusses  the  findings  which  were 
uncovered  in  the  course  of  this  family  investi- 
gation. The  same  letter  outlines  the  most  up  to 
date  surveillance/management  strategies.  We 
strive  to  maintain  communication  with  these 
high  risk  relatives  and  their  physicians  in  the 
interest  of  acquiring  both  maximal  knowledge 
about  the  hereditary  cancer  disorder  of  con- 
cern and  for  the  cancer  control  gain  which 
might  be  conferred  to  them. 

Definitions 

In  discussing  "familial  cancer"  and  "heredi- 
tary cancer",  it  is  important  that  these  terms 
be  clearly  defined.  These  terms  are  commonly 
used  interchangeably  by  authors  to  describe 
clustering  of  cancer  among  the  relatives  of  a 


cancer  proband.  We  believe  that  it  is  preferable 
to  make  a distinction  between  these  terms. 

Familial  cancer  is  operationally  defined  by 
us  as  a patient  with  two  or  more  primary  or 
secondary  relatives  with  cancer  of  the  same 
anatomic  site.  We  infer  that  the  clustering  of 
cancer  of  specific  anatomic  sites  in  the 
particular  family  could  be  due  to  chance,  to 
common  environmental  factors,  to  genetics  - 
and  here,  most  probably  polygenic  events, 
and/or  their  interaction.  Risk  to  first  degree 
relatives  of  patients  with  cancers  such  as 
breast  or  colon  are  elevated  empirically  and 
are  about  three-fold  increased  over  population 
expectations. 

Hereditary  cancer  is  diagnosed  when  cancer 
of  a specific  type  (or,  in  some  syndromes  a 
constellation  of  types)  occurs  unusually  fre- 
quently in  a family  and  where  the  incidence  is 
distributed  in  a pedigree  in  a manner  con- 
sistent with  Mendelian  transmission.  The 
diagnosis  is  reinforced  by  a family  history  of 
unusually  early  cancer  diagnoses  and 
frequent  multiple  primary  cancers*^  In 
some  syndromes,  diagnosis  is  facilitated  by 
the  presence  of  certain  stigmata  or  clinical 
premonitory  signs,  as  in  the  cancer-associated 
genodermatoses' ^ or  in  familial  polyposis  coli. 

Hereditary  cancer  is  not  a single  disease. 
Rather,  it  encompasses  a heterogeneous  array 
of  cancer-prone  disorders.  For  example,  an 
inherited  susceptibility  to  breast  cancer  is 
seen  in  a site-specific  syndrome,  in  the 
breast/ovary^'^,  and  in  the  Sarcoma,  Breast 
cancer,  brain  tumors.  Lung  and  laryngeal 
cancer,  leukemia,  lymphoma,  and  Adrenal 
cortical  carcinoma  (SBLA)  syndrorne^T  This 
heterogeneity  mandates  careful  attention  to 
cancer  of  all  types  in  the  families  being 
evaluated. 

Obligate  Gene  Carrier 

The  term  obligate  gene  carrier  (OGC) 
defines  a patient  who  is  presumptively  un- 
affected but  is  identified  as  a family  member 
from  a specific  autosomal  dominant  hereditary 
cancer  syndrome  setting,  who  has  a parent  or 
sibling  with  a syndrome  cancer,  and  who  has 
one  or  more  syndrome  cancer-affected  child- 
ren. Such  an  individual's  lifetime  cancer  risk 
would  be  consonant  with  the  estimated 
penetrance  of  the  deleterious  cancer-prone 
gene.  The  lifetime  cancer  risk  to  an  individual 
designated  as  an  OGC  in  a hereditary  breast 
cancer  (HBC)  family  would  be  that  of  the 
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penetrance  of  the  breast  cancer  genotype 
(approximately  89%)’^. 

Referral  Patterns 

The  bulk  of  our  referrals  have  pertained  to 
an  evaluation  of  breast  cancer  risk  (18  HBC, 
1 8 familial)  and  colon  cancer  risk  (8  hereditary 
nonpolyposis  colorectal  cancer  [HNPCC7,  2 
familial).  This  experience  compares  with  general 
population  estimates  in  that,  except  for  lung 
cancer,  they  represent  the  most  commonly 
occurring  cancers.  Between  5%  and  10%  of 
the  total  burden  of  cancer  of  the  breast  and 
colon  is  hereditary  and  about  20%  is  familiaP\ 
Lay  as  well  as  physician  awareness  of  the 
significance  of  host  factors  in  these  disorders 
has  increased  remarkably  during  the  past 
decade  and  this  may  also  be  a factor  influencing 
referral. 

The  recent  finding  of  congenital  hypertrophy 
of  the  retinal  pigment  epithelium  (CHRPE)  in 
Gardner's  syndrome^®  prompted  an  ophthal- 
mologist to  refer  three  patients  with  retinal 
pigmentations  and  occasional  cancer  occur- 
rences within  their  families.  Evaluation,  how- 
ever, showed  that  none  of  these  patients  with 
retinal  pigmentations  had  evidence  of  multiple 
colonic  adenomatous  polyps  either  in  them- 
selves or,  by  history,  in  their  close  relatives. 
The  cancer  occurrences  in  their  families  were 
non-familial. 

There  were  8 patients  who  were  in  good 
general  health,  but  were  concerned  about 
their  own  cancer  risk  because  of  cancer 
occurrences  in  their  families.  These  patients 
required  a detailed  family  history  evaluation 
in  order  to  exclude  the  possibility  of  hereditary/ 
familial  cancer.  They  were  found  to  fit  the 
non-familial  cancer  category  and  were  so 
counselled.  During  these  sessions,  they  were 
shown  how  frequently  cancer  occurs  in  the 
general  population  and  their  pedigrees  were 
discussed  with  them,  emphasizing  the  manner 
in  which  occasional  cancers  among  their 
relatives  could  be  explained  by  mere  chance. 

Two  patients  with  cancer  phobia  were 
assessed  and  found  to  lack  any  evidence  of 
hereditary  or  familial  cancer  in  their  respective 
families.  Considerable  time  was  spent  with 
each  of  them,  one  of  whom  had  a chronic 
problem  with  headache.  Following  detailed 
physical  examination,  neurologic  referral,  EEC, 
and  computerized  axial  tomography  of  the 
head,  all  of  which  gave  negative  findings,  the 
patient  was  reassured  that  there  was  no 
apparent  organic  basis  for  her  headache. 


SELECTED  CASE/FAMILY  REPORTS 
Case  1 

Knowledge  of  the  natural  history  of  a hereditary 
cancer  syndrome  may  enable  the  clinician  to 
establish  a putative  hereditary  cancer  syn- 
drome diagnosis  based  upon  only  a nuclear 
portion  of  the  pedigree.  This  was  our  experi- 
ence with  Family  2063  (Figure  2).  The  pattern 
of  multiple  primary  cancers  in  the  proband's 
mother  (cancer  of  breast,  endometrium, 
colon),  coupled  with  strikingly  early  age  of 
colonic  cancer  onset  in  her  brother,  as  well  as 
the  tumor  pattern  in  her  other  first  degree 
relatives,  was  sufficient  to  make  a presumptive 
diagnosis  of  Lynch  syndrome  II.  Had  this 
family  been  referred  prior  to  the  diagnosis  of 
colorectal  cancer  in  the  proband's  brother,  we 
would  have  recommended  that  he  undergo  a 
subtotal  colectomy  as  opposed  to  a segmental 
resection  of  his  splenic  flexure  lesiorf^.  The 
family  requires  more  extensive  study  and  this 
investigation  is  now  in  progress. 

FAN  2063 


1 2 


age  2 

FIGURE  2 

Nuclear  portion  of  pedigree  suggestive  of  hereditary 
nonpolyposis  colorectal  cancer  (Lynch  syndrome  II). 
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Case  2 

In  another  family,  the  29  year  old  proband 
was  self-referred.  She  was  greatly  concerned 
about  her  cancer  risk  since  two  of  her  sisters 
manifested  remarkably  early  onset  breast 
cancer  (ages  26  and  34,  respectively).  Her  59 
year  old  mother  was  cancer-free,  but  had  not 
learned  self-breast  examination  and  had  never 
had  a mammogram  performed.  Her  maternal 
grandmother  died  of  metastatic  adenocarcinoma 
(primary  site  unknown)  at  age  54,  and  a 
maternal  aunt  manifested  breast  cancer  and 
died  at  age  84.  We  immediately  recognized 
that  the  findings  in  this  family  were  consistent 
with  HBC. 

The  proband,  one  cancer-affected  sister, 
three  unaffected  sisters,  and  their  mother 
came  to  our  HCCC  for  joint  family  evaluation 
(another  cancer-affected  sister  and  an  un- 
affected sister  came  at  a later  date  for  a 
conference).  We  carefully  explained  all  known 
facets  of  the  natural  history  of  HBC  and 
stressed  the  importance  of  intensive  surveil- 
lance, including  BSE  and  annual  mammography. 
During  this  free-wheeling  family  conference, 
we  encouraged  questions  and  provided  a 
psychodynamically  oriented  non-directive 
therapy  session.  Each  patient  indicated  benefit 
from  this  session  and  stated  that  they  had  not 
previously  thought  about  the  many  aspects  of 
HBCs  natural  history  or  their  need  for  rigorous 
surveillance.  We  then  examined  each  patient, 
performed  mammography,  and  taught  them 
BSE  as  part  of  the  family  evaluation. 

Mammographic  findings  in  the  proband's 
mother  showed  calcifications  in  her  left  breast 
which  did  not  appear  to  be  consistent  with 
cancer.  The  radiologist's  recommendation  was 
to  repeat  this  mammogram  in  six  months  or  a 
year.  Because  we  considered  her  to  be  an 
obligate  gene  carrier  (OGC),  we  requested 
that  focal  compression  be  performed  in  the 
area  of  the  left  breast  where  the  calcifications 
were  discerned.  This  procedure  revealed  a 
dot-dash  calcification  pattern  in  a duct  which 
appeared  to  be  more  significant  than  in  the 
original  mammogram.  This  led  to  a biopsy 
which  revealed  findings  consonant  with  carci- 
noma of  the  breast  Modified  radical  mastec- 
tomy was  performed  and  pathology  findings 
showed  intraductal  and  invasive  ductal  carci- 
noma. A contralateral  prophylactic  mastectomy 
of  the  right  breast  was  performed  at  this  same 
operation. 

The  proband's  28  year  old  sister,  who 


manifested  carcinoma  of  the  left  breast  at  age 
26,  on  our  breast  examination,  had  a firm, 
fixed  lesion  in  the  upper  outer  quadrant  of  the 
right  breast.  Biopsy  showed  infiltrating  ductal 
carcinoma.  A mastectomy  was  performed, 
including  axillary  dissection.  There  were  no 
positive  axillary  lymph  nodes.  Thus,  within 
one  month  following  the  self-referral  of  the 
proband,  two  new  breast  cancers  were  diag- 
nosed in  her  first  degree  relatives  (mother  and 
sister).  Details  of  the  family  history  and  cancer 
occurrences  are  depicted  in  Eigure  3^‘*. 

DISCUSSION 

The  absence  of  a single  test  for  cancer  of  all 
anatomic  sites  that  could  be  applied  to  the 
general  population,  coupled  with  high  and 
occasionally  prohibitive  screening  costs,  limited 
patient  motivation,  and  generally  low  cancer 
detection  yield,  makes  the  practicing  physician's 
cancer  control  task  a difficult  one.  Needed  is 
greater  attention  to  surveillance  of  high  risk 
groups  where  cancer  detection  yield  will 
predictably  be  increased.  Many  varieties  of 
hereditary  cancer  provide  ideal  examples  of 
such  high  risk  groups  where  cancer  screening 
should  be  cost  effective.  However,  expertise 
is  required  to  diagnose,  counsel,  and  manage 
the  many  complex  problems  of  hereditary 
cancer  families.  These  concerns  emphasize 
the  need  for  HCCCs.  Indeed,  the  clinical 
support  expertise  available  in  HCCCs  will  be 
essential  for  DNA  diagnostic  services^^.  It  is 
important  to  realize  that  the  cost-benefit 
analysis  of  molecular  genetic  services  has 
already  demonstrated  its  value  in  patient 
care^^ . 

The  timeliness  for  emphasizing  the  concept 
of  HCCCs  is  highlighted  by  several  major 
advances  in  cancer  genetics.  Eoremost  among 
these  advances  is  the  increasingly  clear  under- 
standing of  the  genetic  basis  of  retinoblastoma, 
and  the  development  of  this  phenomenon  as  a 
model  system  for  hereditary  and  sporadic 
carcinogenesis^^  This  research  has  highlighted 
the  importance  of  tumor  suppressor  genes  or 
anti-oncogenes  in  carcinogenesis.  Such  genes 
are  theorized  to  operate  in  normal  cells  to 
regulate  growth.  Loss  or  dysfunction  of  both 
cellular  homologues  of  the  gene  leads  to 
deregulation  of  growth,  an  important  part  of 
carcinogenesis.  Individuals  in  cancer-prone 
families  may  inherit  one  defective  gene,  and 
the  homologue  may  be  lost  or  mutated  in  a 
cell  in  the  target  somatic  tissue.  Individuals 
with  no  inborn  cancer  susceptibility  may 
inherit  normal  alleles  at  the  locus,  then 
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subsequently,  two  mutational  events  may 
alter  or  remove  both  normal  alleles  in  a single 
cell,  leading  to  cancer.  Thus,  linkage  studies  of 
cancer-prone  families  may  localize  a genomic 
area  which  is  involved  in  both  hereditary  and 
sporadic  cancer  of  a particular  type.  This 
model  has  been  demonstrated  to  effectively 
explain  hereditary  and  sporadic  retinoblastoma 
It  has  also  been  applied  to  other  cancer  types. 

In  the  case  of  colorectal  cancer,  linkage 
research  in  familial  polyposis  coli  localized  the 
trait  on  chromosome  and  current  research 
has  indicated  that  chromosome  5 deletions 
(and  also  deletions  on  chromosomes  17  and 
18)  are  frequently  found  in  colorectal  carci- 
nomas from  familial  and  nonfamilial  cases  “ 
Our  own  findings  of  linkage  in  Lynch  syndrome 
II  to  JK  (lod  score  3.19)®\  with  the  recent 
assignment  of  JK  to  chromosome  18,  suggests 
that  the  deleterious  gene  for  Lynch  syndrome  1 1 
is  located  on  chromosome  18  It  is  therefore 
clear  that  the  availability  of  a resource  with 
exceedingly  well  defined  families  prone  to  the 
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Lynch  syndromes  could  prove  to  be  of  invalu- 
able aid  to  the  advancement  of  biomolecular 
genetic  investigations  in  the  search  for  clues  to 
carcinogenesis.  It  is  logical  to  assume  that  these 
advances  in  biomolecular  genetics  will  even- 
tually enable  us  to  determine  who  is  vs.  who  is 
not  a carrier  of  the  deleterious  gene  for  an 
increasing  number  of  identifiable  hereditary 
cancer  disorders.  This  would  then  enable  us  to 
target  our  surveillance  strategies  to  those 
individuals  who  are  most  clearly  destined  to 
develop  cancer  of  specific  anatomic  sites.  This 
would  result  in  a saving  in  physician  and 
patient  time,  and  would  have  major  economic 
cost  impact. 

Effective  cancer  surveillance  programs  for 
inordinately  high  genetic  risk  patients  and 
their  at  risk  relatives  should,  ideally,  satisfy 
one  or  more  of  the  following  criteria:  a)  the 
natural  history  of  cancer  expression  within  the 
given  disorder  should  be  known;  b)  the 
estimated  biologic  latent  stage  of  the  particular 
cancer,  including  its  estimated  age  of  onset 
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FIGURE  3 

Pedigree  of  hereditary  breast  cancer-prone  family;  the  'A'  portion  shows  the  family  at  initial  presentation  to  our 
center,  the  'B'  portion  shows  the  family  one  month  later  with  two  new  breast  cancer  diagnoses  (reprinted  by 
permission  of  publisher  and  by  Lynch  et  al  from  Ca  Genet  Cytogenet,  36:205-210  1989). 
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should  be  known;  c)  screening  tests  employed 
should  have  high  specificity  and  sensitivity  to 
the  cancer  site  of  concern;  and  d)  effective 
therapy  should  be  available,  with  good  agree- 
ment of  who  should  and  who  should  not  be 
treated.  Multiple  endocrine  neoplasia  syn- 
dromes (MEN-lla  and  lib)  and  site-specific 
medullary  thyroid  carcinoma  are  illustrative  of 
this  paradigm^^*.  The  calcitonin  stimulation 
test  in  these  disorders  is  reliable,  convenient, 
and  when  positive,  can  detect  even  the 
precancer  stage  of  C-cell  hyperplasia,  thus 
leading  to  curative  treatment  and  improve- 
ment of  prognosis  and  life  expectancy.  Un- 
fortunately, only  a limited  number  of  hereditary 
cancer  syndromes  can  be  managed  with  this 
degree  of  simplicity  and  efficiency;  future 
biomarker  research  should  ameliorate  these 
important  concerns. 

Common  Hereditary  Cancer  Problems:  HBC 

and  HNPCC 

Cancer  genetic  diagnosticians  in  the  HCCC 
employ  clues  from  the  pedigree  and  know- 
ledge of  the  natural  history  of  the  disease  to 
develop  strategies  for  syndrome  diagnosis, 
management,  and  control.  For  example,  if  the 
family  is  judged  to  be  HNPCC  (Lynch  syn- 
dromes I and  II),  then  screening  procedures 
should  include  the  proximal  colon*".  Should 
patients  be  diagnosed  with  colonic  cancer,  a 
subtotal  colectomy  and  ileorectal  anasto- 
mosis is  the  treatment  of  choice,  given  the 
high  incidence  of  synchronous  and  meta- 
chronous colorectal  cancer  in  this  disease" 

This  procedure  should  have  been  performed 
on  patient  III-5  (Case  1,  Figure  2),  but  at  the 
time  of  his  surgery,  the  family  and  its  signifi- 
cance was  not  clarified. 

H BC  family  members  are  one  component  of 
a group  of  women  who  are  at  much  higher  risk 
for  breast  cancer  prior  to  age  50  than  is  the 
average  "healthy  asymptomatic"  woman.  Their 
breast  cancer  risk  approaches  50%  and  their 
age  of  onset  is  predictably  much  earlier.  In  this 
group  of  women,  it  would  seem  likely  that  the 
health  and  economic  benefits  of  mamography 
would  far  outweigh  the  costs  and  risks.  Eddy*'* 
has  studied  these  issues  in  women  from  the 
general  population  and  found  mamography  to 
be  cost-beneficial  in  only  those  age  50  and 
over.Needed  is  a comparable  study  on  women 
at  risk  for  HBC. 

Pedigree  evaluation  of  hereditary  cancer 
families,  such  as  HBC,  breast/ovarian,  and 
site-specific  ovarian  cancer  syndrome*,  have 


provided  an  opportunity  to  identify  individuals 
who  fulfill  the  criteria  of  obligate  gene  carriers 
(OCC).  The  mounting  of  intensive  surveillance 
programs,  as  in  the  case  of  our  HBC  example 
(Case  2,  Figure  3),  led  to  breast  cancer 
diagnoses  in  a mother  and  her  daughter.  The 
mother  in  this  example  qualified  as  an  OCC. 
Her  daughter  had  already  manifested  unilat- 
eral breast  cancer  at  age  26  and  was  automa- 
tically at  enormous  risk  for  cancer  of  the 
contralateral  breast*T  As  described  in  the 
family  report  (Case  2),  each  received  a 
histologically  verified  diagnosis  of  breast  cancer. 

In  the  majority  of  referrals  to  an  HCCC,  one 
will  encounter  families  with  two  or  more  first 
degree  relatives  with  site-specific  cancer  but 
wherein  a tumor  pattern  within  the  kindred 
will  not  be  consonant  with  a hereditary  cancer 
syndrome.  However,  in  these  familial  cancer 
circumstances,  particularly  in  familial  carci- 
noma of  the  breast  and  colon,  the  at  risk 
patients  should  receive  increased  surveillance 
since  their  empirical  risk  for  the  specific 
organ-targeted  cancer  will  be  about  threefold 
in  excess  of  that  which  is  expected  for 
individuals  from  the  general  population  who 
do  not  fit  the  familial  cancer  category. 

Special  Problems 

Individuals  may  also  be  referred  to  an 
HCCC  because  of  anxiety  and  apprehension  about 
their  cancer  risk  However,  following  a thorough 
family  evaluation,  in  a subset  of  these  patients, 
their  fears  may  be  found  to  be  unwarranted; 
specifically,  they  may  fit  the  nonfamilial 
cancer  category.  Nevertheless,  these  patients 
merit  a pedigree  evaluation  so  that  their 
anxieties  and  fears  can  be  discussed  openly  in 
the  hope  of  providing  resolution  to  their 
emotional  concerns.  Still  other  patients  may 
show  stigmata  which  are  known  to  be  fre- 
quently associated  with  hereditary  cancer 
(such  as  CHRPE  in  Gardner's  syndrome)  but 
who,  in  fact,  may  not  have  a hereditary 
precancer  syndrome.  For  example,  about  4% 
of  the  population  may  show  CHRPE  and  yet 
not  fit  any  known  hereditary  cancer  syndrome*". 

Our  experience  in  developing  an  HCCC 
may  be  helpful  to  those  interested  in  es- 
tablishing similar  programs.  A relatively  small 
number  of  such  centers  would  be  required  to 
provide  adequate  service  to  the  limited 
population  of  patients  that  would  be  targeted. 
Familiarity  with  the  goals  of  such  programs  on 
the  part  of  clinicians  would  enable  the 
establishment  of  referral  patterns  that  would 
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mutually  benefit  the  patient,  local  physician, 
and  HCCC  Our  experience  indicates  that 
many  of  our  physician  colleagues  do  not 
recognize  the  clinical  importance  of  hereditary 
cancer.  However,  during  the  course  of  our 
patient  referrals  to  these  differing  specialists, 
we  have  had  an  opportunity  to  provide 
significant  educational  information  about  the 
many  clinical  facets  of  hereditary  cancer. 

Variation  in  HCCC  Logistics 

The  objectives  and  logistics  discussed  in 
this  paper  may  not  be  appropriate  for  all 
HCCCs.  For  example,  the  role  of  the  clinic 
nurse  in  certain  HCCCs  may  be  limited  to 
basic  clinical  activities,  with  medically  trained 
family  contact  individuals  handling  the  bulk  of 
family  history  development  and  documenta- 
tion. Thus,  organizational  plans,  including 
personnel,  may  differ  significantly.  Such  logis- 
tical modifications  may,  therefore,  work  more 
effectively  in  certain  settings  than  the  plan  we 
have  outlined  in  our  own  HCCC.  The  import- 
ant point  is  to  provide  a system  which  will 
effectively  meet  the  needs  of  patients  affected 
and/or  at  high  risk  for  hereditary  cancer. 

Family  Registries;  An  Aid  to  HCCC 

Since  an  enormous  amount  of  work  may  go 
into  the  accrual  of  data  for  the  construction 
of  the  pedigree,  it  would  be  ideal  to  have 
central  registries  for  such  families.  The  screen- 
ing of  families  can  be  simplified  once  pedi- 
grees are  thoroughly  assembled  so  that,  in  the 
case  of  dominantly  inherited  precancer  dis- 
orders, high  and  low  risk  lineages  within  the 
family  can  be  clearly  identified.  This  would 
also  enable  the  enactment  of  highly  organ- 
targeted  cancer  control  programs.  Patient  and 
physician  education  could  be  more  effectively 
administered  so  that  compliance  with  organ- 
targeted  surveillance  might  be  maximized. 

Third  Party  Carriers 

There  is  a vital  need  to  have  third  party 
carriers  recognize  the  long-term  surveillance 
and  management  needs  of  patients  at  risk  for 
hereditary  cancer.  In  certain  circumstances, 
indications  for  prophylactic  surgery,  as  in 
familial  multiple  polyposis  coli  (prophylactic 
colectomy)  may  be  present.  The  cost  may  be 
significantly  less  than  to  treat  a long-term 
cancer  patient  with  metastases.  Insurance 
carriers  should  be  willing  to  defray  the 
enormous  costs  encountered  in  these  cancer 
control  activities  since  the  cancer  yield  will  be 
predictably  increased  and  the  preventive 
aspects,  as  in  prophylactic  surgery,  will  habor 


lifesaving  potential.  Unfortunately,  such  cost- 
benefit  findings  must  still  remain  speculative 
in  the  absence  of  well-controlled  investigations 
testing  hypotheses  pertaining  to  intensive 
surveillance  of  high  genetic  risk  individuals. 

Research 

The  research  objectives  of  HCCC  are  closely 
integrated  with  the  pragmatic  clinical  approach 
which  we  employ.  Thus,  through  gathering 
details  of  the  natural  history  as  well  as  the 
pattern  of  tumor  expression  within  the  kindred, 
we  may  in  certain  circumstances  be  adding 
new  information  about  a particular  hereditary 
cancer  syndrome  or  be  identifying  new  syn- 
dromes. We  may  also  be  gaining  new  insights 
into  how  to  implement  effective  cancer 
control  practices  through  HCCC's  attention  to 
family  oriented  medicine.  Further  research 
objectives  also  must  be  intensified  toward 
involving  cooperative  families  in  biomarker 
research  in  order  to  identify  biomarkers  which 
correlate  strongly  with  the  cancer  prone 
genotype. 

SUMMARY  AND  CONCLUSIONS 

There  is  a significant  hiatus  between  exist- 
ing knowledge  about  hereditary  forms  of 
cancer  and  the  application  of  this  information 
at  the  bedside.  We  believe  that  the  HCCC 
concept  will  effectively  bridge  this  gap  be- 
tween medical  knowledge  and  its  service 
application.  Priority  areas  for  assuring  long- 
range  success  of  this  mission  will  require:  a) 
greater  public  and  physician  awareness  of  the 
hereditary  portion  of  the  total  cancer  problem; 
b)  generation  of  cost-benefit  information 
relevant  to  the  surveillance  and  management 
of  patients  at  risk  for  hereditary  cancer  so  that 
third  party  carriers  might  be  more  responsive 
to  patient  needs:  c)  enhancement  of  patient/ 
far-nily  compliance  with  surveillance/manage- 
ment protocols  leading  to  early  detection  of 
cancer  and  improved  survival;  and  d)  research 
into  biomarkers  which  demonstrate  acceptable 
sensitivity  and  specificity  for  the  cancer-prone 
genotype,  one  day  enabling  identification  of 
the  deleterious  gene(s).  Thus,  we  may  achieve 
the  ultimate  goal  of  identifying  biochemical 
agents  which  will  effectively  ameliorate  the 
deleterious  products  of  the  cancer-prone 
gene(s),  improve  clinical  outlook,  or  even 
prevent  cancer  expressions-^ 

Support  of  this  study  was  provided  by  the  Health 
Futures  Foundation. 

"We  gratefully  acknowledge  the  assistance  of  Diane 
Stanley  in  the  preparation  of  this  manuscript. 
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WITH  the  introduction  of  Rho  (D) 
Immune  Globulin  (Rh  IG)  in 
1968,  it  was  expected  that  Rh 
isoimmunization  of  pregnant  women  would 
be  eliminated  and  Rh  Hemolytic  Disease  of 
the  Newborn  (Rh  HDN)  eradicated.  Exten- 
sive and  comprehensive  surveys  regarding 
the  postpartum  utilization  of  Rh  IG  and  the 
subsequent  reduction  in  Rh  sensitization  have 
not  been  available.  The  data  were  collected 
prior  to  the  recommendation  that  both  an- 
tepartum and  postpartum  prophylaxis  be 
used.  The  surveillance  is  presented  at  this 
time  as  a baseline  for  future  research. 

One  of  the  authors  (R.S.G.)  was  Director 
of  Maternal  and  Child  Health  for  the  Ne- 
braska State  Health  Department.  The  other 
two  (C.A.F.  and  R.E.W.)  were  associated 
with  the  obstetrical  department  of  the  Uni- 
versity of  Nebraska  and  consultants  to  the 
Health  Department. 

METHODS  AND  MATERIALS 

The  data  were  collected  on  a voluntary 
basis  from  January  1,  1973  through  Decem- 
ber 31,  1982  by  hospitals  with  an  obstetrical 
unit  in  the  State  of  Nebraska.  Every  three 
months  an  "Rh  log"  was  sent  to  each  of  100 
hospitals.  The  hospitals  selected  a "data 
recorder"  who  was  oriented  as  to  the  patho- 
genesis and  prevention  of  Rh  isoimmuniza- 
tion, and  the  recognition  of  pertinent  data  to 
diagnose  Rh  sensitization.  The  "data  record- 
ers" were  nurses  assigned  to  the  obstetrical 
unit,  laboratory  personnel  and  record  room 
administrators. 

The  "Rh  log"  contained  a questionnaire 
pertaining  to  the  mother,  her  Rh  type  and  her 
newborn.  It  identified  a woman  who  had  a 
live  birth,  Rh  negative  women  who  were  sen- 
sitized, and  women  who  received  postpar- 
tum Rh  IG.  The  infant's  portion  of  the  ques- 
tionnaire identified  a live  newborn,  Rh  type, 
and  if  the  Coomb's  test  was  positive. 


The  accuracy  of  the  study  population  was 
verified  by  cross-matching  the  completed 
questionnaires  with  birth  certificates  which 
stated  the  mother's  Rh  type.  Each  question- 
naire was  personally  reviewed  by  one  of  the 
authors  (R.S.G.).  A member  of  the  Maternal 
and  Child  Health  staff  personally  reviewed 
the  obstetrical  and  newborn  records  to  verify 
missing  Rh  types  and  the  omission  of  Rh  IG. 
Obstetrical  records  of  women  who  were 
sensitized  were  also  reviewed  by  a Maternal 
and  Child  Health  staff  member. 

The  data  were  compiled  yearly.  After  each 
five  years,  a report  was  sent  to  each  hospital 
as  to  the  utilization  of  Rh  IG  for  their  hospital 
and  the  entire  state. 

RESULTS 

During  the  first  five  years  of  the  study  all 
of  the  100  hospitals  submitted  the  requested 
data.  In  1978,  two  hospitals  representing 
730  births,  and  from  1979  through  1982, 
one  hospital  (971  births  in  1979,  1,028  births 
in  1980,  984  births  in  1981,  and  962  births 
in  1982)  did  not  participate.  The  missing  data 
represented  less  than  four  percent  of  the 
total  births.  In  1973  the  racial  composition  of 
newborns  in  Nebraska  was  92.6%  white, 
4.5%  black,  1.2%  Hispanic,  1%  Indian  and 
0.7%  other  races.  In  1978,  the  white  racial 
composition  of  newborns  was  90.7%,  and  in 
1982,  89.7%. 

A theoretical  representation  of  expected 
Rh  negative  women  and  their  matings  result- 
ing in  possible  Rh  positive  infants  in  the 
general  population  is  displayed  in  FIGURE  1. 

Data  relevant  to  253,314  hospitalized  post- 
partum women  who  delivered  live  births 
were  analyzed.  Deliveries  occurring  else- 
where numbered  less  than  100  each  year. 

The  number  of  women  delivering  live  new- 
borns and  the  number  who  were  Rh  negative 
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FIGURE  1.  Theoretical  Incidence  of  Rh  Disease  and  Rh  Hemolytic  Disease  of  the  Newborn. 


are  noted  in  TABLE  1.  The  percent  of  Rh 
negative  women  and  women  whose  Rh  type 
was  unknown  combined,  closely  equalled 
the  expected  15%.  In  the  first  five  years, 
there  were  71  women  whose  Rh  type  was  un- 
known. During  the  second  five  years  only 
three  did  not  have  an  Rh  type  recorded  in 
their  obstetrical  record.  The  three  women 
were  transients  who  had  no  prenatal  care  and 
left  the  hospital  immediately  following  their 
delivery. 


During  the  first  five  years  of  the  study 
multiple  births  were  not  counted  as  addi- 
tional live  births.  If  e.g.  the  twins  (or  more) 
were  both  negative,  only  one  was  counted  as 
negative;  or  if  both  positive,  only  one  was 
counted  as  positive.  If  the  multiple  births 
were  of  different  Rh  types,  only  the  positive 
infant  was  counted.  Infants  without  a re- 
corded Rh  type  were  counted  as  unknown. 
This  method,  which  was  selected  as  the  prime 


TABLE  1.  Number  of  women  delivering  live  newborns  in  Nebraska  hospitals,  Rh  status  of 
'the  women,  and  percent  of  negative  and  unknown  Rh  women,  1973  through  1982. 


YRAR 

1 973 

1 974 

1 975 

1 976 

1 977 

1 978 

1 979 

1 980 

1 981 

1 982 

Nin^BER  OF  WOMEN 
DELIVERING  LIVE 
NEWBORN.S 

23,229 

24,645 

24,81 4 

24,655 

26,291 

24,696 

25,674 

26,627 

26,583 

26,300 

Rh  STATUS  OF  WOMEN 
NEGATIVE 

3,296 

3,524 

3,693 

3,689 

4,021 

3,751 

3,797 

4,049 

4,079 

4,108 

UNKNOV/N 

33 

15 

2 

12 

9 

1 

0 

0 

1 

1 

PERCTINT  OF  Rh 
NEGATIVE  AND  UNKNOWN 
Rh  WOMEN 

14.3% 

14.4% 

14.9% 

15.0% 

15.3% 

15.3% 

14.8% 

15.2% 

15.3% 

15. b% 
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concern  at  that  period,  was  to  determine  the 
utilization  of  Rh  IG.  During  the  second  five 
years  each  newborn  was  counted  and  its 
respective  Rh  type  noted  (positive,  negative 
or  unknown).  TABLE  2 reveals  the  Rh  types 
of  newborns  delivered  by  women  who  were 
Rh  negative  and  of  an  unknown  Rh  type.  The 
percent  of  newborns  who  were  Rh  positive 
plus  newborns  whose  Rh  type  was  unknown, 
delivered  by  Rh  negative  women,  plus  women 
whose  Rh  type  was  unknown  varied  from  a 
low  of  59.9%  to  a high  of  62.3%.  The  theo- 
retical calculation,  in  the  general  population, 
of  a pregnant  Rh  negative  woman  having  a 
Rh  positive  infant  is  65%.  In  1973,  108  new- 
borns did  not  have  a documented  Rh  type. 
The  number  was  reduced  to  only  15  in  1982. 
For  the  study,  unless  the  newborn  had  a re- 
corded Rh  type,  it  was  counted  as  unknown. 

TABLE  3 shows  the  number  of  women  who 
were  sensitized  to  the  Rh  antigen.  During  the 
first  five  years,  255  were  sensitized.  The 
number  was  reduced  to  165  during  the 
second  five  years. 

Utilization  ratios  of  Rh  IG  were  calculated 
by  dividing  the  number  of  postpartum  women 
receiving  the  Rh  IG  by  the  number  of  women 
eligible  for  Rh  IG.  The  cardinal  requirement 
of  administration  to  an  unsensitized  Rh 
negative  woman  with  a Rh  positive  newborn 
was  followed.  Additional  candidates,  consid- 
ered to  be  at  risk  of  sensitization  included 
women  whose  Rh  type  was  unknown  and 
had  a newborn  whose  Rh  type  was  positive 
or  unknown.  The  utilization  percentages  are 
summarized  in  TABLE  4.  During  the  survey 
period  the  utilization  percentage  increased 
from  85.5%  in  1973  to  99.5%  in  1982.  The 
numbers  of  women  who  were  eligible  to 


TABLE  3.  Number  of  women  delivering  live  newborns 
who  were  sensitized  to  the  Rh  antigen.  Nebraska 
hospitals,  1973  through  1982. 


TABLE  4.  Percent  of  eligible  women  delivering  live 
newborns  who  received  Rh  Immune  Globulin  in 
Nebraska  Hospitals,  1973  through  1982. 


YEAR 

1973 

1 974 

1 975 

1 976 

1 977 

% REC'D. 

85.8% 

88.7% 

94.2% 

96.8% 

95.1% 

YEAR 

1 978 

1 979 

1 980 

1 981 

1 982 

% REC*n. 

96.3% 

97.5% 

97.4% 

98.9% 

99.5% 

receive  the  Rh  IG  but  did  not  (omission)  are 
summarized  in  TABLE  5.  Omissions  which 
numbered  169  in  1973  were  reduced  to  20 
in  1982.  Women  who  refused  the  Rh  IG  did 
so  because  of  cost,  a future  sterilization  was 
contemplated,  or  religious  persuasion.  In- 
cluded in  Table  5 are  the  number  of  women 
who  had  a postpartum  sterilization  without 
postpartum  Rh  IG.  The  numbers  are  included 
in  the  omission  row. 

DISCUSSION 

Discovery  of  the  pathogenesis  of  Rh  HDN 
suggested  that  administration  of  Rh  IG  to 
women  at  risk  of  Rh  isoimmunization  could 
prevent  Rh  HDN  in  subsequent  pregnancies. 
The  data  presented  was  collected  over  a ten 
year  period  from  an  obstetrical  population 
receiving  care  in  a private  medical  system, 
delivered  in  a defined  geographical  location. 


TABLE  2.  Rh  Status  of  newborns  delivered  by  Rh  negative  and  unknown  Rh  women.  Percent  of  Rh 
positive  and  unknown  Rh  newborns  delivered  by  Rh  negative  and  unknown  Rh  women.  Nebraska 
hospitals,  1973  through  1982. 


YEAR 

1 973* 

1 974* 

1 975* 

1 976* 

1977* 

1978 

1979 

1900 

1901 

1982 

Rh  STATUS  or  NEV/BORNS 
BORN  TO  Rh  NEGATIVE 
WOMEN  AND  WOMEN  OF 
UNKNOWN  Rh  TYPE 

POSITIVE 

1 ,926 

2,112 

2,230 

2,202 

2,416 

2,250 

2,267 

2,475 

2,  464 

2,441 

NEGATIVE 

1 ,295 

1 ,333 

1 ,424 

1 ,473 

1,569 

1 , 487 

1,531 

1 , 502 

1,616 

1 ,690 

UNKNOWN 

108 

94 

41 

26 

45 

31 

10 

16 

10 

1 5 

PERC*ENT  OF  Rh 
POSITIVE  AND  UNKNOWN 
Rh  NEWBORNS  BORN  TO 
Rh  NEGATIVE  AND 
UNKNOWN  Rh  WOMEN 

61.1% 

62.3% 

61  .5% 

60.2% 

61.1% 

60.0% 

60.2% 

61  .5% 

60.0% 

59.9% 

♦ Multiple  Births  counted  once 
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The  survey  spans  a period  commencing  five 
years  after  the  introduction  of  Rh  IG.  Educa- 
tion programs  to  insure  100%  administration 
of  Rh  IG  were  started  in  1968. 

Surveillance  revealed  excellent  results  re- 
garding the  Rh  determination  of  pregnant 
women  and  their  live  newborns.  In  1973,  33 
of  the  women  at  risk  were  not  Rh  typed. 
During  the  first  five  years,  71  did  not  have  a 
documented  Rh  type  (no  laboratory  report 
on  the  obstetrical  record)  compared  to  only 
three  in  the  second  five  years.  The  Rh  deter- 
mination of  newborns  delivered  by  women 
at  risk  of  Rh  sensitization  was  also  at  a high 
level.  In  1973,  one  hundred  eight  (108)  did 
not  have  a recorded  Rh  type.  This  was  re- 
duced to  fifteen  (15)  in  1982.  In  the  first  five 
years  three  hundred  fourteen  (314)  did  not 
have  a documented  Rh  type  (no  laboratory 
report  on  the  newborn  record)  compared  to 
ninety-eight  (98)  in  the  second  five  years. 
The  absolute  numbers  are  probably  lower. 
Frequently,  the  obstetrical  record  had  a 
written  note  saying  "the  father  is  Rh  nega- 
tive." 

The  Center  for  Disease  Control  in  Atlanta 
estimated  the  utilization  of  Rh  IG  in  the 
United  States  at  79%  in  1979.  In  Nebraska, 
in  1973,  85.8%  of  the  eligible  women  re- 
ceived postpartum  Rh  IG,  which  improved  to 
99.5%  in  1982.  In  1973,  169  eligible  women 
did  not  receive  postpartum  Rh  IG.  The  number 
was  reduced  to  20  in  1982.  Eight  of  these  20 
women  had  a postpartum  sterilization.  A few 
of  the  remaining  omissions  had  notes  on  the 
obstetrical  record  "that  either  the  mother  or 
the  father  were  contemplating  a steriliza- 
tion." Of  interest  was  the  increase  in  the 
number  of  eligible  women  (20  in  1973,  to  85 


in  1982)  who  received  Rh  IG  and  had  a 
postpartum  sterilization. 

The  number  of  Rh  negative  women  at  risk 
of  being  sensitized  in  any  one  year  can  be  in- 
fluenced by  a number  of  "environmental 
factors."  Fertility  rates,  the  number  of  previ- 
ous pregnancies,  live  birth  order  (first,  sec- 
ond, and  additional  other  live  newborns), 
desired  number  of  children,  and  a pregnancy 
prior  to  the  introduction  of  Rh  IG  can  alter 
the  trend  in  the  number  of  women  sensi- 
tized. During  the  first  five  years  123,634 
women  had  live  births  and  255  women  were 
sensitized;  in  the  second  five  years  129,630 
women  had  live  births  and  165  were  sensi- 
tized. A detailed  analysis  of  the  women 
sensitized  and  infants  with  Rh  HDN  will  be 
presented  in  future  publications. 

CONCLUSION 

Utilization  ratios  of  Rh  IG  are  a measure  of 
the  preventive  effort  against  Rh  HDN.  In 
1973,  64  women  were  noted  to  be  sensitized 
to  the  Rh  antigen.  This  number  was  reduced 
to  30  in  1982.  Credit  for  the  excellent  result 
achieved  by  1982  (99.5%  utilization)  is  due 
to  the  medical  educators  and  the  local  prac- 
titioners. The  educators  included  the  "data 
keepers".  Nurse  Consultants  with  the  State 
Health  Department,  Neonatal  Intensive  Care 
System  in  Nebraska,  and  consultants  from 
the  state  medical  colleges.  Even  a survey  has 
some  educational  value.  The  practitioners, 
their  associates  (both  office  and  hospital)  and 
educators  have  used  a sound  research  dis- 
covery to  help  reduce  the  incidence  of  Rh 
immunization  and  subsequently  help  eradi- 
cate Rh  Hemolytic  Disease  of  the  Newborn, 
a serious  public  health  problem. 


TABLE  5.  Number  of  eligible  women  delivering  live  newborns  who  did  not  receive  (omission)  or 
refused  Rh  Immune  Globulin.  Number  of  eligible  women  delivering  live  newborns  who  had  a 
postpartum  sterilization  and  did  or  did  not  (omission)  receive  Rh  Immune  Gloublin.  Nebraska 
hospitals,  1973  through  1982. 


YHAR 

1973 

1 974 

1 975 

1 976 

1 977 

1 978 

1 979 

1 980 

1 981 

1 982 

OMISSION  OF  Rli 
IMMUNR  GLORNMN 

169 

144 

75 

37 

62 

44 

34 

44 

22 

20 

RFFIISrO  Rh 
IMMtJNF  GhOBIJT,IN< 

IB 

17 

15 

8 

13 

9 

12 

9 

5 

6 

STFRIMZATIONS  WITH 
OMISSION  Rh  IMMUNE 
GI.OOIN.IN** 

48 

40 

39 

9 

21 

16 

26 

13 

1 4 

0 

STFRIMZATTON  - 
RECEIVED  Rh  IMMUNE 
Gf,OnUhJN 

20 

19 

21 

27 

50 

66 

61 

59 

107 

85 

♦NOT  INCLUDED  WITH  OMISSIONS 


•♦INCLUDED  WITH  OMISSIONS 


December  1989  Nebraska  Medical  Journal 


363 


AMA  Hospital  Medical  Staff  Section 


GLEN  F.  lAU,  M.D. 


SIX  years  ago  the  American 
Medical  Association  es- 
tablished the  AMA  HMSS 
(Hospital  Medical  Staff  Section).  The  pur- 
pose was  to  establish  a forum  exclusively  for 
the  hospital  medical  staff.  This  forum  was  to 
be  used  to  solve  medical  staff  problems  and 
to  give  the  physicians  directly  affected  an 
opportunity  to  help  solve  them. 

The  AMA  HMSS  is  organized  to  grant  one 
representative  to  every  hospital  medical  staff 
regardless  of  size.  These  representatives  meet 
twice  a year,  usually  three  days  prior  to  the 
annual  and  interim  meetings  of  the  AMA 
House  of  Delegates.  The  AMA  HMSS  is  gov- 
erned by  a governing  council  elected  by  the 
representatives.  The  governing  council 
consists  of  the  chairman,  vice-chairman,  sec- 
retary, delegate  to  the  AMA  House  of  Dele- 
gates, alternate  delegate,  and  two  members 
at  large.  The  terms  of  office  are  staggered  so 
that  some  continuity  does  exist. 

The  business  of  the  AMA  HMSS  is  submit- 
ted to  the  section  by  the  medical  staff  rep- 
resentatives or  by  state  HMSS  organizations. 
The  business  is  in  the  form  of  resolutions  or 
governing  council  reports.  The  resolutions, 
submitted  before  the  meeting,  are  assigned 
to  one  of  three  reference  committees.  The 
reference  committees  consist  of  five  ap- 
pointed members,  including  their  chairman. 
The  resolutions  are  sent  to  each  representa- 
tive prior  to  the  assembly  so  that  they  can 
study  them  in  preparation  for  debate.  Refer- 
ence committees  study  and  research  each 
resolution  with  input  from  the  representa- 
tives during  the  hearings  and  present  their 
recommendations  to  the  general  assembly. 
The  assembly,  sometimes  after  considerable 
debate,  will  pass,  defeat,  or  file  every  reso- 
lution or  report.  If  passed,  the  resolution  can 
be  sent  on  to  the  AMA  House  of  Delegates 
for  action.  Since  its  inception  the  AMA  HMSS 
has  submitted  approximately  165  resolu- 


tions to  the  House  of  Delegates  and  about 
95%  have  received  favorable  action.  This  is 
indicative  of  the  quality  of  work  done  by  the 
assembly. 

The  Nebraska  Medical  Association  organ- 
ized its  hospital  medical  staff  section  in  1985 
in  the  form  of  a commission.  The  commis- 
sion is  made  up  of  12  Nebraska  Medical  As- 
sociation members  appointed  by  the  Presi- 
dent of  NMA.  There  is  no  formal  structural 
or  established  meeting  times.  The  charge  to 
the  Commission  is  as  follows:  The  Commis- 
sion on  Hospital  Medical  Staff  shall  in  and  of 
itself  or  through  the  utilization  of  ad  hoc 
committees: 

1 . Obtain  and  disseminate  information  to 
the  medical  community  by  a medical  staff 
relative  to  all  pertinent  common  problems. 

2.  Increase  awareness  among  physicians 
about  such  issues  as  relationships  to  regula- 
tory agencies,  third  party  carriers,  accredita- 
tion bodies,  administrators,  and  board  of 
trustees. 

3.  Promote  interchange  of  ideas  between 
physicians  in  varying  practice  settings  and 
define  and  identify  areas  of  concern  and 
interest. 

4.  Provide  body  of  medical  staff  solidarity 
lending  support  for  each  individual  or  uni- 
fied projects  as  may  affect  medical  staffs  or 
individual  physicians. 

5.  Assure  the  position  of  the  physician  as 
the  primary  provider  of  health  care. 

6.  Act  as  patients  advocate  to  maintain  the 
highest  quality  of  care. 

7.  Serve  as  the  Association  representative 
group  regarding  M.D. /hospital  relationships. 
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8.  Serve  as  a resource  for  such  activity 
areas  as  joint  ventures,  free  standing  clinics, 
surgery  centers,  networking,  etc. 

9.  Be  a resource  for  informational  mate- 
rials. 


This  is  an  organization  trying  to  address 
the  problems  that  doctors  doing  the  work 
are  encountering,  especially  those  problems 
that  affect  their  hospital  practice.  It  offers  us 
a chance  to  make  a difference  without  the 
formality  of  the  parent  organization  which 
often  seems  inaccessible  to  us.  Of  course, 
our  problems  in  Nebraska  are  different  than 
those  in  California,  but  this  is  an  available 
Forum  to  address  all  problems  at  the  na- 
tional level.  Their  track  record  is  good.  I 
have  found  the  debates  to  be  interesting, 
pertinent,  and  sometimes  heated.  I believe 


that  this  is  a way  that  we  can  participate 
directly. 

Soon  the  chiefs  of  staff  of  each  hospital 
will  receive  a letter  from  the  Nebraska  Com- 
mission on  Hospital  Medical  Staff.  Please 
take  the  time  to  read  it  and  to  respond  to  it. 
We  are  also  currently  trying  to  obtain  some 
copies  of  model  medical  staff  bylaws.  These 
will  be  studied  and  modified  so  they  are  ap- 
plicable to  Nebraska  physicians.  We  hope 
that  they  can  serve  as  a guide  in  formulating 
your  local  hospital  medical  staff  bylaws. 
They  should  be  helpful  in  dealing  with  the 
issues  of  staff  privileges  for  allied  health 
practitioners  and  self  governance. 

I ask  all  of  you  to  investigate  the  AMA 
HMSS  and  consider  becoming  active.  You 
can  be  heard  and  you  can  make  a differ- 
ence. 
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PRESIDENT'S  PAGE 


'Tis  The  Season 

RICHARD  RAYMOND,  M.D. 
President.  Nebraska  Medical  Association 


So  let's  be  jolly!  Forget  those  ICD-9s  for  a 
minute  and  wish  your  staff  Happy  Holidays. 
Instead  of  fighting  the  down-coding  of  your 
hospital  charges,  thank  those  hospital  em- 
ployees for  a job  well  done  this  last  year.  And 
don't  forget  to  spread  good  cheer  while  you 
decide  whether  to  participate  in  Medicare  in 
the  Happy  New  Year  of  1 990.  And  maybe,  just 
maybe,  if  we're  good  little  boys  and  girls, 
HCFA  will  finally  produce  the  1973  charge 
data,  so  mysteriously  unobtainable  up  to  now, 
upon  which  our  MAACs  are  supposedly  based. 

We  are  a diverse  lot,  and  many  of  us 
celebrate  different  holidays,  but  this  is  a 
universal  time  of  cheer  and  anticipation  of 
better  things  to  come.  For  me,  it's  a half-way 
point  in  my  term,  and  there  is  still  much  to 
accomplish.  I have  been  to  18  county  society 
or  staff  meetings  this  year,  and  that  leaves 
about  18  left  to  visit.  If  you're  one  of  those, 
and  you  desire  a chance  to  air  your  opinions  or 
fire  your  questions,  let  me  know  and  I'll  be  on 
the  road. 

I would  like  to  take  this  opportunity  to  wish, 
for  you  and  your  families,  a Happy  Holiday 
Season  and  Best  Wishes  for  the  New  Year 
from  the  Board  of  Directors  and  the  NMA 
staff.  And  on  behalf  of  the  membership  of  the 
NMA,  I would  like  to  extend  those  greetings, 
and  a sincere  thank  you  for  services  given  in 
1989,  to  the  Board  and  NMA  staff. 


Richard  Raymond,  M.D. 


With  Mary's  retirement,  and  Sue's  move, 
the  NMA  staff  has  two  new  employees  this 
year.  I publicly  welcome  and  offer  best  wishes 
to  Kris  and  Kelly.  And  with  those  changes.  Bill 
Schellpeper  now  has  more  years  of  experience 
with  the  NMA  than  the  total  of  our  5 other 
employees.  So  Bill,  especially  to  you,  best  of 
health  in  1990. 

Richard  A.  Raymond,  M.D. 
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THE  AUXILIARY 


Support  Systems 


SALLY  BECKER 
NMAA  President 


This  poem  written  by  a twenty-one  year  old  physician's  daughter,  says  it  all. 
Whatever  the  manifestation  of  the  ADDICTION  to  perfection,  i.e.  anorexia/ 
bulimia,  alcoholism,  drug  addiction,  workaholic,  cigarettes,  prescription 
drugs,  over-achieving,  sex  addiction,  the  need  for  control,  etc.,  we,  as  human 
beings,  have  a struggle  for  self-acceptance.  The  dance  is  to  move  toward 
loving  our  self  so  we  can  love  others.  . . that  is  the  Celebration  of  Life. 

Susie  Forker 
402-488-4282 


Anxiety  — intense  confusion 

I've  set  my  self  up 

whats  real  — who  am  1 

to  be  cared  for 

I've  been  consumed 

out  of  a need 

by  fear 

not  a want 

of  death 

do  you  really  care 

and  life  — mostly  life 

or  are  you  scared 

everyone  is  judging  me 

that  if  you  don't 

I'll  never  be  good  enough 

1 may  be  gone 

I'm  not  worthy 

and  you'll  feel  guilty 

of  love 

that  you  turned  away 

or  life 

and  ignored  my  pain, 

Food  is  safe 

my  fear 

it  is  my  best  friend 

1 don't  know  what  to  do 

and  worst  enemy 

every  minute  is  fearful 

1 use  it 

what's  next 

to  hide 

what  should  1 do 

from  myself  and  from  you 

this  cycle 

because  I'm  scared 

it's  endless 

to  be 

did  1 create  the  anxiety 

to  exist 

or  has  the  anxiety 

If  I'm  sick  enough 

created  this  monster 

I'll  have  an  excuse 

this  sickness 

for  your  attention 

this  chaos 

and  your  love 

but  1 won't  trust  your  motive 

that  is  my  life. 

This  year  the  auxiliary,  with  the  encouragement  and  support  of  the 
association's  president,  began  a support  system  for  members  who  are 
experiencing  or  have  experienced  the  effects  of  abusive  behavior.  Susie 
Forker  is  chairman  and  received  this  poem  from  the  daughter  of  a once 
dysfunctional  family  that  is  now  well  on  its  way  to  being  healthy  individuals. 
The  parents  had  to  deal  with  their  own  addictions  when  this  child  began 
showing  signs  of  the  same  behavior.  When  we  reflect  of  what  the  poem  says, 
it  is  not  puzzling  what  can  be  done  to  stop  the  cycle  of  abuses;  this  family  did 
just  that,  the  first  step  was  an  acceptance  of  the  need  to  do  so. 

Sally  Becker 
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NEW  MEMBERS 


Lori  Harkins,  M.D. 

731  N.  Custer 
Grand  Island,  NE  68803 

Steven  D.  Baisch,  M.D. 
4021  Avenue  B 
Scottsbiuff,  NE  69361 

Daniel  G.  Blomenberg,  M.D. 
2511  — 15th  St. 
Columbus,  NE  68601 

Larry  Hansen,  M.D. 
Ill  2nd  St., 
Ponca,  NE  68770 

Robert  A.  Kirk,  M.D. 
4110  Avenue  D 
Scottsbiuff,  NE  69361 

Craig  Shumard,  M.D. 
Box  540 

Fairbury,  NE  68352 

Mark  J.  Ptacek,  M.D. 
Box  580 

Atkinson,  N E 6871  3 

Tom  Stahly,  M.D. 

West  Nebraska  General  Hospital 
Scottsbiuff,  NE  69361 

William  D.  Heggen,  M.D. 
401  E.  Cold  Coast  Rd. 
Papillion,  N E 68128 

Abraham  Rivera,  M.D. 
5055  Park  St. 
Genoa,  NE  68640 

Robert  L.  Wergin,  M.D. 
2101  Lincoln  Ave. 
York,  NE  68467 

Dan  C.  Severa,  M.D. 
11111  S.  84th 
Papillion,  NE  68046 

Jerry  W.  Tanner,  M.D. 
2115  N.  Kansas 
Hastings,  NE  68901 

Mark  A.  Nielsen,  M.D. 

James  Ryder,  M.D.,  (reinstated) 
1901  Missouri  Ave. 

Omaha,  NE  68107 

320  McNeel  Lane 
North  Platte,  NE  69101 

Marjorie  j.  Mellor,  M.D. 
2510  - 18th  Ave. 

Mark  J.  Ptacek,  M.D. 
Box  580 

Atkinson,  N E 68713 

Central  City,  NE  68826 

Michael  J.  McCahan,  M.D. 
539  E.  Decatur 
West  Point,  NE  68788 

Charles  Landgraf,  M.D.,  (reinstated) 
VA  Medical  Center 
Grand  Island,  NE  68801 

368  Nebraska  Medical  Journal 


December  1989 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


CECIL  L WITTSON,  M.D.  (Born  1907  — died 
October  24,  1989)  — Medical  Specialty  - 
Psychiatry.  Doctor  Wittson  was  a graduate 
of  the  Medical  College  of  South  Carolina  in 
1931  and  practiced  in  Omaha.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 

JAMES  R.  KOVARIK,  M.D.  (Born  October  2, 
1919  — died  September  16,  1989)  — 
Medical  Specialty  - Obstetrics  and  Gynecology. 
Doctor  Kovarik  was  a graduate  of  the 
University  of  Nebraska  College  of  Medicine 
in  1944  and  practiced  in  Omaha.  He  was  a 


member  of  the  Nebraska  Medical  Association 
and  the  American  Medical  Association. 

JOE  T.  HANNA,  M.D.  (Born  June  25,  1906  — 
died  October  14,  1989)  — Medical  Specialty 
- General  Practice.  Doctor  Hanna  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1937  and  practiced 
in  Scottsbiuff.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  He  is  survived 
by  his  wife,  Stephanie;  daughters,  Stephanie 
Jay  and  Jody  Sinding,  both  of  Tucson, 
Arizona;  and  five  grandchildren. 


December  1989 


Nebraska  Medical  Journal 


369 


COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JANUARY  25-30,  1990  — Esophageal  Dis- 
orders: Pathophysiology  and  Treatment  - 
Maui,  Hawaii. 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  EDUCATION  COURSES 

FEBRUARY  1 1-1  8,  1 990  — 8th  Annual  Park  City 
OcLiloplastic  Meeting,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone,  Colorado. 

MARCH  26-April  6,  1990  — Family  Practice 
Review. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

**AII  programs  are  held  at  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center  unless 
otherwise  noted. 


ON-GOING  UPON  REQUEST; 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  Universtiy  is  offering  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact:  Sally  C. 

O'Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 

Continuing  Medical  Education  Division,  Omaha,  Nebraska 

68178.  Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280- 

1830. 


NMA  COMING  MEETINGS 

APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  1 3-1  5,  1 990  — NMA  Fall  - Corn- 
husker  Hotel. 

APRIL  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fail  - 
Cornhusker  Hotel. 


JOHNS  HOPKINS  UNIVERSITY 

DIAGNOSTIC  CYTOPATHOLOGY  FOR  PATH- 
OLOGISTS - 1990  POSTGRADUATE  INSTI- 
TUTE — February  through  April,  1990, 
Home  Study  Course  A,  April  23  to  May  4, 
1 990,  In-Residence  Course  B,  Johns  Hopkins 
University  School  of  Medicine,  Baltimore, 
Maryland  21205. 


COMING  MEETINGS 

ROCKY  MOUNTAIN  CONFERENCE  ON 
EMERGENCY  MEDICINE  & NURSING  — 
January  24-2  7,  1990,  Keystone,  CO.  For 
information,contact  Centennial  Conferences, 
5353  Manhattan  Circle,  #103,  Boulder,  CO 
8030  3. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS  — April  20,  1990,  Omaha 
Marriott  Hotel,  Behavioral  Pediatrics.  April 
21,  Sports  Medicine. 
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PHOTO  GALLERY 

Nebraska  Medical 
Association 

1989  Fall  Session 


Dr.  Harry  McFadden  addressing  the  House  of  Delegates. 


The 

Cornhusker 


Dr.  Richard  Meissner,  Speaker,  presiding  over  the  House  of 
Delegates. 


Dr.  Robert  Shapiro  providing  a report  on  PAC  activities  to 
the  House  of  Delegates. 


Dr.  Richard  O'Brien,  Dean,  Creighton  University  School  of 
Medicine,  addressing  the  House  of  Delegates. 


. ii  ; 

i . i = 

Dr.  Louis  Gogela  providing  a report  on  AMA  activities  to  the 
House  of  Delegates. 


Dr.  Robert  Waldman,  Dean,  University  of  Nebraska  College 
of  Medicine,  addressing  the  House  of  Delegates. 


Dr.  Gregg  Wright  providing  a report  from  the  Nebraska 
Department  of  Health  to  the  House  of  Delegates. 


The 

Coriihusker 


December  1989  Nebraska  Medical  Journal 


371 


Dr.  lames  Dunlap  addressing  the  House  of  Delegates. 


Reference  Committee  #1  in  session. 


Reference  Committee  #2  in  session. 


Reference  Committee  #3  in  session. 


J & ‘if 

Reference  Committee  #4  in  session. 


Reference  Committee  #5  in  session. 


Reference  Committee  #6  in  session. 


Dr.  Richard  Raymond,  President,  addressing  the  House  of 
Delegates. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS  AND 
COMMITTEES 

Fall  Session 

September  14  - September  16,  1989 

(These  reports  appear  as  originally  submitted.  For  the  House  of  Delegates 
deliberations  possible  changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Richard  A.  Raymond,  M.D.,  O'Neill  - Chairman;  Paul  E.  Collicott,  M.D., 
Lincoln;  Darroll  j.  Loschen,  M.D.,  York;  Robert  F.  Shapiro.  M.D.,  Lincoln; 
Herbert  A.  Hartman.  Jr.,  M.D.,  Omaha;  Donald  J.  Pavelka,  M.D..  Omaha; 
Robert  C.  Osborne.  M.D.,  Lincoln;  L.  Dwight  Cherry,  M.D.,  Lincoln;  Richard 
Meissner,  M.D.,  Omaha;  C.T.  Frerichs,  M.D.,  Beatrice;  David  Little,  M.D., 
Hastings. 

Your  Board  of  Directors  has  held  several  meetings  since 
the  1989  Annual  Session  and  presents  the  following 
report  to  the  House  of  Delegates. 

1.  The  Board  considered  a rural  Nebraska  physician 
survey  supplied  by  the  Nebraska  Department  of  Health. 
The  Department  requested  Association  input  on  the 
wordage  and  format  of  the  survey  form.  NMA  President, 
Richard  A.  Raymond,  M.D.,  served  on  the  committee 
which  finalized  the  format  of  the  survey  instrument.  The 
results  of  the  survey  are  to  be  presented  at  the  Governor's 
Rural  Health  Conference  in  North  Platte  in  September. 

2.  The  Board's  report  to  the  1989  Annual  Session 
indicated  that  an  ad-hoc  committee  was  being  established 
to  provide  administrative  support  to  physicians  making 
recommendations  to  the  Worker's  Compensation  Court. 
The  committee  met  and  individual  physicians  testified  at 
the  public  hearing  scheduled  by  the  Court  on  June  30. 
The  Court  has  subsequently  distributed  notification  of 
the  availability  of  the  revisions  it  has  approved  to  its 
schedule. 

3.  The  House  adopted  the  position  that  a task  force 
should  be  established  under  the  auspices  of  the  Associa- 
tion to  address  the  anticipated  decline  of  medical 
manpower.  The  task  force  was  to  include  representation 
from  the  Association  as  well  as  the  two  medical  schools. 
As  of  this  writing,  the  make-up  of  the  task  force  is  being 
finalized  and  the  group  is  planning  a meeting  following 
the  Fall  Session.  The  House  recommended  that  portions 
of  the  Commission  on  Medical  Education  Report  con- 
sidered during  the  1989  Annual  Session  be  published  in 
the  Nebraska  Medical  Journal.  The  article  appeared  in  the 
July,  1989  issue  of  the  Journal. 

4.  The  House,  during  the  1989  Annual  Session,  recom- 
mended that  the  report  on  generic  medications  prepared 
by  Richard  A.  Raymond,  M.D.,  be  published  in  the 
Nebraska  Medical  Journal.  The  article  appeared  in  the 
July,  1989,  issue.  In  addition,  the  House  recommended 
that  the  Board  consider  preparation  and  submission  of 
legislation  to  the  Nebraska  Legislature  which  would 
markedly  narrow  the  latitude  permissible  for  bio-availability 
and  bioequivalency  of  drugs.  This  matter  was  referred  to 
the  Commission  on  Legislation  and  Governmental  Affairs 
with  the  recommendation  that  the  Commission  commun- 
icate with  the  Nebraska  Pharmacists  Association  regarding 
this  issue. 

5.  The  House  directed  that  the  Board  of  Directors 
contact  the  Nebraska  Department  of  Health  regarding 
the  role  of  the  Department  in  developing  long  term 
reviews  of  both  maternal  and  perinatal  mortality  rates.  It 
was  felt  the  development  of  a standard  birth  certificate 


with  national  guidelines  would  be  an  important  factor  in 
developing  statistics  for  the  future.  It  was  further  felt  that 
more  public  health  emphasis  in  these  matters  would  lead 
to  improved  maternal  and  perinatal  health.  The  Board 
forwarded  a letter  to  Gregg  Wright,  M.D.,  Director  of  the 
Nebraska  Department  of  Health,  emphasizing  the  need 
for  increased  emphasis  in  these  matters. 

6.  The  House  referred  a resolution  to  the  Board  which 
proposed  the  Association  support  legislation  which 
would  substantially  increase  the  taxes  on  tobacco 
products  and  specified  that  a percentage  of  the  revenue 
be  designated  for  research  in  Nebraska  on  tobacco 
related  diseases.  The  Board  had  many  of  the  same 
concerns  expressed  by  several  members  of  the  House 
regarding  Association  involvement  in  tax  matters  relating 
to  tobacco.  The  Board  adopted  a motion  to  not  support  a 
tax  increase,  and  to  refer  the  matter  to  the  Commission 
on  Legislation  and  Governmental  Affairs  asking  the 
Commission  to  review  and  support  current  legislative 
proposals  or  develop  legislation  addressing  the  problem 
of  tobacco  use.  It  is  the  Board's  understanding  that  the 
Commission  will  meet  in  October  and  consider  this 
matter. 

7.  During  the  1989  Annual  Session,  the  House  tabled 
and  referred  to  the  Board  of  Directors  a resolution 
proposing  that  the  Association  and  the  AMA  promote 
honest,  open  discussions  between  third  party  payors, 
health  professionals,  and  patients  about  the  optimal  level 
of  health  care.  The  Board  referred  this  matter  to  the 
Commission  on  Association  Affairs  with  the  suggestion 
that  the  Commission  develop  or  select  a pamphlet  or 
brochure  which  would  contain  a description  of  what  is 
applicable  to  a good  health  care  policy.  The  Commission 
on  Association  Affairs  has  prepared  a report  for  the  House 
and  included  a copy  of  the  brochure  it  proposes  to  make 
available. 

8.  The  Board  nominated  Lawrence  C.  Bausch,  M.D.,  to 
serve  on  the  Nebraska  Department  of  Health's  Board  of 
Advanced  Emergency  Care. 

9.  The  Board  considered  a recommendation  that  the 
NMA  establish  a support  group  of  or  for  physicians  who 
have  been  exposed  to  litigation.  The  Board  referred  this 
matter  to  the  Ad-Hoc  Committee  on  Professional  Liability. 

10.  The  Board  has  continued  to  be  apprised  of  the 
activity  of  the  Ad-Hoc  Committee  on  Medicare.  The 
Nebraska  carrier,  Kansas  Blue  Cross/Blue  Shield,  has 
provided  various  study  results  to  the  committee  which 
are  continually  being  reviewed  by  the  Board.  It  is 
anticipated  that  the  Ad-Hoc  Committee  will  meet  in  early 
September  and  that  following  review  of  any  decisions 
reached,  a report  will  be  presented  to  the  House  during 
the  1989  Fall  Session. 

11.  The  Board  considered  the  matter  of  Medicare's 
criteria  under  which  the  program  will  only  pay  for 
ambulance  services  to  the  closest  appropriate  facility  and 
only  pay  for  ground  ambulances  except  in  extreme  cases. 
The  Board  discussed  the  many  problems  associated  with 
this  type  of  requirement  and  decided  to  contact  several 
members  of  Nebraska's  Congressional  delegation,  seeking 
their  help  in  dealing  with  the  problem. 

12.  Attached  to  this  report  is  a prototype  of  a brochure 
on  Medicare  reimbursement  in  Nebraska  the  Board  plans 
to  make  available  to  all  members  of  the  Association.  The 
Board  considers  this  issue  to  be  a major  problem  in  the 
State  of  Nebraska  and  it  was  felt  that  many  Association 
members  would  be  willing  to  distribute  the  brochure  to 
Medicare  patients.  It  is  the  Board's  intent  to  supply 
approximately  10  brochures  to  each  Association  member 
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and  subsequently  make  available  additional  supplies  of 
the  item  to  members  at  cost.  The  format  of  the  brochure 
also  allows  members  to  reproduce  the  brochure  them- 
selves if  they  so  wish.  The  Board  recommends  approval 
by  the  House  of  the  distribution  of  the  brochure  as 
indicated  above. 

1 3.  For  the  past  several  sessions  of  the  AMA,  the  Board 
has  selected  the  delegate  and  alternate  delegate  to 
represent  Nebraska  at  the  Young  Physicians  Section 
meeting.  The  delegate  and  alternate  were  each  provided 
a two  year  term  which  they  will  complete  at  the  end  of 
1989.  It  is  the  Board's  recommendation  that  the  delegate 
and  alternate  delegate  to  this  section  meeting  now  be 
elected  by  the  House  of  Delegates.  The  specific  criteria 
for  the  selection  process  is  currently  being  finalized  and 
will  be  distributed  to  each  county  medical  society  in  the 
near  future.  The  representation  will  rotate  between 
Lancaster  County,  the  Metropolitan  Omaha  Medical 
Society,  and  greater  Nebraska.  The  initial  election  will 
take  place  during  the  1990  Annual  Session  and  those 
selected  will  attend  their  first  meeting  of  the  AMA  in  June 
of  1990. 

14.  The  House  adopted  a resolution  during  the  1989 
Annual  Session  which  directed  the  Association  provide 
permanent  delegate  status  for  past  presidents  of  the 
Association.  Accomplishing  this  change  requires  an 
amendment  to  the  Articles  of  Incorporation  of  the 
Association.  An  amendment  to  the  Articles  requires  that 
the  Board  of  Directors  consider  the  proposed  amend- 
ment and  adopt  the  resolution  setting  forth  the  change. 
The  Board  adopted  the  required  resolution  on  June  15, 
1 989.  In  addition,  the  proposed  change  in  resolution  form 
must  be  sent  to  each  component  society  60  days  prior  to  the 
opening  of  the  meeting  of  the  House  of  Delegates.  Each 
component  society  was  notified  on  June  27,  1989.  The 
Board  here  presents  the  proposed  amendment  for 
adoption  by  the  House  of  Delegates  at  this  session. 

"The  President,  President-elect,  Secretary- 
Treasurer  and  past  presidents  residing  in  this 
state  shall  be  ex-officio  members  of  the 
House  of  Delegates  without  vote,  except  for 
the +mffle4iate- past  presidents,  who  shall  be 
-a- voting  delegates, 

15.  The  Board  continually  monitors  the  membership 
statistics  of  the  Association.  Our  total  membership  as  of 
August  28,  1989,  is  1768.  This  is  the  largest  membership 
the  Association  has  ever  had,  representing  73.2%  of  total 
Nebraska  physicians.  This  is  the  first  increase  in  the 
percentage  of  physicians  in  Nebraska  belonging  to  the 
NMA  since  1976.  Our  dues  paying  members  total  1520 
which  is  the  highest  number  of  dues  paying  members  we 
have  had  since  1983.  This  is  a 56  member  increase  since 
1988,  the  largest  increase  of  dues  paying  members  since 
1970.  We  have  had  a decreasing  number  of  actual  dues 
paying  members  since  1983  until  the  trend  was  reversed 
this  year.  In  the  last  year,  we  have  signed  up  1 1 1 new 
members  and  had  42  previous  members  rejoin.  We 
currently  have  1009  Nebraska  physicians  who  are 
members  of  the  American  Medical  Association.  The 
increase  in  membership  is  attributable  to  several  factors, 
primarily  the  membership  solicitation  activities  undertaken 
by  the  county  medical  societies,  members  of  the  Board  of 
Councilors,  and  the  Board  of  Directors.  The  Board  has 
every  intention  of  continuing  its  efforts  to  increase  the 
membership  of  the  Association. 

16.  The  Board  continually  monitors  the  financial  status 
of  the  Association.  Increasing  membership  has  a positive 
impact  on  our  financial  situation,  however,  it  is  limited 
somewhat  by  the  fact  that  the  Association  utilizes  a five 


year  graduated  dues  structure  for  physicians  who  have 
just  completed  residency  training  and  entered  practice. 
Increasing  costs  of  operation  are  an  issue  that  our 
Association  and  all  similar  groups  must  contend  with.  The 
position  of  both  the  Board  and  House  of  Delegates  has 
historically  been  that  dues  should  not  be  increased  until 
necessary,  and  then  increased  by  only  the  amount 
necessary  to  maintain  a sound  financial  condition.  While 
the  Board  anticipates  a deficit  situation  at  the  year  end 
1989,  it  is  the  Board's  decision  to  not  recommend  a dues 
increase  for  membership  year  1990.  It  is  anticipated  that 
consideration  of  a dues  increase  for  1991  will  be  a 
necessary  part  of  the  House  of  Delegates'  deliberations  at 
the  1990  Fall  Session. 

The  Board  is  making  a continual  effort  to  increase 
membership  participation  in  the  various  member  benefit 
programs.  The  recently  endorsed  collection  service  by 
Bartling  and  Hinkle,  P.C.,  the  Blue  Cross/Blue  Shield 
health  insurance  package,  and  the  Association  endorsed 
Visa  card  are  examples  of  member  benefit  programs 
which  generate  a limited  amount  of  non-dues  income  for 
the  Association.  While  participation  in  these  programs 
continues  to  increase,  the  Board  urges  more  members 
consider  participation  in  these  very  worthwhile  programs. 
Each  of  the  programs  has  been  reviewed  in  great  detail  by 
the  Board  and  is  felt  to  be  very  competitive  when 
compared  to  similar  services  or  programs  available  on  the 
market. 

The  Board  presents  this  report  to  the  House  of 
Delegates  for  its  consideration  and  adoption,  and  stands 
ready  to  consider  items  that  may  be  referred  to  the  Board 
during  this  session. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  Annual  Session  of  the  House  of  Delegates  of  the 
American  Medical  Association  met  in  Chicago  this  past 
June  with  all  your  Delegates  and  Alternate  Delegates 
present  and  participating.  Your  representatives  sat  with 
the  other  state  medical  association  components  of  the 
North  Central  Conference  at  an  early  breakfast  hour  daily. 
Along  with  review  and  analytical  debate  of  the  reports 
and  resolutions  presented  to  the  House,  presented  by  all 
state  medical  organizations,  the  members  of  the  North 
Central  Conference  reported  on  the  happenings  and 
experiences  of  the  past  six  months  at  the  individual  state 
organizations.  A total  of  about  80  reports  and  270 
resolutions  was  received  by  the  House. 

Nebraska  may  take  pride  in  the  fact  that  an  alumnus  of 
the  University  of  Nebraska  College  of  Medicine,  Doctor 
John  Tupper,  was  chosen  President-Elect  of  the  American 
Medical  Association.  Doctor  Bill  Jacott,  a Delegate  from 
Minnesota  and  the  North  Central  Conference,  was 
elected  to  the  Board  of  Trustees  of  the  American  Medical 
Association.  Along  with  Doctor  Jerald  Schenken,  the 
Conference  now  has  two  representatives  on  the  Board.  It 
may  be  said  with  reasonable  certainty  that  neither  of 
these  new  officers  may  have  been  elected  were  it  not  for 
the  adept  political  maneuvering  of  Carl  Cornelius,  the 
Chairman  of  the  Political  Action  Committee  of  the 
Conference. 

Doctor  Louis  W.  Sullivan,  the  new  Secretary  of  Health 
and  Human  Services,  addressed  the  Annual  Meeting.  He 
was  received  with  courtesy.  His  message  to  our  profession 
was  that,  "changing  times  demand  a change  in  our  health 
care  system."  Doctor  James  Davis,  now  immediate  Past- 
President,  in  his  parting  address,  stressed  the  importance 
of  the  role  of  the  American  Medical  Association  to  the 
future  of  health  care  and  the  future  of  our  profession. 
Doctor  Allen  Nelson  assumed  the  Presidency. 
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Our  Nebraska  resolutions  received  a favorable  response 
from  the  House.  The  first  resolution  related  to  the  interest 
payment  on  education-related  debt.  It  was  resolved  that 
the  American  Medical  Association  would  solicit  Congress 
to  return  tax  deductible  status  to  interest  on  post- 
secondary education  loans  as  existed  prior  to  the  passage 
of  the  1986  Tax  Reform  Act.  The  resolution  introduced  at 
our  House  of  Delegates  Meeting  by  the  Omaha  delegation 
concerning  Physicians  for  a National  Health  Program  was 
adopted.  This  resolution  asked  that  the  American  Medical 
Association  identify  and  evaluate  the  position  of  the 
individuals  espousing  this  program.  The  third  resolution 
submitted  sought  to  distinguish  between  "average"  and 
"median"  physician  income  when  released  to  the  media. 
It  stated  that  the  "median"  more  accurately  describes 
physician  income  statistically.  The  Reference  Committee 
was  of  the  opinion  that  the  matter  required  further 
attention  and  it  was  therefore  referred  to  the  Board  of 
Trustees  for  appropriate  response. 

Probably,  the  most  intense  acrimony  of  this  session  was 
sparked  by  Expenditure  Targets  (ET).  Our  able  Executive 
Vice-President  exhorted  us  to  call  our  state  representa- 
tives in  Congress  to  denounce  this  approach  proposed  by 
the  Federal  Government  as  the  answer  to  the  control  of 
the  health  care  of  the  elderly.  President  Bush's  Chief  of 
Staff,  John  Sununu,  was  inundated  with  calls  from  angry 
physicians.  At  the  time  of  this  writing,  ET  has  been  passed 
by  the  Ways  and  Means  Health  Subcommittee.  The 
program  would  next  require  approval  from  the  full  Ways 
and  Means  Committee  and  then  it  would  be  considered 
by  the  House  Commerce  Health  Subcommittee.  Senate 
action  would  be  required  also.  ET  would,  of  course,  imply 
rationing.  Resource  based  RVS  has  been  passed  by  the 
Ways  and  Means  Health  Subcommittee  as  well  as  ET.  The 
Board  of  Trustees  and  the  AMA  reaffirms  its  support  for  an 
indemnity  payment  schedule.  It  opposes, however,  any 
efforts  to  link  acceptance  of  an  RBRVS  with  any  proposal 
that  is  counter  to  AMA  policy,  such  as  expenditure  targets 
and  mandatory  assignment.  The  AMA  would  seek  to 
ensure  that  a relative  value  transition  be  accomplished  in 
not  less  than  three  years.  There  also  would  be  opposition 
to  a cap  on  balance  billing.  It  was  further  resolved  that  the 
AMA  develop  and  aggressively  seek  Congressional  spon- 
sorship for  Federal  legislation  that  would  allow  AMA  and 
the  State  Medical  Association  to  negotiate  payment 
schedules  impacting  on  physician  reimbursement.  It 
would  appear  from  available  facts  that  the  relative  value 
concept  as  proposed  to  Congress  is  still  "very  unpolished." 
There  are  those  who  suggest  that  a military  acronym  be 
added  to  expand  the  relative  value  acronym  to  RBRVS- 
FUBAR.  There  has  been  suggestion  that  a physician  DRC 
program  may  supplant  RVS,  possibly  even  before  actual 
inception  of  an  RVS.  The  AMA  endorsed  the  concept  of  a 
phased-in  requirement  that  employers  provide  health 
insurance  within  the  private  sector  for  full-time  employees 
with  the  stipulation  that  this  would  be  accomplished  with 
expanding  coverage  over  several  years  and  other  incen- 
tives to  avoid  adverse  effects  on  employers,  especially  the 
small  employer.  The  principles  in  the  Kennedy  Health 
Care  Proposal  were  not  supported.  This  resolution  was 
referred  to  the  Board  for  action.  The  recommendation  of 
the  Council  on  Medical  Service  to  continue  seeking 
action  which  would  direct  the  Health  Care  Financing 
Administration  to  provide  to  both  physicians  and  bene- 
ficiaries on  all  Medicare  claims  a copy  of  the  Explanation 
of  Medicare  Benefits  in  language  easily  understandable  to 
physicians  and  patients  was  adopted.  Such  draft  legisla- 
tion has  already  been  prepared  by  the  AMA.  The  AMA 
also  seeks  to  remove  on  the  EOMB  sent  to  the  patient's 
Medicare  non-participating  physicians  all  statements 
regarding  the  participation  status  of  the  physician  and  the 
alleged  benefits  associated  with  the  assignment  of  claims 


from  participating  physicians.  The  Health  Care  Financing 
Administration  is  asked  to  change  the  wording  on  the 
Medicare  voucher  from  "Reasonable  Charge"  to  "Covered 
Amount."  As  in  the  past,  the  AMA  expressed  opposition 
to  mandatory  Medicare  assignment.  A resolution  was 
adopted  asking  the  AMA  to  petition  Congress  to  end  the 
Medicare  "participation"  program.  A resolution  introduced 
by  several  rural  states  relating  to  closure  of  rural  hospitals 
and  Medicare's  prospective  pricing  system  was  adopted. 
The  American  Medical  Association  is  to  obtain  studies 
examining  the  reasons  why  hospitals  in  the  United  States 
have  closed  recently.  The  factors  responsible  for  hospital 
closure  are  to  be  clearly  identified  and  the  results  of  the 
evaluation  will  be  reported  to  the  House  of  Delegates.  A 
resolution  was  referred  to  the  Board  for  action  urging  the 
Health  Care  Financing  Administration  to  find  mechanisms 
to  correct  the  inequities  of  rural  hospital  reimbursement. 

The  report  of  the  Special  Task  Force  on  Professional 
Liability  recommended  the  Association  pursue  a Federal 
legislative  strategy  of  preemptive  legislation  on  select  tort 
reforms.  Through  the  Special  Task  Force  the  Association 
will  expand  its  tort  reform  activities.  The  problem  of 
medical  expert  witness  qualifications  was  reviewed.  A 
resolution  was  adopted  calling  upon  the  AMA  to  exert 
legislative  effort  to  prevent  passage  of  pending  legislation 
that  would  forbid  physicians  from  referring  Medicare 
patients  to  facilities  in  which  the  physician  has  an 
ownership  interest.  The  report  of  the  Board  relating  to 
assisting  physicians  in  medical  societies  in  the  process  of 
negotiation  was  adopted.  The  AMA  will  explore  legal 
action  against  third  party  payors  using  unfair  marked 
power  against  physicians,  as  well  as  the  Board's  planned 
consideration  of  legislation  amending  the  National  Labor 
Relations  Act  to  protect  physician's  rights  to  negotiate 
collectively  where  appropriate  and  necessary.  A resolution 
was  adopted  to  ban  the  sale  and  ownership  of  assault 
rifles.  The  Board  has  been  asked  to  request  the  beverage 
industry  to  voluntarily  discontinue  advertising  of  alcohol 
directed  at  youth. 

A resolution  was  adopted  urging  Congress  to  continue 
the  present  level  of  funding  of  direct  and  indirect  medical 
education  costs  under  the  Medicare  program.  A resolution 
introduced  by  the  South  Dakota  delegation  was  adopted 
instructing  the  American  Medical  Association  to  evaluate 
the  causes  of  geographic  mal-distruction  of  physicians 
and  to  give  out  appropriate  policy  recommendations  to 
alleviate  the  problem.  Further,  the  AMA  was  instructed  to 
advise  educational  institutions  in  ways  of  increasing 
student  and  resident  interest  in  rural  primary  care. 

The  problem  of  "patient  dumping"  received  airing.  It 
was  resolved  that  the  American  Medical  Association 
should  adopt  the  position  that  "patient  dumping"  for 
inappropriate  patient  transfer  be  considered  offensive 
and  should  be  discontinued.  An  educational  program 
through  existing  communication  means  is  to  be  employed 
to  understanding  the  distinction  in  patient  transfers.  It 
was  resolved  and  adopted  that  the  AMA  support  all 
essentials  of  self-governance  of  hospital  medical  staffs.  A 
resolution  regarding  compensation  for  the  medical  staff 
for  committee  work  was  referred  to  the  Board  of  Trustees. 
This  was  considered  a complicated  issue  and  the  Board  is 
to  report  to  the  House  at  the  next  annual  meeting. 

Report  A of  the  Council  on  Scientific  Affairs  provided 
recommendations  for  the  control  of  the  "Greenhouse 
Effect"  threatening  our  atmosphere.  The  Council  also 
recommended  a permanent  United  States-Mexico  border 
environmental  health  commission  to  control  mutual 
problems  threatening  both  nations.  The  HIV  problem 
received  thorough  airing  with  the  introduction  of  numer- 
ous resolutions.  The  implications  and  complications  are 
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numerous  and  will  be  monitored  by  the  Council.  It  was 
resolved  that  the  AMA  would  assure  close  liaison  with  the 
food  and  drug  administration  relating  to  the  identification 
and  generic  substitution  of  drugs.  It  was  resolved  that  the 
American  Medical  Association  opposes  the  prescribing  of 
medications  by  psychologists  and  that  medical  prescribing 
by  psychologists  was  not  in  the  best  interests  of  health 
care  and  that  the  U.S.  Congress  would  be  so  advised.  A 
resolution  was  passed  advocating  that  all  American 
hospitals  ban  the  use  of  tobacco  by  January  1,  1991. 
Recommendations  for  attempted  control  of  the  fetal  drug 
syndrome  and  alcohol  abuse  during  pregnancy  were 
adopted. 

The  good  news  was  that  the  Board  of  Trustees 
recommended  that  no  change  be  made  in  membership 
dues  for  1 990. 

The  Board  was  instructed  by  the  Delegates  to  continue 
improving  its  efforts  to  enhance  the  image  of  medicine 
and  the  profession  through  all  appropriate  means.  The 
component  state  and  county  medical  societies  are 
similarly  encouraged  to  pursue  such  efforts. 

The  Canadian  Health  Care  System  has  been  vaunted  as 
a model  for  emulation  by  our  programs  of  alternative 
medical  plans  by  members  of  Congress  and  others,  and 
especially  by  Senator  Kennedy.  Report  B of  the  Trustees 
concluded  that  the  Canadian  System  would  be  poorly 
suited  to  a society  such  as  ours  although  it  may  have  some 
advantages  in  a country  like  Canada.  Canada  is  a large, 
sparsely-populated  geographic  area  with  two  contenders 
for  cultural  dominance.  The  House  adopted  a resolution 
entitled,  "The  Truth  About  Canadian  Socialized  Medicine" 
asking  the  American  Medical  Association  to  document 
and  publish  the  facts  about  the  inadequacies  and 
problems  characteristic  of  the  Canadian  Health  Care 
System.  The  Board  of  Trustees,  again,  re-affirmed  opposi- 
tion to  the  establishment  of  a nationalized  health  care 
system. 

PRO  again  was  a source  of  agony  and  was  duly  reviled 
by  the  Delegates.  PRO  medical  pre-authorization  received 
criticism.  There  was  complaint  that  inadequately  trained 
medical  professionals  were  employed  by  the  PRO  for 
purposes  of  pre-authorization  review  with  resultant 
unacceptable  consequences.  It  was  also  recommended 
that  the  PRO  reviewers  be  approved  by  the  appropriate 
medical  society  in  the  state  for  review  performance  every 
twelve  months.  It  was  resolved  that  a physician  under- 
going the  PRO  sanctioned  review  process  must  have  at 
least  two  physicians  of  the  same  specialty,  with  no  prior 
knowledge  of  the  case  at  hand,  be  responsible  for  the 
sanctioned  review  process.  It  was  resolved  further  that 
HCFA  be  called  upon  immediately  to  implement  this 
recommended  policy.  Report  P of  the  Council  on  Medical 
Service  was  adopted.  The  American  Medical  Association 
will  seek  to  have  the  HCFA  proposed  rule  "Denial  of 
Payment  for  Substandard  Quality  Care  and  Review  of 
Beneficiary  Complaints",  and  the  proposed  model  letter 
for  notifying  the  beneficiary  of  quality  denials,  be 
withdrawn.  The  AMA  is  to  use  all  available  options, 
including  legal  action,  to  prevent  further  implementation 
of  this  rule.  It  was  further  stated  that  the  PRO  physician 
reviewers  making  a quality  denial  be  required  to  consult 
with  a physician  in  the  same  specialty  and  practice 
situation  before  any  final  action  on  quality  denial  is  taken. 
Efforts  are  to  be  directed  to  HCFA  to  rescind  the  PRO 
Point  System.  Problems  involving  the  National  Practitioner 
Data  Bank  were  aired  and  changes  were  recommended. 
The  data  to  be  contained  in  this  Bank  is  to  be  published  in 
articles  in  "American  Medical  News"  and  other  educa- 
tional materials.  Resolution  104  requested  that  the  AMA 
define  peer  review  as  practice  of  medicine  and  state 


medical  associations  are  encouraged  to  consider  similar 
action.  Resolution  1 82  was  adopted  stating  that  the  AMA 
support  legislation  to  repeal  or  substantially  ameliorate 
the  threat  of  severe  money  penalty  liability  for  failure  to 
utilize  ICD-9-CM  coding  in  the  filing  of  Medicare  claims. 
The  compliance  difficulties  to  physicians  and  their  office 
staff  were  pointed  out.  The  "not  reasonable  and 
necessary"  phrase  again  received  criticism.  The  more 
appropriate  and  accurate  term,  "non-covered  medical 
services"  should  be  substituted.  HCFA  is  again  to  be 
approached  to  correct  this  ploy.  The  AMA  supported  new 
Federal  regulations  to  limit  HMO's  from  using  a financial 
incentive  system  which  induces  gatekeepers  to  control 
and  limit  patient  access  to  care. 

The  House  also  adopted  a resolution  condemning  the 
Chinese  government  for  oppression  of  its  students  and 
citizens. 

Numerous  other  items  were  studied  and  resolved. 
These  transactions  are  also  contained  in  the  AMA  News 
which  you  receive.  You  were  ably  represented  at  the 
AMA  House  of  Delegates  by  your  Delegates:  Jack  Coe, 
Carl  Cornelius,  and  Bud  Roffman,  and  also  by  your 
Alternate  Delegates:  Richard  Raymond,  Paul  Collicott, 
and  Bob  Shapiro. 

Respectfully  submitted, 

Louis  J.  Gogela,  M.D. 

AMA  Delegate 


REPORT  OF  THE  DELEGATE  TO 
AMA  YOUNG  PHYSICIANS  SECTION 

On  Friday,  June  1 6, 1 989,  the  Young  Physician's  Section 
of  the  American  Medical  Association  convened  their 
annual  meeting  in  the  Chicago  Hilton.  Dr.  Kirk  Muffly  was 
present  as  your  alternate  delegate,  and  I was  present  as 
the  delegate  to  the  assembly. 

The  first  day's  activities  included  a welcome  by  Dr.  John 
Ring,  Chairman  of  the  AMA  Board  of  Trustees  and  Mrs. 
Jean  Hill,  President-Elect  of  the  AMA  Auxiliary.  Following 
those  speakers,  we  had  our  annual  AMA  Legal  Update  by 
Kirk  Johnson,  General  Counsel  of  the  AMA.  The  final  item 
on  the  agenda  for  the  morning  was  a YPS  forum  on 
"Restructuring  our  Health  Care  System  — alternatives 
and  options."  This  was  moderated  by  Arnold  Relmund, 
M.D.,  Editor  of  the  New  England  Journal  of  Medicine  and 
included  panelists  — Dr.  James  Todd,  Senior  Deputy 
Executive  Vice-President  of  the  American  Medical  Asso- 
ciation; Christine  Cassell,  M.D.,  physician  for  National 
Health  Program;  and  Dr.  Jerald  Schenken  from  Omaha, 
Nebraska. 

The  general  discussion  revolved  around  the  quality  of 
our  current  health  system,  and  the  panelists  debated  their 
views  on  how  the  system  should  be  changed.  Dr.  Cassell 
was  a proponent  of  the  Canadian  System,  and  proposed 
making  sweeping  changes  in  our  system  to  match  the 
Canadian  system  of  medical  care.  Dr.  Todd  took  a middle 
ground  position  and  Dr.  Schenken  eloquently  defended 
our  current  method  of  health  care,  and  proposed  changes 
within  its  current  framework. 

The  afternoon  session  was  spent  in  reference  com- 
mittees discussing  a wide  variety  of  resolutions.  Items  in 
Reference  Committee  A included  Report  C that  recom- 
mended specialty  in  uniform  service  representation 
within  the  YPS  Assembly.  The  committee  supported  this 
measure,  and  recommended  full  voting  status  for  these 
representatives.  One  of  the  most  highly  discussed  items 
was  Resolution  VIII,  which  sought  to  restrict  the  use  of 
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association  funds  for  purchase  of  alcohol  at  AMA 
meetings.  The  Reference  Committee  recommended  that 
Resolution  VIII  be  adopted,  and  this  resolution  was  later 
passed  by  our  assembly. 

At  future  Young  Physician's  Section  Assemblies,  alcohol 
will  be  available  for  purchase  by  the  delegates,  but  will 
not  be  supplied  to  the  American  Medical  Association. 
Other  resolutions  included  Resolution  X,  which  sought  to 
increase  representation  of  the  AMA  YPS  business  meetings 
by  allowing  current  state  associations  with  a 75  percent  or 
more  by  participation  by  the  Young  Physician  members  to 
have  an  additional  voting  delegate  and  alternate  delegate. 
Reference  Committee  A also  discussed  and  supported 
maternity  leave  for  physicians  in  practice,  and  supported 
Resolution  XIX  which  recommended  voluntary  Medicare 
courtesy  care  programs.  This  program  would,  basically, 
support  Medicare  assignment  for  those  patients  who  are 
elderly  and  indigent  and  most  in  need  of  financial 
assistance.  Report  C concerning  Child  Care  for  YPS 
delegates,  alternate  delegates,  and  their  spouses  while  at 
the  Young  Physician  Section  meetings  was  discussed,  and 
will  be  studied  with  the  possibility  of  child  care  being 
available  at  future  meetings. 

Reference  Committee  B discussed  many  resolutions 
including  Resolution  1,  which  sought  support  by  the 
Young  Physician's  Section  for  cholesterol  screening.  This 
resolution  was  adopted.  Resolution  VI  and  Resolution 
XXIX  discussed  the  problem  of  anabolic  steroids  and  drug 
abuse  in  athletes.  The  Young  Physician  Section  went  on 
record  as  opposing  the  prescribing  and  distribution  of 
anabolic  steroids  for  the  purpose  of  enhancing  athletic 
performance.  We  also  sought  to  endorse  educational 
activities  at  the  Elementary  through  High  School  levels  on 
drug  abuse  by  athletes.  Resolution  XI  was  one  of  the  most 
hotly  contested  items  on  the  agenda,  and  this  sought  to 
restrict  use,  sale,  and  private  ownership  of  assault 
weapons.  This  resolution  was  passed  by  the  Young 
Physician's  Section,  and  sent  to  the  AMA  House  of 
Delegates  as  Resolution  CXLVIll.  This  resolution  was 
amended  to  show  the  AMA's  support  for  restriction  of 
sale  and  private  ownership  of  large  clip,  high  rate  of  fire, 
automatic  and  semi-automatic  firearms.  Resolution  XXV 
concerned  tobacco  advertising  directed  to  minorities  and 
women,  and  our  section  recommended  passage  of  this 
resolution  which  would  restrict  tobacco  advertising  to 
minority  individuals  and  women. 

Though  many  other  resolutions  were  discussed,  I feel 
these  are  the  highlights  of  our  activities  during  the 
business  section  of  our  Young  Physician's  Meeting. 

During  our  business  meeting,  election  of  officers  was 
also  accomplished.  Dr.  Robert  Bogin  of  Colorado  was 
selected  as  President-Elect.  Dr.  Neil  Winston,  represent- 
ing a specialty  section  of  Emergency  Medicine,  was 
elected  a Member-at-Large  on  the  Board,  and  Dr.  Martin 
Guerrero  from  Maryland  was  also  selected  as  a Member- 
at-Large  on  the  Board.  Since  a vacancy  appeared  when  Dr. 
Bogin  was  selected  President-Elect,  Dr.  Leslie  Capin  from 
Colorado  was  elected  Alternate  Delegate  to  the  AMA 
Assembly. 

Our  assembly  concluded  with  Young  Physician's  Section 
Membership  Outreach  Awards,  and  our  own  Dr.  Kirk 
Muffly  from  Omaha  was  awarded  an  AMA  jacket  for  his 
efforts  in  increasing  Young  Physician  membership  in  the 
Nebraska  Medical  Association  and  American  Medical 
Association.  This  concludes  the  highlights  of  our  Young 
Physician's  Section  meeting. 

Our  next  meeting  will  be  in  Honolulu,  Hawaii  in 
December  in  conjunction  with  the  interim  AMA  Assembly 


there.  I would  encourage  any  young  physicians  within  the 
state  of  Nebraska  to  contact  Dr.  Kirk  Muffly  or  myself 
prior  to  that  assembly  if  you  have  questions  or  resolutions 
you  would  like  to  present  to  our  assembly. 

Respectfully  submitted, 

L.  D.  Helmick,  M.D. 

Young  Physician's  Section  Delegate 

REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

A major  health  care  problem  which  continues  to  attract 
national  and  local  attention  is  the  need  to  increase  the 
numbers  of  primary  care  physicians  in  rural  areas.  The 
challenge  is  particularly  great  in  Nebraska,  with  91%  of  its 
incorporated  towns  having  populations  of  less  than  2,500 
persons.  Although  we  have  made  substantial  gains  in 
physician  manpower  in  the  past  10  years,  twenty 
Nebraska  counties  continue  to  do  without  a physician, 
and  physician  to  population  ratios  vary  widely  within  the 
state. 

At  the  UNMC,  we  are  engaged  in  several  measures 
designed  to  ensure  a steady  flow  of  trained  family 
physicians  for  rural  Nebraska.  These  include  encouraging 
rural  applicants  to  the  College,  exposing  students  to  rural 
medical  practice  through  the  preceptorship  program, 
placing  primary  care  residents  in  rotations  throughout  the 
state,  and  encouraging  state  retention  of  graduates  by 
emphasizing  family  practice  residencies. 

Research  suggests  that  there  is  a tendency  for  physicians 
to  practice  in  areas  having  a population  comparable  to 
the  place  they  were  raised.  Our  experience  at  the  College 
of  Medicine  confirms  this  observation;  physicians  recruited 
from  rural  areas  are  twice  as  likely  to  practice  in  a rural 
setting  than  are  urban  graduates.  Therefore,  it  follows  that 
one  way  to  ensure  a supply  of  physicians  for  rural 
Nebraska  is  to  recruit  young  people  from  rural  counties  to 
apply  to  medical  school. 

We  strongly  consider  applications  from  those  with  rural 
backgrounds.  Over  the  past  ten  years,  applicants  from 
rural  Nebraska  have  had  a much  higher  acceptance  rate 
than  those  from  urban  areas.  Last  year  we  accepted  70% 
of  rural  applicants  compared  to  54%  of  urban  applicants. 
Once  rural  applicants  are  accepted  to  the  program,  a 
larger  percentage  actually  attend  — in  1989  just  under 
90%  of  rural  applicants  who  were  accepted  entered  the 
College  of  Medicine,  compared  to  about  73%  of  urban 
applicants. 

We  are  encouraging  students  to  practice  in  rural 
communities  by  exposing  them  to  rural  practice.  One  of 
the  most  successful  programs  has  been  the  Rural 
Preceptorship  Program.  Students  select  a preceptor  from 
among  111  physicians  at  55  rural  sites  throughout  the 
state.  Students  have  generally  reported  their  preceptor- 
ship as  valuable,  and  the  rural  preceptorship  has  been 
shown  to  influence  specialty  selection,  particularly  with 
family  practitioners:  just  under  half  (46.1%)  of  family 
practitioners  surveyed  reported  that  their  preceptorship 
was  very  influential  in  helping  them  make  their  choice  of 
specialty. 

Residents  in  Family  Practice  from  UNMC,  Lincoln,  and 
Creighton,  are  exposed  to  smaller  communities  in  a 
combined  outstate  residency  experience  (CORE)  during 
their  second  and  third  year.  Residents  spend  two  months 
in  sites  such  as  Scottsbiuff,  Alliance,  Central  City,  Cordon, 
and  Imperial.  Internal  Medicine  and  Pediatric  Residents 
also  spend  two  months  or  more  with  physicians  in 
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practice  sites  throughout  the  state.  The  rotations  show 
residents  the  benefits  of  practice  in  a non-urban  setting 
and  also  give  communities  the  opportunity  to  recruit 
physicians. 

Retention  of  our  graduates  and  residents  is  also  a 
concern  of  the  College.  Several  studies  have  found  a 
relationship  between  location  of  medical  school  and 
location  of  graduates'  practice  choice.  In  graduate 
education,  retention  relationships  become  even  stronger; 
residents  are  even  more  likely  to  remain  in  the  state 
where  they  received  graduate  training.  The  College  of 
Medicine  is  currently  examining  medical  manpower  in 
the  state  by  specialty  in  order  to  identify  ongoing  and 
acute  Nebraska  manpower  needs  and  allocate  residency 
positions  accordingly. 

Since  1983,  eighty  percent  of  UNMC's  family  practice 
residents  have  remained  in  the  state  to  practice.  During 
the  last  decade,  the  College  of  Medicine  has  trained  a 
total  of  182  family  practitioners;  130  of  these  have 
chosen  to  practice  in  Nebraska,  thirty  four  percent  are  in 
towns  with  populations  less  than  10,000.  This  is  a 
significant  contribution  when  one  considers  the  loss  of  a 
population  base  in  some  areas  and  a trend  in  population 
growth  to  urban  centers.  We  feel  optimistic  about  the 
opportunity  to  provide  much  needed  medical  man- 
power to  the  state.  With  the  continued  support  of  the 
legislature,  we  will  accomplish  our  goal  of  supplying  many 
more  primary  care  physicians  to  rural  communities  in  the 
coming  decade. 

Respectfully  submitted, 

Robert  H.  Waldman,  M.D. 

Dean 


REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Thank  you  for  the  opportunity  to  report  once  again  to 
the  Nebraska  Medical  Association  about  the  continued 
progress  of  our  School  of  Medicine.  I am  particularly 
pleased  to  report  that,  in  the  face  of  declining  applications 
to  American  medical  schools  during  the  past  several 
years,  Creighton  University's  applications  remain  high  for 
its  available  places  in  each  freshman  class.  For  the  class  of 
1 1 0 to  enter  August  28,  1 989,  we  had  in  excess  of  3,500 
applications.  In  consequence,  we  are  able  to  select 
students  with  excellent  qualifications  from  all  over  the 
United  States.  At  the  present  time  we  are  anticipating 
approximately  35-40%  women  students  and  10%  minority 
students.  The  state  most  heavily  represented  in  our 
freshman  class  will  again  be  California.  We  anticipate 
about  20  students  from  Nebraska. 

This  latter  number  has  been  and  remains  a matter  of 
concern  to  us.  As  the  Association  has  determined,  the 
Nebraska  applicant  pool  has  declined  much  more  rapidly 
than  the  National  pool.  In  consequence,  the  future  for 
providing  physicians,  especially  in  primary  care,  for 
Nebraskans  is  uncertain.  Though  we  know  that  many 
Creighton  graduates  who  immigrate  from  other  states 
remain  and  practice  in  Nebraska,  it  is  also  quite  clear  that 
native  Nebraskans  are  more  prone  to  practice  here.  Thus, 
we  anticipate  with  a sense  of  responsibility  participating 
in  the  Association's  efforts  to  enhance  the  numbers  of 
medical  school  applications  from  Nebraskans. 

It  is  a pleasure  to  note  again  the  development  of  the 
Creighton  Center  for  Metabolic  Imaging  (Positron  Emission 
Tomography).  The  cyclotron  and  positron  scanner/ 
detector  have  been  fabricated,  tested,  and  have  arrived  at 


our  center  in  Omaha.  After  installation  and  calibration  we 
anticipate  the  Center  will  be  ready  for  clinical  and 
research  studies  in  the  very  near  future. 

The  metabolic  imaging  center  is  being  supported  in  part 
by  the  Health  Future  Foundation  which  continues  to  be  a 
great  resource  for  our  new  program  development.  It 
recently  announced  allocation  of  $3.8  million  for  the 
current  year  to  support  a variety  of  new  programs, 
including  the  Hypertension  Center,  the  Cancer  Center, 
the  Center  for  Hard  Tissue  Research  and  our  Center  for 
Health  Policy  and  Ethics,  in  addition  to  the  Center  for 
Metabolic  Imaging.  The  Foundation  plays  a major  role  in 
the  development  of  new  resources  for  our  University,  the 
community,  and  the  medical  profession. 

We  continue  to  observe  the  activities  regarding  the 
acquisition  of  AMI,  the  owner  of  St.  Joseph  Hospital,  by  a 
group  of  private  investors.  We  are  exploring  the  possible 
meaning  of  new  ownership  on  St.  Joseph  as  well  as  other 
potential  options  given  us  in  the  agreement  under  which 
AMI  acquired  the  hospital  in  1 984.  Our  primary  goal  is  the 
maintenance  of  St.  Joseph  as  a productive  center  for  our 
educational  and  research  programs. 

Respectfully  submitted, 

Richard  L.  O'Brien,  M.D. 

Dean,  School  of  Medicine 
Creighton  University 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL  STUDENT  CHAPTER,  UNMC 

The  Nebraska  Medical  Association-Medical  Student 
Chapter's  main  objectives  are  to  implement  programs 
which  expose  its  members  and  other  medical  students  to 
various  aspects  of  organized  medicine,  and  to  organize 
projects  which  serve  our  community. 

NMA-MSC  secured  funding  from  the  NMA  and  various 
departments  at  the  University  of  Nebraska  Medical 
Center  and  sent  two  delegates  and  seven  members  to  the 
AMA's  annual  convention  in  June.  The  Nebraska  partici- 
pants provided  testimony  and  held  positions  on  the  AMA- 
MSS  national  committees  and  the  states  leadership 
committee.  Also,  two  delegates  will  attend  the  NMA's  Fall 
Session  in  September.  In  addition,  students  will  participate 
in  the  Metro  Omaha  Medical  Society  monthly  board 
meetings  as  well  as  the  Sarpy  County  Medical  Society 
meetings.  Attending  these  national,  state  and  local 
meetings  has  given  the  members  of  the  NMA-MSC 
unique  insights  into  the  policies  of  the  AMA. 

The  NMA-MSC  will  be  sponsoring  four  community 
service  projects  in  the  upcoming  academic  school  year. 
They  are  the  Bellevue  Public  Schools-UNMC  Outreach 
Program  which  allows  medical  students  to  visit  sixth  grade 
classes  and  teach  basic  principles  of  anatomy.  The  NMA- 
MSC  will  also  begin  the  AMA-MSS'  AIDS  Outreach 
Program  in  high  schools  throughout  the  metro  area.  Our 
fourth  annual  relay  run  from  Lincoln  to  Omaha  will  be 
held  once  again  in  the  spring  of  1 990.  The  proceeds  of  the 
event  will  go  to  a charitable  organization  to  benefit  needy 
children.  Finally,  in  conjunction  with  the  Dean's  office  the 
NMA-MSC  will  be  implementing  a new  program  to 
enhance  interest  in  medicine  as  a career.  Specifically, 
medical  students  will  guest  lecture  at  high  schools  to 
foster  interest  in  medicine. 

I would  like  to  thank  the  Nebraska  Medical  Association 
for  the  continued  support  and  guidance.  As  medical 
students  we  are  fortunate  to  have  the  opportunity  to 
provide  programs  which  benefit  ourselves  and  our 
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community.  Your  support  allows  us  to  develop  a strong 
commitment  to  our  fellow  physician  and  fellow  person. 

Respectfully  submitted, 

Michael  Lane 

President,  NMA-MSC  (UNMC) 

REPORT  OF  THE  STATE  DEPARTMENT  OF  HEALTH 
DEPARTMENT  REORGANIZATION 

By  rearranging  some  divisions  within  the  department, 
the  Bureau  of  Family  Health  Services  has  been  created, 
bringing  together  the  Divisions  of  Maternal  and  Child 
Health,  Nutrition,  Dental  Health,  Developmental  Dis- 
abilities and  Community  Health  Nursing,  which  includes 
the  Family  Planning  program.  It  will  facilitate  the  planning, 
implementation  and  monitoring  of  family-related  health 
programs. 

The  divisions  of  Health  Promotion,  Disease  Control, 
Chronic  Disease,  and  Emergency  Medical  Services  now 
constitute  the  Bureau  of  Health  Promotion  and  Disease 
Prevention.  The  former  Bureau  of  Health  Protection  has 
been  divided  into  the  Bureau  of  Health  Facilities 
Standards  (all  the  facility  licensure  and  certification)  and 
the  Bureau  of  Environmental  Health.  The  two  remaining 
bureaus  are  unchanged;  The  Bureau  of  Examining  Boards 
and  the  Bureau  of  Administrative  Services. 

MATERNAL  AND  CHILD  HEALTH 

MCH  Director 

The  Department  is  currently  in  the  process  of  recruiting 
and  selecting  a physician  for  the  position  of  Maternal  and 
Child  Health  Director.  The  position  was  publicized 
nationally,  and  the  closing  date  for  receipt  of  applications 
was  June  30,  1989.  A committee,  which  includes  represen- 
tatives of  Nebraska's  medical  community,  reviewed  the 
applications.  A decision  will  be  made  in  September,  after 
applicants  are  interviewed 

Perinatal  Guidelines 

On  July  26,  1989,  the  Nebraska  Suggested  Perinatal 
Guidelines  were  mailed  to  over  1200  physicians,  nurses 
and  other  health  care  providers.  These  guidelines  are 
intended  to  help  in  reducing  maternal,  fetal  and  neonatal 
mortality  and  morbidity  to  the  lowest  attainable  levels. 
The  guidelines  were  developed  by  the  Nebraska  Ad  Hoc 
Gommittee  for  the  Development  of  Perinatal  Guidelines, 
chaired  by  Dr.  John  Esslinger.  The  initial  drafts  prepared 
by  the  committee  were  reviewed  with  physicians,  nurses 
and  other  providers  at  five  public  meetings  held  in 
Kearney,  Omaha,  Lincoln,  Norfolk  and  Scottsbiuff. 
Comments  received  at  these  meetings,  along  with  written 
comments,  were  used  in  preparing  the  final  document. 

WIC  Formula  Rebates 

The  Nebraska  WIC  Program  expects  to  be  reimbursed 
$1.6  million  next  year  in  the  form  of  rebates.  The 
manufacturers  will  provide  a net  rebate  of  $.94  for  each 
can  of  milk-based  and  soy-based  formula  purchased  with 
WIC  checks.  It  will  allow  Nebraska  the  potential  to 
provide  WIC  benefits  to  an  additional  3,817  women, 
infants  and  children  each  month. 

Contracts  will  be  signed  with  manufacturers  for  a 12- 
month  period  beginning  October  1,  1989.  The  contracts 
were  negotiated  with  the  understanding  that  there  will  be 
no  restriction  on  the  brand  of  formula  WIC  participants 
will  be  allowed  to  purchase  at  retail  stores. 


New  Birth  Certificate 

On  August  1,  Nebraska  physicians  and  hospitals  began 
using  the  new  birth  certificate  form  distributed  by  the 
Department's  Bureau  of  Vital  Statistics.  Additions  and 
revisions  to  the  previous  certificate  were  made  to  be 
consistent  with  the  national  system  for  collecting  statistics 
on  child  births.  Additional  data  are  now  being  obtained 
on  OB  procedures,  method  of  delivery,  condition  of  the 
newborn  and  obstetric  history,  including  the  use  of 
tobacco  and  alcohol. 

Revisions  to  the  old  certificate  include  a reformat  to  a 
checkoff  system  rather  than  writing  medical  history 
factors,  events  of  labor,  congenital  anomalies,  etc. 

Concurrent  with  this  introduction,  I will  appoint  a Birth 
Certificate  Advisory  Committee  to  assist  the  Department 
in  the  use  of  the  certificate  and  in  the  management  of  the 
statistical  data  gained  through  its  use. 

CANCER  CONTROL 

The  Nebraska  Health  Department  grant  from  the 
National  Cancer  Institute  entitled  "Data-Based  Interven- 
tions in  Cancer  Control"  has  been  renewed  and  has  now 
reached  the  state  of  implementing  recommendations  in 
the  Cancer  Control  Plan.  A priority  area  is  increasing  the 
rate  of  early  detection  of  breast  and  cervical  cancer,  and  a 
number  of  activities  are  in  progress  to  address  that  goal. 
They  include  the  following: 

— Hastings  has  been  chosen  as  the  intervention 
community  and  Columbus  as  the  control  community 
to  evaluate  communication  strategies  for  increasing 
early  detection. 

— A curriculum  on  detection  of  breast  and  cervical 
cancer  will  be  developed  for  family  practice  residency 
programs.  Initial  discussions  have  been  held  with  the 
University  of  Nebraska  Medical  Center. 

— A standardized  reporting  form  will  be  developed  for 
mammography  units  in  the  state  and  a system 
developed  to  encourage  voluntary  leporting. 

Efforts  to  increase  mammography  usage  in  the  state  are 
particularly  important,  as  the  Centers  for  Disease  Control 
recently  issued  survey  data  which  show  Nebraska  has  one 
of  the  lowest  percentage  rates  for  age-appropriate 
screening. 

Other  objectives  of  the  cancer  control  grant  include 
delivery  of  a pilot  education  program  on  state-of-the-art 
cancer  treatment  to  persons  in  Clay  County;  formation  of 
a coalition  in  Scottsbiuff  to  reduce  usage  of  smokeless 
tobacco;  presentation  of  workshops  in  Western  Nebraska 
on  health  implications  of  radon;  formation  of  a task  force 
to  provide  advice  on  cancer  registry  issues;  development 
of  a protocol  to  investigate  reports  of  cancer  clusters;  and 
provision  of  education  on  cancer  risks  related  to  pesticide 
use.  Some  of  these  objectives  are  now  in  progress  and 
other  will  be  initiated  within  the  next  two  months. 

RURAL  HEALTH 

Governor's  Rural  Health  Conference 

Governor  Orr  is  convening  a conference  in  North  Platte 
on  September  20th  and  21st  to  address  rural  health 
issues.  This  conference  will  bring  together  health  pro- 
fessionals, community  leaders,  and  health  care  consumers 
from  across  the  state  to  face  the  challenges  and  to 
recognize  the  opportunities  in  meeting  the  physical  and 
mental  health  needs  of  rural  Nebraska. 

It  is  expected  that  over  200  participants  will  have  the 
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opportunity  to  review  current  and  planned  developments 
in  rural  health  care  and  to  discuss  strategies  needed  for 
the  1990's 

Results  of  the  conference  should  be  of  interest  to  state 
community  leaders  and  provide  the  basis  for  regional 
conferences  to  be  scheduled  later  this  year. 

Nebraska  Medical  Student  Loan  Program. 

The  Nebraska  Medical  Student  Loan  Program  was 
created  by  the  1978  Legislature  and  the  first  loans  were 
awarded  by  the  Department  of  Health  and  the  Rural 
Health  Manpower  Commission  in  1979.  Since  then,  84 
Nebraska  medical  students  have  been  awarded  low- 
interest  loans  and  have  incurred  the  shortage  area 
practice  obligation  associated  with  the  loans. 

As  of  this  fall,  30  loan  recipients  will  be  in  practice  in  areas 
designated  as  physician  shortage  areas  in  Nebraska.  Of 
the  total,  26  are  family  practice,  three  are  internists,  and 
one  is  a pediatrician.  Sixteen  are  located  in  towns  under 

2.000  population,  nine  in  towns  between  2,000  and 

5.000  and  five  in  towns  over  5,000.  It  is  estimated  that  in 
the  next  three  years,  another  1 8 loan  recipient  physicians 
will  become  available. 

INFECTIOUS  DISEASE 

AIDS 

A phone  survey  conducted  last  fall  indicates  that  some 
Nebraskans  wrongly  believe  AIDS  can  be  transmitted  by 
insect  bites,  by  kissing  or  by  being  sneezed  on  by  a person 
with  AIDS.  An  encouraging  finding  of  the  survey  is  that 
almost  all  Nebraskans  felt  AIDS  should  be  addressed  in 
the  schools.  Nearly  half  believed  Al  DS  was  an  appropriate 
inclusion  in  the  public  school  at  all  grade  levels.  More 
than  four  in  five  Nebraskans  said  that  children  with  AIDS 
should  be  allowed  to  attend  school.  The  Department 
implements  programs  to  educate  the  population  about 
AIDS,  and  is  planning  additional  surveys  to  see  if 
Nebraskan's  level  of  knowledge  about  AIDS  improves 
over  time. 

Current  AIDS  morbidity  and  mortality  in  the  state;  36 
alive,  75  dead;  of  the  111,  a majority  had  pheumocystic 
carinii  pneumonia  at  the  time  of  diagnosis. 

Measles 

The  last  reported  case  of  measles  occurred  in  late  July, 
bringing  the  case  count  to  1 52.  Since  the  outbreak  began 
in  late  April,  cases  have  been  reported  in  28  counties  with 
over  half  of  those  tied  to  Lancaster  County.  While  at  least 
1 2 persons  were  hospitalized,  there  have  been  no  reports 
of  permanent  sequela. 

The  American  Academy  of  Pediatrics  recently  recom- 
mended a 2-dose  measles-mumps-rubella  immunization 
schedule.  The  first  dose  is  indicated  at  15  months  of  age 
and  the  second  is  to  be  given  prior  to  seventh  grade.  In 
the  near  future,  the  Advisory  Committee  on  Immunization 
Practices  (ACIP)  will  also  be  issuing  a 2-dose  recommen- 
dation; however,  the  second  dose  will  be  recommended 
prior  to  school  entrance.  Because  of  the  cost  of  MMR,  the 
ACIP  will  recommend  that  the  practice  be  phased  in,  one 
grade  at  a time.  Nebraska  and  surrounding  states  are 
waiting  until  after  the  ACIP  recommendations  are 
released  before  implementing  any  changes  in  the 
provision  of  vaccine  in  the  public  clinics.  The  implemen- 
tation of  the  2-dose  schedule  will  be  a dramatic 
undertaking  from  both  a financial  and  manpower  per- 
spective. Federal  funding  for  such  an  undertaking  will 
probably  not  be  available  before  1991. 

Respectfully  submitted, 

Gregg  F.  Wright,  M.D.  M.Ed. 

Director  of  Health 


REPORT  OF  THE  COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

Clen  F.  Lau,  M.D.,  Lincoln  - Chairman:  John  B.  Bryd,  M.D.,  Neligh; 
Charles  F.  Fielder,  Jr.,  M.D.,  No.  Platte:  Barney  B.  Rees,  M.D.,  Omaha; 
Joseph  C.  Rogers,  M.D.,  Lincoln:  Larry  D.  Ruth,  M.D.,  Lincoln:  Steven  A. 
Schwid,  M.D.,  Omaha:  Jerry  K.  Seiler,  M.D.,  Hastings;  William  A. 
Shiffermiller,  M.D.,  Omaha:  H.  Neal  Sievers,  M.D.,  Blair;  Stephen  D. 
Torpy,  M.D.,  Omaha. 

The  Commission  on  Hospital  Medical  Staff  met  on  July 
11,  1989,  at  the  offices  of  the  Nebraska  Medical 
Association. 

Contacts  have  been  made  with  the  chiefs  of  staff  of 
selected  hospitals  throughout  the  State  of  Nebraska  and  it 
is  apparent  that  the  Hospital  Medical  Staff  Section  has  an 
identity  problem.  The  physicians  in  Nebraska  generally 
lack  recognition  of  the  HMSS  and  its  goals  and  concerns. 
We  feel  that  this  issue  must  be  addressed  before  this 
commission  can  be  an  effective  tool  for  the  NMA. 

At  our  meeting  several  ideas  were  forwarded  for  the 
improvement  of  our  recognition  factor.  An  article  will  be 
prepared  for  the  Nebraska  Medical  Journal.  This  will  make 
Nebraska  physicians  more  aware  of  the  Commission  on 
Hospital  Medical  Staff  and  at  the  same  time  encourage 
participation  in  the  affairs  of  AMA  HMSS.  It  will  be 
important  to  solicit  the  concerns  of  the  medical  staffs 
around  the  State  of  Nebraska  and  to  formulate  mechanisms 
for  the  commission  to  be  helpful  in  solving  these 
problems.  Letters  will  be  sent  to  the  chiefs  of  staff  of  every 
hospital  in  the  State  of  Nebraska  so  that  a data  base  of 
information  on  selected  topics  can  be  established  and 
subsequently  be  available  for  medical  staff  use.  Examples 
of  this  might  include  the  need  for  model  medical  staff 
bylaws  which  iniclude  mechanisms  for  dealing  with  allied 
health  privileges.  Another  would  be  to  determine  the 
incidence  of  physician  participation  on  hospital  governing 
boards  at  the  voting  level. 

I believe  that  with  some  effort  along  these  lines  which 
have  begun  this  commission  can  be  viable  entity  and 
provide  a service  to  the  Nebraska  Medical  Association 
members.  I would  urge  continued  support  of  this 
commission. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Columbus  - Chairman;  Benjamin  R.  Celber, 
M.D.,  Lincoln  - Vice-Chairman;  Judith  A.  Butler,  M.D.,  Superior;  Melvin 
A.  Churchill,  M.D.,  Linoln;  James  H.  Dunlap,  M.D.,  Norfolk;  Donald  E. 
Fischer,  M,D„  Scottsbluff;  Vernon  F.  Garwood,  M.D.,  Lincoln;  Michael  J. 
Germer,  M.D.,  Lincoln;  Susan  L.  Greenwald,  M,D.,  Kearney:  Charles 
Gregorius,  M.D.,  Lincoln;  Dennis  G.  O'Leary,  M.D.,  Omaha;  George  W. 
Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Dwaine  J.  Peetz, 
M.D.,  Neligh:  Herbert  E.  Reese,  M.D.,  Lincoln;  C.  Lee  Retelsdorf,  M.D., 
Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  James  N.  Schreck,  M.D., 
North  Platte:  Richard  B.  Svehia,  M.D.,  Omaha;  Steven  R.  Thomas,  M.D., 
York;  Eileen  C.  Vantravers,  M.D.,  Lincoln;  Timothy  O.  Wahl,  M.D., 
Omaha;  Peter  J.  Whined,  M.D.,  Omaha;  Susan  M.  Williams  M.D., 
Omaha;  Philip  Jacobs,  Omaha,  Michael  Lane,  Omaha,  Denise  Kendall, 
Omaha. 

The  Commission  on  Legislation  and  Governmental 
Affairs  anticipates  a very  active  session  when  the 
Legislature  convenes  in  January,  1990.  Our  initial  activity 
will  commence  in  October  when  the  Commission  meets 
to  consider  holdover  legislation  from  the  1 989  Legislative 
Session  as  well  as  proposals  for  additional  legislation 
which  may  well  be  forthcoming.  The  Association's  Board 
of  Directors  has  forwarded  a proposal  that  the  Commission 
consider  preparation  and  submission  of  legislation  which 
would  markedly  narrow  the  latitude  permissible  for 
bio-availability  and  bio-equivalency  of  drugs.  In  addition, 
the  Board  has  requested  the  Commission  review  current 
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legislative  proposals,  and  possibly  develop  legislation, 
addressing  the  problem  of  tobacco  use. 

There  are  numerous  bills  of  interest  to  the  Association 
remaining  at  some  position  in  the  legislative  process 
following  adjournment  of  the  1989  Legislature  on  May  24. 
They  include  various  licensure  issues,  primarily  dealing 
with  expansion  of  scope  of  practice,  issues  which  would 
directly  affect  the  practice  of  medicine,  and  various  state 
programs  in  which  the  Association  would  have  a direct 
interest.  Each  of  these  issues  will  be  reviewed  in  detail  by 
the  Commission  and  the  exact  position  of  the  Association 
will  be  determined  at  that  time.  The  membership  of  the 
Commission  is  representative  of  the  specialty  groups  and 
it  is  the  Commission's  intent,  as  always,  to  consider  input 
from  all  facets  of  organized  medicine  in  determining  the 
Association's  position  on  each  issue. 

The  importance  of  participation  by  physicians  at  the 
local,  legislative  district  level  cannot  be  over-emphasized. 
The  contact  by  physicians  and  spouses  is  extemely 
important  as  medicine  tells  its  story  to  members  of  the 
Legislature.  This  fact  was  borne  out  by  the  successful 
effort  to  increase  the  Department  of  Social  Services' 
Medicaid  appropriation  in  the  1989  Session.  The  supportive 
involvement  of  Nebraska  specialty  societies  on  this  issue 
is  also  noted. 

We  will  again  be  providing  information  to  contact 
physicians  and  the  general  membership  of  the  Association 
to  solicit  their  input  in  advising  members  of  the 
Legislature  of  medicine's  interest  or  concern  regarding 
many  of  the  issues.  As  the  opening  date  of  the  1990 
Session  approaches  we  will  be  distributing  detailed 
information  to  all  members  of  the  Association  describing 
the  bills  of  interest  to  our  organization  and  our  position 
on  each. 


REPORT  OF  THE  COMMISSION 
ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D..  Omaha  - Chairman;  Ronald  L.  Asher, 
M.D.,  North  Platte:  Robert  L.  Bass,  M.D.,  Omaha;  Warren  C.  Bosley, 
M.D.,  Grand  Island:  Patrick  E.  Brookhouser,  M.D.,  Omaha;  Charles  F. 
Damico,  M.D.,  Hastings;  Charles  A.  Dobry,  M.D.,  Omaha;  Stacey 
Goodrich,  M.D.,  Tecumseh;  Richard  A.  Hranac,  M.D.,  Kearney:  Steffan 
R.  Lacey,  M.D.,  Norfolk:  William  E.  Lundak,  M.D.,  Lincoln;  Richard  L. 
O'Brien,  M.D.,  Omaha;  William  R.  Schlichtemeier,  M.D.,  Omaha; 
Joseph  C.  Scott,  M.D.,  Omaha:  Michael  J.  Sullivan,  M.D.,  Aurora; 
Richard  L.  Tollefson,  M.D.,  Wausa;  Robert  H.  Waldman,  M.D.,  Omaha, 
Kay  Arbegast,  Omaha. 

The  Commission  on  Medical  Education  met  July  6, 
1989  at  the  NMA  Headquarters  Office,  Lincoln,  Nebraska. 

Two  interim  reports  were  reviewed  and  accepted. 

A revised  structure  and  function  manual  for  accreditation 
sponsors  of  continuing  medical  education,  based  on 
ACCME  modifications  was  distributed  to  all  Commission 
members  and  will  be  distributed  to  all  site  surveyors  and 
sponsors. 

Planning  was  initiated  for  the  development  of  a 
Continuing  Medical  Education  Sponsor  Program  to  be 
held  in  conjunction  with  the  annual  Spring  meeting  of  the 
Nebraska  Medical  Association.  The  program  objectives 
will  be: 

1.  Sponsor  accreditation  problems  as  determined  by 
the  Nebraska  Medical  Association  Commission  on 
Medical  Education. 

2.  Future  continuing  medical  education  program  needs 
based  on  utilization  review  and  quality  assurance. 


There  is  a perception  among  Commission  members  of  a 
deficiency  of  continuing  medical  education  accredited 
sponsors  in  selected  geographic  areas  of  the  state. 
Accordingly  the  Commission  plans  to  identify  potential 
education  resources  in  an  effort  to  initiate  adequate  local 
continuing  medical  education  programming. 

The  Commission  received  the  directive  from  the 
Nebraska  Medical  Association  Board  of  Directors  to 
develop  a task  force  on  medical  manpower  with  two 
specific  charges: 

1.  The  need  to  increase  the  student  applicant  pool  for 
Nebraska's  medical  schools. 

2.  Analyze  and  make  recommendations  to  resolve  the 
progressive  physician  manpower  shortage  in  rural 
Nebraska. 

The  task  force  membership  is  to  be  comprised  of 
physician  representatives  from  the  various  geographic 
areas  of  the  state,  representatives  of  the  office  of  the 
Dean  and  the  student  body  of  the  state's  two  medical 
schools,  high  school/college  career  guidance  counselor, 
and  the  Nebraska  Hospital  Association.  Additional  repre- 
sentatives may  be  added  to  the  task  force  as  deemed 
appropriate.  Active  recruitment  of  task  force  members  is 
in  process  and  the  first  meeting  is  to  take  place  in  early 
October,  1989. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  - Chairman;  H.  Jeotfrey  Deeths, 
M.D.,  Omaha:  Herbert  D.  Feidler,  M.D.,  Norfolk;  Donald  T.  Clow,  M.D., 
Omaha:  John  J.  Hoesing,  M.D.,  Omaha;  Roger  P.  Massie,  M.D., 
Plainview;  Donald  E.  Matthews;  M.D.,  Lincoln;  Harlan  C.  Shriner,  Jr., 
M.D.,  Lincoln;  F.  Thomas  Waring,  M.D.,  Fremont;  Steve  Saathott, 
Omaha. 

The  NMA  has  reaffirmed  the  priority  placed  on  the 
Commission  on  Public  Affairs  as  r.nembers  of  the 
Executive  Committee  of  the  Board  of  Directors  will  be 
meeting  with  the  Commission  Chairman  to  explore  the 
means  for  an  expanded  role  by  the  Commission.  Various 
new  projects  will  be  considered  to  further  the  concepts 
we  have  established  as  part  of  our  positive  image  among 
the  general  public. 

The  Commission  is  also  presently  making  a concerted 
effort  to  receive  input  from  the  general  NMA  membership 
on  any  issues  which  they  feel  would  be  of  public  interest 
or  concern.  Topics  of  general  interest  could  be  incorporated 
into  future  press  releases,  while  those  dealing  with 
specific  new  medical  or  public  health  issues  can  be 
developed  into  one  of  the  "Health  Tips"  which  we 
prepare  and  gratuitously  distribute  to  local  newspapers 
and  radio  stations.  These  short  subjects  are  well  received, 
and  have  been  getting  an  increasing  amount  of  media 
attention  and  use  over  the  last  two  or  three  years. 

The  Commission  also  provides  an  annotated  pre- 
release copy  of  the  Nebraska  Medical  Journal  to  the 
health  editors  of  the  major  state  newspapers.  These 
editors  have  been  encouraged  to  develop  some  of  the 
general  interest  articles  into  press  releases,  if  possible 
after  Interviewing  the  author.  This  program  has,  at  best, 
enjoyed  mixed  success,  but  continues  to  be  aggressively 
pursued.  The  Commission  has  also  provided  the  media 
with  contacts  among  our  physician  members  to  be 
interviewed  on  specific  topics  within  their  respective 
areas  of  expertise. 

Annually,  the  Commission  distributes  the  "State  of  the 
Health"  report  presented  by  the  NMA  President,  who 
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also  prepares  recorded  "spots"  on  health  items  which 
receive  frequent  airing  on  Nebraska  radio  stations.  In 
addition,  the  Commission  has  the  responsibility  of 
developing  news  releases  relating  to  special  areas  of 
professional  interest  which  affect  the  public  as  directed 
by  the  NMA  House  of  Delegates,  and  has  done  so  at 
several  times  in  recent  years. 

Ongoing  projects  continue  to  advance  the  concept  of 
the  physician  as  patient  advocate,  including  the  promo- 
tion of  fitness,  good  health  habits,  and  the  attitude  of 
wellness.  The  Commission  has  been  working  closely  with 
the  Commission  on  Legislation  and  Governmental  Affairs 
in  positively  presenting  the  NMA  stance  on  vital 
legislative  issues  and  in  generating  proposals  for  potential 
future  legislative  action. 

REPORT  OF  THE  SCIENTIFIC 
SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman;  David  L.  Bacon,  M.D., 
Kearney;  Lawrence  C.  Bausch,  M.D.,  Lincoln;  Robert  A.  Beer,  M.D., 
Omaha;  Stacey  Goodrich,  M.D.,  Tecumseh;  Charles  Gregorius,  M.D., 
Lincoln;  Richard  M.  Tempero,  M.D.,  Omaha;  Donald  E.  Waltemath, 
M.D.,  Lincoln;  Anthony  J.  Yonkers,  M.D.,  Omaha;  Elizabeth  Waldman, 
Omaha. 

The  Scientific  Sessions  Committee  will  have  held  its 
initial  meeting  to  address  this  year's  activity  when  the 
1989  Fall  Session  convenes.  During  that  initial  meeting 
we  will  review  all  aspects  of  the  1 989  Annual  Session  and 
begin  consideration  of  the  program  for  the  1990  Session. 

We  are  again  anticipating  participation  in  the  overall 
program  by  various  Nebraska  specialty  societies,  and 
there  will  most  probably  be  a mixture  of  both  scientific 
and  socio-economic  programming  which  will  hopefully 
be  of  interest  to  many  members  of  the  Association.  It 
would  appear  that  the  current  three  day  format  will  be 
continued  as  this  was  the  opinion  expressed  by  the 
House  of  Delegates  during  the  1 989  Annual  Session.  This 
seems  to  be  the  most  desirable  format  for  all  concerned. 

Suggestions  for  program  subjects  are  always  welcome 
and  encouraged.  We  would  be  receptive  to  program 
subjects  offered  by  individual  members  of  the  House  of 
Delegates. 

As  the  various  segments  of  the  program  are  completed 
they  will  be  publicized  to  members  of  the  Association 
both  through  the  Journal  and  the  Association  newsletter. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION  AND  ATHLETIC  MEDICINE 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairman;  Patrick  E.  Clare, 
M.D.,  Lincoln;  Cordon  D.  Bainbridge,  M.D.,  Grand  Island;  Joseph  R. 
Ellison,  M.D.,  Omaha;  Richard  W.  Hammer,  M.D.,  Lincoln;  Richard  E. 
Jackson,  M.D.,  Pawnee  City;  Mark  R.  Jones,  M.D.,  Lexington;  Stephen  J. 
Lanspa,  M,D„  Omaha;  Morris  B.  Mellion,  M.D.,  Omaha;  Paul  H.  Phillips, 
M.D.,  Scottsbiuff;  Wesley  C.  Wilhelm,  M.D.,  Omaha;  Lael  Paul,  Mark 
Young,  Lynn  Mack. 

Since  its  last  report  to  the  House  of  Delegates,  this 
committee  has  participated  in  several  activities  described 
in  its  last  report. 

The  Committee  was  represented  at  a conference  of  an 
AMA  Task  Force  on  AIDS  in  adolescent  patients,  held  in 
San  Francisco  in  May  of  this  year.  The  purpose  of  this 
conference  was  to  discuss  ways  in  which  this  problem  can 
be  addressed.  The  consensus  is  that  education  is  the  most 
likely,  if  not  the  only,  solution  that  promises  to  provide 
some  hope  to  the  young  people  about  whom  we  are 
concerned. 


Perhaps  the  most  interesting,  frank,  and  somewhat 
frightening  report  was  that  from  a pediatrician  who  works 
in  San  Francisco.  I believe  that  she  may  have  given  an 
insight  into  the  future  that  could  be  ours  if  we  are  not 
even  a little  successful  in  our  efforts  in  health  education. 
It  is  clear  that  our  adolescent  patients,  immortal  though 
they  might  think  themselves  to  be,  are  at  great  risk  if  they 
do  not  learn  and  apply  what  there  is  to  be  known  about 
HIV  infection  and  its  sequela. 

In  this  regard,  the  Committee  is  represented  on  a task 
force  of  the  Nebraska  Department  of  Education  that  is 
writing  a new  curriciculum  on  health  education  for 
Nebraska  schools.  This  task  force  has  met  once,  in  July, 
and  has  prepared  a rough  draft  of  a curriculum  guide, 
which  will  be  refined  in  the  course  of  the  next  3-4 
months.  Health  education  programs  from  several  states 
are  being  utilized,  in  order  that  the  one  in  preparation 
may  take  advantage  of  the  most  successful  of  these 
programs,  as  well  as  identifying  ways  to  meet  Nebraska's 
particular  needs. 

It  appears  that  the  product  of  these  discussions  will 
indeed  provide  our  young  people  in  school,  from 
kindergarten  to  the  twelfth  grade,  a curriculum  that 
should  help  to  prepare  them  for  the  task  of  living  healthy 
lives.  It  is  incumbent  on  members  of  the  Association  and 
the  Auxiliary  that  they  encourage  and  monitor  the 
implementation  of  this  curriculum  when  it  is  available. 

Members  of  the  Committee  and  others  have  written 
short  notes  on  athletic  subjects  that  have  been  published 
in  the  Association's  Newsletter.  These  have  discussed 
steroids  in  athletes,  conditioning  and  warm-up,  for 
example.  Other  notes  are  in  preparation,  and  the 
Committee  hopes  to  include  one  in  nearly  every 
Newsletter.  There  is  an  ever-increasing  and  important  role 
for  interested  physicians  in  athletic  programs  in  our 
schools,  and  we  should  be  available  to  assist  in  providing 
adequately  for  the  health  needs  of  athletes.  The  Committe 
will  continue  to  plan  a conference  on  athletics,  to  include 
participants  from  several  disciplines  interested  in  this 
subject.  We  will  welcome  any  suggestions  about  what 
should  be  included  in  the  discussions. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Omaha  - Chairman;  Prentiss  M.  Dettman, 
M.D.,  Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Rodrigo  Comez-Cordero, 
M.D.,  Spencer;  Dennis  D.  Hatch,  M.D.,  Superior;  David  J.  Hoelting, 
M.D.,  Pender;  Ernest  O.  Jones,  Ph.D.,  Omaha;  Martin  R.  Lohff;  M.D., 
Omaha;  W.  E.  Lundak,  M.D.,  Lincoln;  David  C.  McMaster,  M.D., 
Auburn;  William  H.  Northwall,  M.D.,  Kearney. 

The  committee  has  continued  to  monitor  activities  in 
the  area  of  low-level  radio-active  waste  disposal  (LLRWD) 
and  its  medical  and  health  implications.  Under  federal 
and  state  mandated  legislation  and  the  Central  States 
Compact  selection,  Nebraska  has  been  designated  as  the 
host  state.  The  process  of  site  selection  has  been 
underway  along  with  information  dissemination  and 
citizen  input  for  nearly  two  years.  The  process  has 
evolved  to  the  stage  of  detailed  site  characterization  in 
three  areas  of  the  State  of  Nebraska.  The  committee  as 
reconstituted  includes  physician  members  from  the 
geographic  areas  involved  in  the  detailed  site  characteri- 
zation process.  This  will  provide  input  reflecting  issues 
evolving  as  the  siting  activity  for  the  low-level  radioactive 
waste  facility  continues,  as  required  by  federal  and  state 
legislation,  to  meet  milestones  required  in  accordance 
with  the  legislative  time  table. 

The  committee  continues  to  affirm  the  NMA  standing 


382 


Nebraska  Medical  Journal  December  1989 


resolution  on  low-level  radio-active  waste  disposal.  In 
keeping  with  our  past  activities  in  the  educational  arena 
we  recommend  the  following: 

RESOLUTION 

WHEREAS,  the  Nebraska  Medical  Association  has 
a long  standing  and  vital  commitment  to  the  health 
and  medical  care  of  the  people  of  the  State  of 
Nebraska,  and 

WHEREAS,  the  Nebraska  Medical  Association  has 
a key  role  in  the  education  of  our  patients  and  the 
public  at  large  through  the  dissemination  of  information 
leading  to  an  enlightened  understanding  of  health 
matters,  and 

WHEREAS,  the  constituent  membership  of  the 
Nebraska  Medical  Association  provides  a resource  of 
expertise  in  knowledge  of  the  effects  of  ionizing 
radiation,  as  well  as  applications  and  benefits  from 
the  use  of  radioactive  materials  and  radiation  in  the 
practice  of  medicine,  and 

WHEREAS,  the  requirements  for  low  level  radioactive 
waste  disposal  are  inexorably  connected  to  the 
practice  of  medicine,  not  only  related  to  concerns 
about  the  effects  of  ionizing  radiation,  but  also  the 
application  of  radioactive  materials  and  radiation  in 
the  practice  of  medicine,  and 

WHEREAS,  the  continuing  advances  in  medical 
research  are  likewise  intimately  interrelated  to  the 
application  of  radioactive  materials  and  ionizing 
radiation  to  the  evolution  of  new  concepts  in 
diagnosis  and  treatment  of  disease; 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association: 

— In  keeping  with  our  role  in  education  of  our 
patients  and  the  public  at  large  through  the 
dissemination  of  information  leading  to  an  enlightened 
understanding  of  health  matters;  and 

— In  support  of  our  prior  resolutions  in  support  of 
logical,  carefully  considered  implementation  of  federal 
and  state  legislation  directed  toward  the  solutions  of 
issues  of  low-level  radioactive  waste  disposal,  by  the 
establishment  of  a facility  in  our  state; 

— Recommends  that  a portion  of  the  Scientific 
Session  of  the  Annual  Sessions  of  the  NMA  be 
devoted  to  the  subject  of  low-level  radioactive  waste 
disposal  and  its  implications  for  medical  practitioners; 

— To  this  end  the  Ad-Hoc  Committee  offers  to 
assist  the  Scientific  Sessions  Committee  in  the 
planning  and  preparation  for  this  portion  of  the 
program. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Lincoln  - Chairman:  Judith  A.  Butler,  M.D., 
Superior;  Dale  W.  Ebers,  M.D.,  Lincoln;  Vernon  F.  Garwood,  M.D., 
Lincoln;  Russell  L Corthey,  M.D.,  Lincoln;  Roger  A.  Jacobs,  M.D., 
Seward;  Ronald  Klutman,  M.D.,  Columbus;  Paul  F.  Meyer,  M.D.,  Aurora, 
Dale  E.  Michels,  M.D.,  Lincoln,  Ftarold  M.  Nordlund,  M.D.,  York; 
Samuel  H.  Perry,  II,  M.D.,  North  Platte;  Richard  B.  Svehia,  M.D.,  Omaha; 
Tom  F.  Tonniges,  M.D.,  Hastings;  Wayne  K.  Weston,  M.D.,  Lexington. 

Your  committee  has  not  convened  over  the  past  six 
month  period.  However,  we  have  been  closely  monitoring 
the  development  by  the  Nebraska  Department  of  Social 
Services  of  the  new  Medicaid  reimbursement  schedule 
based  on  the  McGraw-Hill  Relative  Value  Program.  This 


has  become  a possibility  with  the  successful  passage  by 
the  Nebraska  State  Legislature  of  the  bill  adding  5.4 
million  dollars  for  provider  reimbursement  in  the  Medicaid 
program  during  the  last  session.  While  the  committee 
cannot  take  an  active  role  in  the  actual  development  of 
the  relative  value  scale  for  services,  we  have  been  closely 
monitoring  this  and  encouraging  appropriate  specialty 
representatives  to  actively  contribute  input  in  their 
respective  areas.  We  are  hopeful  that  the  final  result  will 
be  a more  equitable  and  workable  reimbursement  system 
for  Nebraska  physicians;  and  while  it  will  not  be  “written 
in  stone"  or  be  the  final  form  necessarily,  it  will  be  a 
beginning  and  something  that  medicine  can  work  with  in 
the  future.  The  department  has  made  tentative  plans  to 
establish  a Medicaid  advisory  committee  of  medical 
practitioners  representing  all  medical  specialties  within 
the  state  to  monitor  the  functioning  of  the  new  system 
and  to  advise  the  Department  of  Social  Services  on 
refinement  and  modification  thereof. 


REPORT  OF  THE  NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Lincoln  - Chairman;  Samuel  E.  Boon,  M.D., 
Lincoln;  Jane  S.  Roccaforte,  M.D.  Omaha;  Robert  C.  Rosenlof,  M.D., 
Kearney;  Philip  W.  Smith,  M.D.,  Omaha;  Richard  B.  Svehia,  M.D., 
Omaha;  Cindy  Hannibal,  Omaha. 

The  Committee  has  primarily  involved  itself  with 
legislative  issues  this  year.  Committee  members  were 
involved  with  input  on  LB  1 57  dealing  with  notification  of 
first  responders.  They  were  instrumental  in  providing 
information  on  the  wording  and  practical  implications  of 
this  bill  as  well  as  testifying  to  the  Health  and  Human 
Services  Committee  of  the  Legislature.  Information  on 
this  statute  was  published  in  a recent  issue  of  the  NMA 
Newsletter. 

The  Task  Force  will  continue  to  monitor  the  latest 
developments  on  AIDS  that  may  affect  the  membership. 

REPORT  OF  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Francis  D.  Donahue,  M.D.,  Omaha  - Chairman;  R.  A.  Blatny,  M.D., 
Fairbury;  Stuart  P.  Embury,  M.D.,  Holdrege;  Joel  T.  Johnson,  M.D., 
Kearney;  Bernard  L.  Kratochvil,  M.D.,  Omaha;  Walter  J.  O'Donohue, 
M.D.,  Omaha;  Joseph  E.  Stitcher,  M.D.,  Lincoln;  John  C.  Wilcox,  M.D., 
Aurora;  Dan  Schiefelbein,  Omaha. 

The  Commission  on  Association  Affairs  has  not  had  a 
regular  meeting  since  the  Annual  Session  meeting  of  the 
House  of  Delegates  as  the  only  issue  confronting  it  had  to 
do  with  Resolution  #1 1 from  the  Lincoln  County  Medical 
Society.  This  resolution  was  tabled  by  the  House  of 
Delegates  and  referred  to  the  Board  of  Directors. 

The  Board  of  Directors  reviewed  Resolution  §^^ 
regarding  the  promotion  of  open  discussion  between 
third-party  payors,  health  professionals  and  patients 
regarding  the  optimal  level  of  health  care.  This  was 
referred  to  the  Commission  on  Association  Affairs  with 
the  suggestion  a pamphlet  might  be  developed  which 
would  contain  what  physicians  feel  is  minimally  required 
in  a good  health  care  policy.  They  also  noted  that  the 
ASIM  has  such  a publication  which  might  be  suitable  for 
physicians'  use  in  providing  their  patients  with  this  much 
needed  information,  in  order  to  not  only  understand  the 
actions  of  insurance  companies  but  be  better  able  to 
purchase  a policy  best  suited  for  them  individually. 

This  brochure  has  been  reviewed  and  it  appears  to 
cover  the  subject  thoroughly.  It  is  strongly  felt  this  would 
be  the  best  means  of  providing  patients  with  sound 
information  regarding  what  physicians  feel  is  the  optimal 


December  1989  Nebraska  Medical  Journal 


383 


requirement  in  a good  health  care  policy.  These  can  be 
ordered  from  the  ASIM  by  letter  or  by  use  of  a WATS  line 
for  S34.00  per  100.  We  understand  credit  cards  are 
acceptable.  The  Commission  recommends  a copy  of  the 
brochure  and  information  on  how  they  may  be  obtained 
be  sent  to  each  Association  member. 

REPORT  OF  THE  NMA  PRO  OVERVIEW 
COMMITTEE  RE:  NMA  PRO  GRIEVANCE  COMMITTEE 

NMA  PRO  OVERVIEW  COMMITTEE 

Cordon  J.  Hrnicek,  M.D.,  Grand  Island  - Chairman:  Daivid  L.  Bacon 
M.D.,  Kearney;  A.  H.  Bergman,  M.D.,  Fremont;  Timothy  ).  Biga,  M.D., 
Norfolk;  Dennis  M.  Connolly,  M.D.,  Lincoln;  Wendell  L.  Fairbanks, 
M.D.,  Alliance;  John  F.  Fitzgibbons,  M.D.,  Omaha;  Glen  A.  Forney,  M.D., 
Scottsbiuff;  C.  T.  Frerichs,  M.D.,  Beatrice;  John  C.  Grove,  M.D.,  O'Neill; 
Richard  Jackson,  M.D.,  Pawnee  City:  M.  Jack  Mathews,  M.D.,  Lincoln: 
Frederick  F.  Paustian  M.D.,  Omaha;  Herbert  E.  Reese,  M.D.,  Lincoln, 

NMA  PRO  GRIEVANCE  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Lincoln  - Chairman;  Timothy  J.  Biga,  M.D., 
Norfolk;  Wendell  L.  Fairbanks,  M.D.,  Alliance:  C.  T.  Frerichs,  M.D., 
Beatrice;  John  C.  Sage,  M.D.,  Omaha. 

The  NMA  PRO  Grievance  Committee  was  established 
as  a sub-committee  of  the  Association's  PRO  Overview 
Committee.  Its  focus  is  to  determine  how  to  approach 
problems  Association  members  are  having  with  the  PRO. 
The  Committee  has  held  an  initial  meeting  to  determine 
how  to  proceed  with  its  responsibilities  in  the  area  of 
advocacy  of  and  for  NMA  members,  and  thus  the  patients 
we  serve. 

The  Committee  has  discussed  the  types  of  cases  which 
should  be  reviewed,  and  spent  a considerable  portion  of 
its  initial  meeting  discussing  the  point  system  the  PRO  has 
established.  The  general  consensus  was  that  cases  to  be 
reviewed  should  be  based  on  severity  as  determined 
primarily  by  the  chairman  of  the  Committee.  The 
Committee  also  addressed  the  issue  of  obtaining  a 
release  from  the  patient  which  will  allow  the  Grievance 
Committee  to  review  a given  situation. 

The  Committee  addressed  the  issue  of  a representative 
of  the  group  attending  a hearing  with  a physician  who 
faces  a sanction.  The  Committee  has  also  discussed  how 
cases  will  be  divided  for  consideration  giving  credence  to 
the  specialty  involved  and  geographic  location.  Retention 
of  legal  counsel  by  physicians  who  are  faced  with  a 
possible  sanction  was  considered,  and  involvement  of  the 
NMA  at  that  level  has  not  been  resolved. 

As  indicated  by  the  report,  this  committee  has  begun  to 
function  and  will  better  define  its  scope  of  operation  in 
coming  months.  Members  of  the  Association  will  be 
provided  specific  information  on  utilization  of  the 
services  this  committee  and  the  Association  will  have  to 
offer. 


Board  of  Councilors 

MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  September  1 4,  1 989  at 
the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Richard  Svehia,  Sushil 
Lacy,  C.  T.  Frerichs,  Roger  Massie,  R.  A.  Blatny,  Richard 
Fitch,  Stanley  Nabity,  Charles  Damico,  Donald  Wilkinson, 
Richard  Raymond,  Paul  Collicott  and  Donald  Pavelka. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr.  C. 
T.  Frerichs.  Doctor  Frerichs  called  for  the  approval  of  the 
minutes  of  the  Annual  Session  as  printed  in  the  July  issue 
of  the  Nebraska  Medical  Journal.  A motion  was  made, 
seconded  and  carried  to  approve  the  minutes  as  written. 

The  Councilors  discussed  the  reports  and  resolutions 
contained  in  the  handbook.  Dr.  Frerichs  urged  the 
Councilors  to  utilize  the  Medicare  brochure  contained  in 
the  handbook. 

The  Councilors  made  the  decision  to  communicate  to 
the  University  of  Nebraska  College  of  Medicine  their 
support  of  the  University  of  NE's  and  Creighton  University 
School  of  Medicine's  support  of  training  physicians  to 
practice  in  rural  areas  of  the  state.  A copy  of  the 
Councilors'  minutes  will  be  forwarded  to  the  deans  and 
expression  of  the  NMA's  appreciation  will  be  made. 

Doctor  Svehia  suggested  the  concept  of  developing  a 
statewide  program  of  hospicing  AIDS  victims  or  ascertain- 
ing if  such  an  effort  is  underway.  The  comment  was  made 
there  are  other  diseases  which  are  devastating  and  also 
need  to  be  addressed.  It  was  felt  state  agencies  would 
become  involved  if  AIDS  were  to  reach  epidemic 
proportions. 

Dr.  Frerichs  noted  the  tremendous  efforts  of  Dr.  Ronald 
Klutman  as  Chairman  of  the  Commission  on  Legislation 
and  Governmental  Affairs  and  suggested  that  a letter  be 
sent  to  him  indicating  the  appreciation  of  the  Board. 

The  Councilors  recommended  support  of  Resolution 
#2  and  commended  the  resolution  regarding  smoking.  It 
was  suggested  the  Commission  on  Legislation  and 
Governmental  Affairs  consider  the  possibility  of  introducing 
a bill  which  would  provide  reduced  rates  for  nonsmokers 
and  other  illicit  drugs  as  there  are  certain  restrictions  in 
the  statutes  prohibiting  different  premiums  in  certain 
types  of  policies.  It  was  decided  the  Board  of  Councilors 
should  be  represented  in  Reference  Committee  #4  to 
lend  support  of  this  resolution. 

The  requests  for  Life  Membership,  Associate  Member- 
ship and  50-Year  Practitioners  were  reviewed  by  the 
Councilors.  A motion  was  made,  seconded  and  carried  to 
approve  the  listed  requests. 

The  Councilors  reviewed  cases  received. 

The  Councilors  were  informed  the  McWhorter  Scholar- 
ship and  Tanner  Scholarship  will  be  instituted  at  the 
Annual  Session.  The  details  are  now  being  finalized. 
Doctor  Svehia  mentioned  the  Omaha  Midwest  Clinical 
Society  has  arranged  a $1,000  scholarship  to  a UNMC 
and  Creighton  student  annually. 

Dr.  Frerichs  called  for  nominations  from  the  Board  for 
the  position  of  Chairman  of  the  Board  of  Councilors. 
Doctor  Nabity  was  nominated  unanimously  by  the 
Councilors.  Doctor  Nabity  accepted  the  position. 

Dr.  Frerichs  next  called  for  nominations  from  the  Board 
for  the  position  of  Secretary  of  the  Board  of  Councilors. 
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Doctor  Damico  was  unanimously  nominated  and  accepted 
the  position. 

The  Councilors  thanked  Dr.  Frerichs  for  his  fine  efforts 
during  his  term  as  Chairman  of  the  Board. 

The  meeting  was  adjourned. 

House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held 
September  15,  1989,  at  the  Cornhusker  Hotel,  Lincoln, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Richard  Meissner.  A call  for  a quorum  was  made.  71 
delegates  were  present  and  the  meeting  was  declared  in 
session.  Seating  of  Alternate  Delegates  for  Delegates  took 
place. 

Dr.  McFadden  gave  the  invocation. 

The  Speaker  called  for  approval  of  the  minutes  of  the 
Annual  Session,  and  these  were  approved  as  printed  in 
the  July  issue  of  the  Nebraska  Medical  Journal. 

The  following  oral  reports  were  presented. 

Richard  O'Brien,  M.D.,  Dean,  Creighton  University 
School  of  Medicine 

Robert  Waldman,  M.D.,  Dean,  University  of  Nebraska 
College  of  Medicine 

Gregg  Wright,  M.D.,  Director,  State  Department  of 
Health 

Louis  j.  Gogela,  M.D.,  AMA  Delegate 

The  Speaker  called  for  the  House  to  enter  Executive 
Session.  Following  the  Executive  Session,  Doctor  Meissner 
stated  the  Board  recommends  delegates  submit  resolu- 
tions prior  to  the  mailing  date  of  the  handbook,  which  is 
10  days  prior  to  the  session.  He  also  stated  the  Board 
recommended  trying,  at  the  upcoming  Annual  Session, 
the  staggering  of  reference  committees.  The  busier 
reference  committees  will  begin  an  hour  prior  to  others 
and  give  physicians  more  opportunity  to  attend  a larger 
portion  of  the  reference  committee  meetings. 

The  following  Reference  Committee  assignments  were 
made: 

REEERENCE  COMMITTEE  #1 
Report  of  the  PRO  Overview  Committee  Re:  NMA  PRO 
Grievance  Gommittee 
Report  of  NMA  - Medical  Student  Chapter 
Report  of  the  Commission  on  Hospital  Medical  Staff 
Report  of  the  Board  of  Directors,  Item  #13,  Young 
Physicians  Section 

Report  of  the  Board  of  Directors,  Item  #1 5,  Membership 
Statistics 

Report  of  the  Board  of  Directors,  Item  #16,  Einancial 
Status 

Resolution  #7  - MOMS  - Scheduling  of  NMA  House  of 
Delegates 

REEERENCE  COMMITTEE  #2 
Report  of  University  of  Nebraska  Medical  Center 
Report  of  Creighton  University  School  of  Medicine 
Report  of  Commission  on  Medical  Education 
Report  of  Ad-Hoc  Committee  on  Health  Education  & 
Athletic  Medicine 

Report  of  the  Board  of  Directors,  Item  #1,  Dept,  of 
Health  Physician  Survey 

Report  of  the  Board  of  Directors,  Item  #3,  Medical 


Manpower  Task  Eorce 
Minutes  of  the  Board  of  Councilors 

REEERENCE  COMMITTEE  #3 
Report  of  the  Board  of  Directors,  Item  #10,  Medicare/ 
Kansas  Blue  Cross/Blue  Shield 
Report  of  the  Board  of  Directors,  Item  #11,  Medicare 
Ambulance  Service 

Report  of  the  Board  of  Directors,  Item  #12,  Medicare 
Brochure 

Resolution  #1  - Metro  Omaha  - Expenditure  Targets  for 
Medicare 

Resolution  #3  — Cheyenne-Kimball-Deuel  — Protest 
Decreased  Reimbursement  for  Physician  Hospital 
Services  by  Directive 
Report  of  Delegate  to  the  AMA 

Report  of  the  Delegate  to  the  AMA  Young  Physicians 
Section 

Report  of  the  Board  of  Directors,  Item  #2,  Workers' 
Compensation  Court 

REEERENCE  COMMITTEE  #4 
Life  & Associate  Membership  Requests  and  50-Year 
Practitioners 

Report  of  State  Department  of  Health 
Report  of  the  Scientific  Sessions  Committee 
Resolution  #2  — Cheyenne-Kimball-Deuel  — Decreased 
Health  Insurance  Premiums  for  Non-Smokers 
Report  of  the  Board  of  Directors,  Item  #7,  Insurance 
Brochure 

Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Board  of  Directors,  Item  #8,  Nomination 
for  Board  of  Advanced  Emergency  Care 
Report  of  the  Board  of  Directors,  Item  #9,  Litigation 
Support  Group 

Report  of  the  Board  of  Directors,  Item  #14,  Past 
President  Delegates 

Resolution  #4  — Lancaster  County  Medical  Society  — 
Health  Policy  Agenda  (HPA):  Mandatory  Health  Insurance 

REEERENCE  COMMITTEE  #5 

Report  of  the  Commission  on  Legislation  & Govern- 
mental Affairs 

Report  of  Ad-Hoc  Committee  on  Medicaid  Services 
Report  of  the  Board  of  Directors,  Item  #5,  Maternal/ 
Perinatal  Mortality 

Report  of  the  Board  of  Directors,  Item  #6,  Tobacco 
Legislation 

Resolution  #5  — Lancaster  County  Medical  Society  — 
AMPAC 

Resolution  #6  — Lancaster  County  Medical  Society  — 
Peer  Review  as  Practice  of  Medicine 
Resolution  #8  — MOMS  — Expansion  of  Optometric 
Practice 

REEERENCE  COMMITTEE  #6 
Report  of  the  Commission  on  Public  Affairs 
Report  of  Ad-Hoc  Committee  on  Low  Level  Radioactive 
Waste  Disposal 

Report  ot  the  NMA  Task  Force  on  AIU5 
Report  of  the  Board  of  Directors,  Item  #4,  Generic 
Medications 

Resolution  #9  — MOMS  — Generic  Substitution 

There  being  no  further  business,  the  House  was 

recessed  until  Saturday  morning. 

House  of  Delegates 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was  held 
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September  1 6,  1 989.  The  meeting  was  called  to  order  by 
the  Vice  Speaker,  Dr.  Little.  65  delegates  were  present 
and  the  meeting  was  declared  in  session.  Seating  of 
Alternate  Delegates  for  Delegates  took  place. 

Dr.  Little  called  for  approval  of  the  minutes  of  the  First 
Session,  and  these  were  approved  as  printed. 

Reports  of  the  Reference  Committees  were  presented 
as  follows: 

Reference  Committee  #1 

Mr.  Speaker,  Members  of  the  House  of  Delegates,  I am 
pleased  to  present  the  report  of  Reference  Committee 
#1.  Reference  Committee  #1  considered  6 reports  and  1 
resolution.  The  Reference  Committee  submits  the  following 
report  and  recommendations. 

(1)  REPORT  OF  PRO  OVERVIEW  COMMITTEE  RE:  NMA 
PRO  GRIEVANCE  COMMITTEE 

Dr.  Gordon  Hrnicek  reviewed  the  significant  aspects  of 
the  report.  To  date,  no  grievance  problems  have  been 
reported  by  the  NMA  membership.  In  part,  the  absence 
of  problems  may  be  due  to  lack  of  knowledge  of  the 
existence  of  the  PRO  Overview  Committee  and  its 
grievance  subcommittee.  The  lack  of  grievances  may  also 
be  due  to  practicing  physicians  improving  their  documen- 
tation of  medical  service  indicators.  However,  there  is  a 
distinct  need  for  the  grievance  process  to  be  transmitted 
to  the  Association  membership  so  as  to  permit  proper 
utilization  of  grievance  subcommittee  services  in  the 
event  of  an  inappropriate  PRO  action. 

Recommendation: 

The  grievance  process  for  submission  of  an  apparent 
inappropriate  PRO  action  must  be  transmitted  to  the 
NMA  membership. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  NMA  MEDICAL  STUDENT  CHAPTER, 
UNMC 

There  was  no  testimony  submitted  in  behalf  of  the 
report. 

Recommendation: 

The  University  of  Nebraska  Medical  Center  Medical 
Student  Chapter  is  to  be  commended  for  its  aggressive, 
well-considered  activities  at  both  the  local  and  national 
level. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  COMMISSION  ON  HOSPITAL  MEDICAL 
STAFF 

Dr.  Glen  Lau,  Chairman,  provided  testimony  in 
behalf  of  the  report.  Discussion  indicated  a need  for  an 
understanding  of  the  Commission's  charge  and  how  the 
Commission  may  be  of  benefit  to  the  Nebraska  Medical 
Association  membership.  Examples  of  circumstances 
where  the  Commission  may  provide  valuable  assistance 
include:  1.  Revision  of  medical  staff  bylaws;  2.  Enhanced 
representation  of  physicians  on  hospital  governing  boards; 
3.  The  advantages  of  retaining  a hospital  staff  attorney;  4. 
The  writing  or  revision  of  institutional  peer  review  plans  as 
related  to  utilization  review,  quality  assurance,  clinical 
competency,  etc. 


Recommendations: 

1 . The  charge  to  the  Commission  on  Hospital  Medical 
Staff  as  contained  in  the  Association  bylaws  should  be 
transmitted  to  the  membership  so  as  to  provide  an 
understanding  of  its  function. 

2.  The  Commission  should  identify  the  services  it  can 
provide  to  the  membership  which  will  improve  their 
hospital  relationships. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  BOARD  OF  DIRECTORS,  ITEM  #13,  YOUNG 
PHYSICIANS  SECTION 

Dr.  Richard  Meissner  discussed  the  purpose  of  the 
Young  Physicians  Section  of  the  AMA.  It  was  noted  there 
was  no  organized  constituency  of  young  physicians  in  the 
Nebraska  Medical  Association  and  that  there  was  no 
definition  of  what  constituted  a young  physician.  While 
there  is  apparent  merit  for  the  Board's  recommendation 
for  a Young  Physicians  Section  Delegate  and  Alternate 
Delegate  to  be  elected  by  the  NMA  House  of  Delegates, 
a constituency  should  be  developed  together  with  a 
purpose  or  a function;  there  should  be  identification  of 
the  prerequisites  necessary  for  a physician  to  be  included 
in  the  constituency;  and,  the  method  for  determination  of 
candidates  for  the  delegate  positions  and  the  election 
process  should  be  clearly  stated. 

Recommendation: 

The  Board  of  Directors  recommendation  for  election  of 
a Delegate  and  an  Alternate  Delegate  to  the  AMA  Young 
Physicians  Section  should  be  tabled  until  the  above 
considerations  have  been  developed  or  formulated. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT. 

Dr.  Raymond  asked  the  House  to  table  the  recommen- 
dation of  the  Reference  Committee  regarding  this  report, 
and  he  informed  the  House  of  the  AMA  guidelines  which 
define  this  category  of  physician.  He  noted  this  is 
someone  under  the  age  of  40  or  who  is  in  his/her  first  five 
years  of  practice.  Dr.  Cherry  stated  most  young  physicians 
have  already  indicated  they  feel  they  are  already  a part  of 
organized  medicine.  He  saw  no  reason  to  form  a separate 
physician  organization  as  this  has  been  attempted  and 
was  unsuccessful. 

Dr.  Crubbe  mentioned  one  consideration  of  the 
Reference  Committee  was  how  the  young  physicians 
would  be  elected  to  the  position  of  delegate. 

The  House  adopted  the  Reference  Committee  recom- 
mendation. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  # 15, 
MEMBERSHIP  STATISTICS 

The  increased  membership  obtained  during  the  past 
year  was  noted  and  considered  commendable.  Dr.  Richard 
Raymond,  President,  vigorously  discussed  the  need  for 
continued  rapid  growth  in  Association  membership.  He 
challenged  each  member  of  the  House  of  Delegates  to 
recruit  one  new  member  between  now,  9-16-89,  and  the 
spring  meeting  of  the  Association. 

Recommendations: 

1 . Dr.  Raymond  is  to  be  commended  for  his  individual 
effort  in  recruiting  new  Association  members. 

2.  Each  member  of  the  House  of  Delegates  should 
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accept  the  challenge  to  recruit  one  new  member  before 
the  1990  Association  spring  meeting. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 
FINANCIAL  STATUS 

Dr.  Robert  Shapiro,  Secretary-Treasurer,  discussed  the 
report.  In  response  to  inquiry,  he  indicated  the  projected 
budget  expenditure  deficit  for  the  current  fiscal  year  can 
be  met  from  Association  reserves  if  the  Board  of  Directors 
so  decides.  It  was  noted  the  Association's  published 
budget  does  not  specify  projected  income  in  dollar 
amounts  by  category.  Such  information,  in  such  revenue 
producing  activities  especially  as  regards  Association 
sponsorship  activity  may  stimulate  more  member  involve- 
ment and  hopefully  reduce  the  magnitude  of  dues 
increases  in  the  future. 

Recommendation: 

The  Association  budget  for  projected  income  should  be 
published  in  dollar  amounts  by  category. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  RESOLUTION  #7  — METRO  OMAHA  — SCHEDULING 
OF  NMA  HOUSE  OF  DELEGATES  MEETINGS 

This  resolution  read  as  follows: 

WHEREAS,  there  is  an  increasingly  critical  need  for 
physician  associations  to  strengthen  their  com- 
munications and  to  facilitate  joint  activities,  and 

WHEREAS,  many  members  of  the  Nebraska  Med- 
ical Association  are  also  members  of  the  Nebraska 
Academy  of  Family  Physicians  and  the  American 
Academy  of  Family  Physicians,  and 
WHEREAS,  there  has  been  a long  history  of 
unfortunate  conflicts  between  when  the  NMA  House 
of  Delegates  meet  and,  when  Nebraska  Academy  of 
Family  Physicians'  officers  are  required  to  attend 
AAFP  national  meetings,  and 
WHEREAS,  NAFP  leaders  are  unable  to  influence 
when  the  AAFP  schedules  both  its  annual  State 
Officers  Conference  and  its  Congress  of  Delegates, 
therefore 

BE  IT  RESOLVED,  that  the  NMA  work  with  the 
NAFP  to  avoid  future  conflicts  in  scheduling  meetings 
of  the  NMA  House  of  Delegates. 

Dr.  David  Filipi  reviewed  the  intent  of  the  resolution. 
Discussion  indicated  similar  consideration  should  be 
given  to  all  Nebraska  medical  organizations  and  societies. 

Recommendations: 

The  resolution  as  presented  should  be  modified  as 
follows: 

1.  The  second  "whereas"  should  read  "WHEREAS, 
many  members  of  the  Nebraska  Medical  Association  are 
also  members  of  other  Nebraska  medical  societies  and 
organizations," 

2.  The  third  "whereas"  should  be  eliminated. 

3.  The  fourth  "whereas"  should  read:  "WHEREAS, 
leaders  of  other  Nebraska  medical  organizations  are 
unable  to  participate  in  NMA  House  of  Delegates 
meetings  when  there  are  scheduled  conflicts  with  their 
respective  organization  meetings." 


4.  The  "Be  It  Resolved"  should  read:  "Be  it  resolved 
that  the  Nebraska  Medical  Association  will  work  with  the 
various  Nebraska  state  medical  organizations  and  societies 
to  minimize  future  conflicts  with  scheduled  meetings  of 
the  Nebraska  Medical  Association  House  of  Delegates." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  RESOLUTION 
#7  AS  MODIFIED.  Dr.  Celber  suggested  the  NMA  also 
review  national  specialty  group  meetings  to  minimize 
scheduling  conflicts.  The  House  adopted  this  section  of 
the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I wish  to  thank  my  associate  members  of  Reference 
Committee  #1  for  the  excellence  of  their  services. 

Respectfully  submitted, 

F.  F.  Paustian,  M.D.,  Omaha  - Chairman 
John  Wilcox,  M.D.,  Aurora 
J.  A.  Crubbe,  M.D.,  Lincoln 

Reference  Committee  # 2 

Reference  Committee  # 2 considered  7 reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER 

The  Committee  would  like  to  thank  Dr.  Waldman  for 
his  report  and  his  efforts  to  expose  more  family  practice 
residents  to  practice  opportunities  in  Nebraska.  We 
would  recommend  that  the  NMA  through  the  Task  Force 
on  Medical  Manpower  ask  Dr.  Waldman  to  supply  more 
details  to  that  task  force  concerning  practice  locations  of 
family  practice  residents  since  1983  to  assist  that  task 
force  in  making  their  recommendation. 

Recommendation: 

1.  We  recommend  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE 

Again,  the  Committee  would  like  to  thank  Dr.  O'Brien 
for  his  efforts  to  introduce  students  to  practice  opportun- 
ities in  Nebraska  and  help,  and  also  provide  more 
detailed  information  to  the  Task  Force  on  Medical 
Manpower  to  assist  them  in  their  duties. 

Recommendation: 

1.  We  recommend  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  COMMISSION  ON  MEDICAL  EDUCATION 

It  should  be  noted  that  planning  has  been  initiated  for 
development  of  a CME  sponsor  program  to  be  held  in 
conjunction  with  the  spring  meeting.  That  program  will 
deal  with  the  mechanics  of  CME  accreditation  as  well  as 
the  ongoing  development  of  CME  programs  based  on 
utilization  review  and  quality  assurance.  The  other 
important  directive  is  the  development  of  a medical 
manpower  task  force.  That  has  begun  its  activities  and  its 
first  formal  meeting  will  be  October  5.  At  the  same  time 
we  encourage  all  NMA  members  to  be  an  advocate  for 
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young  high  school  and  college  students  to  consider  a 
career  in  medicine. 

Recommendation: 

1.  We  recommend  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION  & ATHLETIC  MEDICINE 

Recommendation: 

1.  We  recommend  the  approval  of  this  report  as 
printed  in  the  handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #1, 
DEPARTMENT  OF  HEALTH  PHYSICIAN  SURVEY 

The  Committee  would  like  to  commend  Dr.  Richard 
Raymond  for  his  efforts  in  developing  the  wordage  and 
format  of  the  medical  manpower  survey  form.  The  results 
of  the  survey  will  be  presented  at  the  Governor's  Rural 
Health  Conference  in  North  Platte  on  September  20. 

Recommendation: 

1.  We  recommend  this  portion  of  the  Board  of 
Directors'  report  be  filed. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #3, 
MEDICAL  MANPOWER  TASK  FORCE 

The  Committee  reviewed  this  report  as  well  as  the  goals 
of  the  task  force.  We  would  like  to  thank  Doctor  Paustian 
in  advance  for  his  effort  in  this  task  force  as  well  as  the 
physician  and  non-physician  members  that  will  serve  with 
him.  We  would  like  to  also  recommend  that  the  Board  of 
Directors  consider  a public  statement  concerning  the 
impact  of  the  recent  Medicaid  reimbursement  legislation 
with  the  State  of  Nebraska  as  well  as  the  efforts  being 
made  to  develop  a single-tiered  Medicare  reimbursement 
schedule  in  the  State  of  Nebraska. 

Recommendation: 

1.  We  recommend  this  portion  of  the  Board  of 
Directors'  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT. 

Dr.  Cornelius  noted  concern  regarding  the  public 
statement  portion  of  this  item  as  it  related  to  physician 
recruitment  in  outstate  Nebraska.  The  House  adopted 
this  section  of  the  report. 

(7)  MINUTES,  BOARD  OF  COUNCILORS 

The  Committee  would  like  to  thank  Dr.  C.  T.  Frerichs  for 
his  excellent  leadership  as  Chairman  of  the  Board  of 
Councilors.  It  should  also  be  known  that  Dr.  Stanley 
Nabity  of  Grand  Island  was  elected  as  the  new  Chairman 
of  the  Board  of  Councilors. 

Recommendation: 

1.  We  recommend  the  board  of  Councilors'  minutes 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 


section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  # 2 AS  A 
WHOLE.  The  House  adopted  the  report. 

Respectfully  submitted, 

Charles  Damico,  M.D.,  Hastings-Chairman 
Muriel  Frank,  M.D.,  Omaha 
Kenneth  Johnson,  M.D.,  McCook 

Reference  Committee  #3 

Reference  Committee  #2>  considered  6 reports  and  2 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #10, 
MEDICARE/KANSAS  BLUE  CROSS/BLUE  SHIELD 

The  Reference  Committee  had  a spirited  discussion 
about  the  above  issue  with  significant  comments  and 
expressions  of  concern  by  many  members  of  the  NMA. 
Throughout  the  discussion  by  the  various  NMA  members, 
it  was  obvious  that  there  was  support  for  the  one-tier 
system.  There  was  a reasonable  amount  of  question  on 
the  validity  of  the  data  presented.  However,  it  was  also 
clearly  pointed  out  that  probably  better  data  cannot  be 
obtained  under  the  present  circumstances.  It  was  also  felt 
that  it  would  be  non-productive  to  have  division  within 
the  ranks  of  the  Association  and  that  for  that  reason  the 
group's  general  consensus  was  that  we  should  support 
the  one-tiered  system. 

The  Reference  Committee  recommends  that  the 
Nebraska  Medical  Association  and  its  appropriate  com- 
mittee continue  their  discussions  and  deliberations  with 
the  Kansas  Blues  in  an  attempt  to  come  to  a reasonable 
position  and  ability  to  adopt  this  program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT. 

Dr.  O'Leary  stated  the  original  intent  of  the  adoption  of 
a one-tier  system  was  a better  reimbursement  level  as 
well  as  more  fair  distribution  throughout  the  state  of 
Medicare  funds.  Dr.  Roffman  stated  the  membership 
should  receive  the  data  from  the  Kansas  Blues  so  they 
know  what  to  anticipate  for  an  impact.  Dr.  Collicott  stated 
the  House  has  been  informed,  but  the  confidentiality  of 
this  issue  is  vital.  Dr.  Dvorak  encouraged  refinement  of 
the  data  and  suggested  information  from  the  AMA  would 
be  appropriate  for  distribution.  Dr.  Gelber  moved  Section 
1 of  this  report  be  referred  back  to  the  Medicare 
Committee  for  further  refinement  and  not  be  adopted  by 
the  House.  After  further  clarification.  Dr.  Gelber  withdrew 
the  motion.  Dr.  Cogela  suggested  accepting  this  section 
of  the  report  realizing  there  are  certain  defects  in  the 
system.  Dr.  Nabity  noted  the  importance  of  adequate 
reimbursement  in  the  recruitment  of  physicians  in 
outstate  Nebraska.  Dr.  Blatny  noted  that  the  Medicare 
program  is  not  for  the  benefit  of  physicians,  but  for  the 
benefit  of  patients.  It  was  also  noted  that  once  Nebraska 
is  on  a one-tier  system,  then  at  a later  point  in  time,  it  will 
probably  be  grouped  regionally  with  other  states  and  at 
that  time,  would  probably  have  a better  chance  of  gaining 
more  funds  from  HCFA  to  the  state  for  Medicare 
recipients. 

The  House  adopted  this  section  of  the  report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #11, 
MEDICARE  AMBULANCE  SERVICE 

In  this  issue,  the  Board  considered  Medicare's  criteria 
whereby  ambulance  services  would  be  paid  only  to  the 
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closest  appropriate  facility  and  only  for  ground  transporta- 
tion. It  was  pointed  out  that  this  program  was  bad  for 
Nebraskans  for  it  disrupts  normal  patient/physician 
referral  patterns.  Some  areas  do  not  have  vehicles  that 
can  go  out  of  town  or  ones  that  are  even  available.  The 
program  certainly  did  not  respond  to  the  need  for  long- 
distance care  and  needs  to  be  discussed  with  appropriate 
political  representatives.  For  that  reason,  the  Reference 
Committee  suggests  that  the  matter  be  discussed  with 
the  Nebraska  congressional  delegation  and  the  Rural 
Flealth  Caucus  in  the  Congress. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT. 

Dr.  Shaffer  noted  problems  with  critically  ill  patients  in 
outstate  and  that  air  transport  is  vital.  Dr.  Raymond 
assured  Dr.  Shaffer  of  the  Board's  action  on  this. 

The  House  adopted  this  section  of  the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #12, 
MEDICARE  BROCHURE 

The  Delegates  present  strongly  favored  the  letter  as 
shown  and  recommended  that  the  brochure  as  suggested 
be  made  available  to  the  members  of  the  NMA  for  further 
dissemination  to  patients  as  they  are  seen  in  the  office.  It 
was  felt  that  further  discussion  with  patients  encouraging 
them  to  add  their  own  letters  to  their  representatives  or 
other  political  arms  would  be  of  great  help.  This  could  be 
accomplished  by  either  personal  contact  or  by  adding  a 
brief  in-office  addition  to  this  form.  Others  suggested 
columns  within  their  local  newspapers  would  be  of  help. 

The  Reference  Committee  recommends  that  the 
Medicare  brochure  indeed  be  printed  and  offered  to  the 
members  of  the  Association  and  that  the  members  of  the 
NMA  then  forward  this  Medicare  brochure  to  their 
patients  with  additional  explanation  as  possible.  The 
Reference  Committee  lastly  recommends  that  some 
contacts  be  had  with  the  local  newspapers  and  the  local 
county  medical  societies  allowing  further  discussion  and 
subsequently  articles  being  adopted  for  the  newspaper. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  RESOLUTION  #1  — METRO  OMAHA  — EXPENDITURE 
TARGETS  FOR  MEDICARE 

The  resolution  read  as  follows: 

WHEREAS,  the  Administration  and  the  House  Ways 
and  Means  Committee  are  proposing  annual  ex- 
penditure targets  for  Medicare,  and 

WHEREAS,  these  targets  are  arbitrary  spending 
limitations  and  do  not  take  into  account  the 
increasing  medical  needs  of  our  aging  patients,  and 

WHEREAS,  the  targets  would  invariably  lead  to 
impaired  access  and  ultimately  to  rationing,  and 

WHEREAS,  such  targets  would  be  especially  in- 
jurious to  rural  states,  rural  physicians  and  rural 
patients  who  are  already  being  treated  unfairly  by  the 
Medicare  program; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
commend  the  AMA  for  its  opposition  to  these 
arbitrary  expenditure  targets  and  its  efforts  to 
educate  the  public  and  the  Congress  about  the 
potential  damaging  effect  this  limitation  would  have. 

It  was  pointed  out  that  expenditure  targets  for 


Medicare  are  seemingly  to  be  adopted  by  the  government 
but  they  in  turn  create  situations  where  rationing  will 
probably  be  necessary.  The  group  testifying  about  this 
issue  certainly  pointed  out  the  difficulties  of  expenditure 
targets  and  their  inequities.  It  is  recommended  that  the 
public  be  notified  about  the  problems  of  expenditure 
targets  and  that  the  resolution  be  adopted  by  the  NMA. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  RESOLUTION  #3  — CHEYENNE  - KIMBALL-  DEUEL 
— PROTEST  DECREASED  REIMBURSEMENT  FOR 
PHYSICIAN  HOSPITAL  SERVICES  BY  DIRECTIVE 

The  resolution  read  as  follows: 

WHEREAS,  HCFA  continues  to  make  it  more 
difficult  for  physicians  to  receive  reimbursement  for 
services  to  Medicare  patients  by  the  use  of  directives 
and  regulations  to  its  fiscal  intermediaries,  and 

WHEREAS,  it  has  instructed  the  FIs  to  down  code  or 
deny  payment  for  physicians  hospital  services  after 
the  first  7 days  (reduced  from  10  days  in  1988) 
requiring  the  physician  to  provide  documentation 
(hospital  progress  notes,  discharge  summaries,  etc.) 
and  ask  for  reconsideration  for  each  individual 
patient  whose  hospital  stay  exceeds  7 days,  and 

WHEREAS,  this  decision  is  arbitrary  and  not  based 
on  medical  necessity  guidelines,  and 

WHEREAS,  this  practice  is  but  another  form  of 
physician  harassment  (which  in  effect  amounts  to 
governmental  theft  from  physicians)  since  the  provision 
of  this  documentation  will  usually  cost  more  than  the 
difference  in  reimbursement  approved. 

THEREFORE,  BE  IT  RESOLVED  that  the  NMA 
inform  the  Nebraska  congressional  delegation  of  this 
new  practice,  and 

BE  IT  FURTHER  RESOLVED  that  the  NMA  request 
that  the  AMA  protest  the  use  of  this  type  of  regulatory 
authority  to  avoid  proper  payment  for  legitimate 
physician  services  provided  to  Medicare  recipients. 

The  physicians  testifying  on  Resolution  #3  strongly 
supported  the  issues  presented  in  the  resolution.  It  was 
felt  that  a great  deal  of  seeming  downgrading  of  charges 
by  physicians  is  done  in  a capricious  and  arbitrary  manner 
by  Medicare  carriers  with  the  end  result  of  an  abridge- 
ment of  freedom  by  individuals. 

The  Committee  recommends  adoption  of  the  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  DELEGATE  TO  AMA 

Reference  Committee  #3  accepted  the  report  of  the 
Delegate  to  the  AMA  and  thank  him  for  his  tenacious 
work  in  reporting  it  to  the  members  of  the  NMA. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Cogela  asked  that  a 
letter  of  congratulations  be  sent  to  Dr.  Tupper  on  behalf 
of  the  NMA.  The  House  adopted  this  section  of  the 
report. 

(7)  REPORT  OF  DELEGATE  TO  AMA  YOUNG  PHYSICIAN 
SECTION 

The  Reference  Committee  appreciated  the  activity  of 


the  Young  Physicians  Section  Delegate  and  Alternate 
Delegate  and  encourages  their  continued  participation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #2, 
WORKERS'  COMPENSATION  COURT 

The  Reference  Committee  recognized  the  work  done 
by  the  Ad-Hoc  Committee  on  the  Worker's  Compensation 
Court  issue.  We  commend  them  for  their  work  and  accept 
this  portion  of  the  Board  of  Directors'  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A WHOLE. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

Richard  Svehia,  M.D.,  Omaha  - Chairman 
Roger  Massie,  M.D.,  Plainview 
James  A.  Fosnaugh,  M.D.,  Lincoln 


Reference  Committee  #4 

Reference  Committee  #4  considered  8 reports  and  2 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  LIFE  AND  ASSOCIATE  MEMBERSHIP  REQUESTS 
AND  50-YEAR  PRACTITIONERS 

Life  Membership  Requests 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
M.  P.  Brolsma,  M.D.,  Lincoln 
Henry  D.  Smith,  M.D.,  Lincoln 

Fifty  Year  Practitioners 

ADAMS  COUNTY  MEDICAL  SOCIETY 
Warren  E.  Richard,  M.D.,  Hastings 
BOX  BUTTE  COUNTY  MEDICAL  SOCIETY 
Robert  J.  Morgan,  M.D.,  Rapid  City,  South  Dakota 
(Alliance) 

BUFFALO  COUNTY  MEDICAL  SOCIETY 
Dan  A.  Nye,  M.D.,  Kearney 

CHEYENNE-KIMBALL-DEUEL  COUNTY  MEDICAL  SOCIETY 
Alfred  H.  Shamberg,  M.D.,  Prescott,  Arizona  (Kimball) 

HOLT  & NORWEST  COUNTY  MEDICAL  SOCIETY 
Thomas  W.  Deakin,  M.D.,  Valentine 
John  E.  Earner,  M.D.,  Valentine 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Robert  A.  Hillyer,  M.D.,  Lincoln 
Arthur  L.  Smith,  Jr.,  M.D.,  Lincoln 
Frank  A.  Stewart,  M.D.,  Lincoln 

LINCOLN  COUNTY  MEDICAL  SOCIETY 
Tatsumi  Nakamura,  M.D.,  Sacramento,  California 
(North  Platte) 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Albert  Seward  Black,  Jr.,  M.D.,  Omaha 
Robert  M.  Cochran,  M.D.,  Omaha 
William  T.  Kemp,  M.D.,  Omaha 
Robert  S.  Long,  M.D.,  Omaha 
G.  Prentiss  McArdle,  M.D.,  Omaha 
Clarence  N.  Sorensen,  M.D.,  Scottsbiuff 

No  discussion  was  offered  on  this  report. 


Recommendation: 

1.  The  Committee  recommends  the  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  STATE  DEPARTMENT  OF  HEALTH 

Testimony  was  heard  concerning  the  Department  of 
Health's  Disciplinary  Task  Force.  The  recommendations 
of  the  Disciplinary  Task  Force  are  available  in  the 
Nebraska  Medical  Association  office.  Doctor  Dunlap  and 
Mr.  Pallesen  represented  the  Nebraska  Medical  Associa- 
tion on  the  Task  Force.  The  public  hearing  concerning 
these  recommendations  will  be  on  September  29,  1989. 

Testimony  was  heard  concerning  the  American  Academy 
of  Pediatrics'  recommendation  for  two  dose  measles, 
mumps,  rubella  immunization.  There  was  concern  that 
because  of  requirements  for  qualifying  under  the  National 
Vaccine  Compensation  Act  that  fewer  private  practi- 
tioners may  be  giving  immunizations  in  their  offices.  This 
may  produce  an  increased  load  on  the  public  health 
clinics  which  are  giving  immunizations. 

This  coupled  with  the  increased  number  of  immuniza- 
tions recommended  may  require  an  increased  funding  for 
immunization  in  public  clinics.  The  Health  Department 
should  try  to  obtain  this  increased  funding. 

Recommendation: 

1.  The  Committee  recommends  the  acceptance  of 
the  Department  of  Health  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Cornelius  requested 
physicians  be  informed  of  the  requirements  for  immuni- 
zations. Dr.  Shaffer  stated  there  is  ongoing  discussion  at 
the  federal  level  about  what  it  will  take  to  meet  the 
guidelines.  He  noted  the  Compensation  Panel  is  working 
on  the  guidelines  at  this  time.  Dr.  Shaffer  suggested  all 
physicians  closely  document  the  fact  that  the  physician 
discusses  possible  problems  with  immunizations  with 
parents. 

Dr.  Gogela  suggested  the  September  29,  meeting  with 
the  Department  of  Health's  Disciplinary  Task  Force  at 
9:00  a.m.  be  publicized  to  the  membership  in  order  to 
have  as  many  interested  physicians  present  as  possible. 

The  motion  was  adopted  by  the  House. 

(3)  REPORT  OFTHE  SCIENTIFIC  SESSIONS  COMMITTEE 

No  testimony  was  heard. 

Recommendation: 

1.  The  Committee  recommends  the  acceptance  of 
the  report  of  the  Scientific  Sessions  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  RESOLUTION  #2  — CHEYENNE-KIMBALL-DEUEL  — 
DECREASED  HEALTH  INSURANCE  PREMIUMS 
FOR  NON-SMOKERS 

The  resolution  read  as  follows: 

WHEREAS,  smoking  (tobacco  use)  has  been  de- 
monstrated to  result  in  significantly  increased  user 
morbidity  and  mortality,  and 


390 


Nebraska  Medical  Journal  December  1989 


WHEREAS,  smoking  has  been  declared  the  number 
one  preventable  public  health  problem  by  the 
Surgeon  General,  and 

WHEREAS,  the  cost  of  health  insurance  reflects  the 
medical  care  costs  for  both  smokers  and  non- 
smokers,  which  has  resulted  in  the  non-smoking 
population  paying  increased  premiums  to  cover  the 
cost  of  illnesses  experienced  by  smokers,  and 

WHEREAS,  it  is  technically  possible  to  separate 
active  smokers  from  non-smokers  and  passive  smokers 
for  underwriting  purposes; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  and 
the  AMA  encourage  the  health  insurance  industry  to 
develop  health  insurance  contracts  with  lower  pre- 
miums for  non-smokers  which  reflect  the  non- 
smokers  decreased  needs  for  medical  services  and 
which  would  act  as  a financial  incentive  for  smokers 
(tobacco  users)  to  discontinue  this  destructive  habit. 

Most  testimony  was  in  favor  of  this  resolution.  It  was 
noted  that  because  smoking  increases  the  risk  of  health 
problems,  that  smokers  should  be  expected  to  cover  the 
cost  of  this  increased  risk.  It  was  noted  that  similar 
insurance  premium  adjustments  might  be  instituted  for 
other  drug  use,  life-styles  or  sexual  preference.  While  this 
is  endorsed  for  smoking,  it  should  not  be  perceived  as 
enabling  the  insurance  companies  to  discriminate  against 
consumers  for  reasons  other  than  smoking. 

Recommendation: 

1.  The  Committee  recommends  adoption  of  this 
resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  'OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #7, 
INSURANCE  BROCHURE  and  REPORT  OF  COM- 
MISSION ON  ASSOCIATION  AFFAIRS 

The  Committee  considered  these  reports  simultaneously. 
The  brochure  from  the  ASIM  describing  health  insurance 
matters  was  reviewed. 

Testimony  was  heard  in  favor  of  utilizing  this  brochure. 

Recommendation: 

1.  The  Committee  recommended  the  acceptance  of 
these  two  reports. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #8, 
NOMINATION  OF  LAWRENCE  C,  BAUSCH,  M.D. 
FOR  THE  BOARD  OF  ADVANCED  EMERGENCY 
CARE 

No  testimony  was  heard. 

Recommendation: 

1.  The  Committee  recommends  acceptance  of  this 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(7)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #9, 
LITIGATION  SUPPORT  GROUP 

All  testimony  was  strongly  in  favor  of  the  concept  of  a 
litigation  support  group. 

Recommendation: 

1.  The  Committee  recommends  acceptance  of  this 
report  from  the  Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14 
PAST  PRESIDENT  DELEGATES 

The  testimony  was  in  favor  of  this  item.  It  was  noted 
that  a two-thirds  affirmative  vote  of  the  House  of 
Delegates  is  necessary  because  this  is  the  change  in  the 
Articles  of  Incorporation  of  the  Nebraska  Medical 
Association,  and  if  passed  it  will  take  effect  at  the  next 
meeting. 

Recommendation: 

1.  The  Committee  recommends  the  House  accept  this 
portion  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  RESOLUTION  #4  — LANCASTER  COUNTY  MEDICAL 
SOCIETY  — HEALTH  POLICY  AGENDA  (HPA):  MAN- 
DATORY HEALTH  INSURANCE 

The  resolution  read  as  follows: 

WHEREAS,  one  of  the  HPA  recommendations  was 
the  establishment  of  a broad-based  committee  which 
in  1988  developed  a package  of  basic  health  care 
benefits  to  serve  as  a guide  or  benchmark  for  the 
formulation  of  both  public  and  private  health 
insurance  plans,  and 

WHEREAS,  the  AMA  supports  the  concept  of  a 
phased-in  requirement  that  all  employers  provide 
health  insurance  coverage  for  all  full-time  employees, 
limited  initally  to  larger  employers,  with  coverage 
expanding  over  several  years  and  with  a program  of 
diminishing  tax  credits  for  other  incentives  to  avoid 
adverse  effects  on  employers; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of 
Directors  of  the  NMA  develop  the  position  of  the 
NMA  regarding  "Mandatory  Health  Insurance"  and 
report  to  the  House  of  Delegates  at  the  Spring,  1 990, 
House  of  Delegates  Session. 

The  resolution  recommends  that  the  Nebraska  Medical 
Association  develop  a position  with  regard  to  mandatory 
health  insurance,  and  there  was  no  controversy  concern- 
ing this.  The  Committee  did  discuss  some  of  the  pros  and 
cons  of  the  mandatory  health  insurance,  but  all  agreed 
with  the  text  of  the  resolution  recommending  that  the 
Board  of  Directors  develop  a position. 

Recommendation: 

1.  The  Committee  recommends  the  adoption  of 
Resolution  #4. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Cornelius  suggested  the 
NMA  seek  ERISA's  notes  on  mandatory  health  insurance 
for  review  by  the  Association.  Dr.  Cogela  spoke  in  support 
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of  the  resolution.  Dr.  O'Leary  spoke  to  oppose  the 
concept  of  the  NMA  locking  step  with  the  AMA's  position 
on  mandatory  health  insurance.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OP  THE 
REPORT  OE  REPERENCE  COMMITTEE  #4  AS  A WHOLE. 
The  House  adopted  the  report. 

Respectfully  submitted, 

Benjamin  R.  Celber,  M.D.  Lincoln 
- Chairman 

Eugene  Zweiback,  M.D.,  Omaha 
Chris  Wilkinson,  M.D.,  Kearney 


Reference  Committee  #5 

Reference  Committee  #5  considered  4 reports  and  3 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OP  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AEPAIRS 

Doctor  Klutman  reiterated  the  extreme  importance  of 
the  key  contact  person  and  other  physicians  visiting  with 
their  legislators  prior  to  the  next  session.  The  key  issues 
will  be  expansion  of  the  scope  of  practice  of  chiropractors 
and  optometrists,  and  any  other  non-physician  organiza- 
tion or  group  requesting  medical  responsibilities.  Also 
there  was  discussion  concerning  the  physicians  office 
laboratory  standards  regulations.  The  Commission  feels  it 
is  important  and  only  practical  to  hold  off  any  state  action 
until  the  federal  regulations  are  available.  Also  it  was 
noted  that  Senator  Chizek  introduced  a bill  during  the 
1989  Legislative  Session  to  repeal  the  present  Medical 
Liability  Act. 

Recommendation: 

1.  We  recommend  that  the  report  be  filed  for 
information. 

2.  We  would  like  to  thank  the  members  of  the 
Commission  for  their  excellent  job  on  this  difficult  task. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Cornelius  stated  his 
concern  with  the  trial  attorneys  not  complying  with  LB 
434  in  providing  the  Department  of  Insurance  with  the 
petitions  of  suits  filed  in  the  state.  Dr.  Dunlap  stated  he  is 
again  receiving  the  copies  and  good  data  from  the  Dept, 
of  Insurance  pertaining  to  the  Hospital/Medical  Liability 
Act.  Dr.  Cornelius  asked  that  the  Board  of  Directors 
review  this  matter  to  determine  how  the  trial  attorneys 
can  not  comply  with  the  statute.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORTOFAD-HOCCOMMITTEEON  MEDICAID 
SERVICES 

There  was  considerable  testimony  concerning  the 
adoption  of  the  McGraw-Hill  Relative  Value  Program.  A 
number  of  members  felt  that  they  had  not  been 
adequately  informed  of  the  developments  of  the  program. 
After  hearing  considerable  testimony  it  appeared  that  this 
was  a matter  of  poor  communications  between  the  State 
Department  of  Social  Services,  the  NMA,  the  specialty 
societies  and  the  members  of  the  specialty  societies. 

It  was  felt  that  it  would  be  best  if  the  NMA  directly 
contacted  the  membership  concerning  issues  of  broad 
importance,  rather  than  going  through  the  specialty 
representatives.  Testimony  was  presented  that  the 
NMA  and  many  groups  were  involved  in  supporting  the 


passage  of  the  legislation  which  appropriated  the  increase 
in  Medicaid  funds.  It  should  also  be  pointed  out  that 
because  of  this  there  will  be  increased  accessibility  to 
health  care  for  the  Medicaid  patients  particularly 
obstetrical  patients. 

Recommendations: 

1.  That  the  Report  of  the  Ad-Hoc  Committee  on 
Medicaid  Services  be  filed  for  information. 

2.  That  the  Board  of  Directors  communicate  directly  to 
the  general  membership  on  the  important  issues  involving 
Medicaid  reimbursement. 

3.  That  the  Board  of  Directors  investigate  standing 
committee  status  for  the  Committee  on  Medicaid  Services. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Cornelius  suggested  the 
NMA  membership  be  apprised  that  the  new  Medicaid 
information  will  be  sent  in  the  near  future.  The  House 
adopted  this  section  of  the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 
MATERNAL/PERINATAL  MORTALITY 

Additional  information  was  provided  concerning  the 
maternal  and  perinatal  guidelines.  It  was  brought  to  our 
attention  that  these  guidelines  were  to  be  implemented 
upon  their  receipt. 

Recommendation: 

That  the  report  of  the  Board  of  Directors,  Item  #5,  be 
filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #6, 
TOBACCO  LEGISLATION 

There  was  some  discussion  that  the  concept  of  specifically 
earmarking  tobacco  taxes  for  research  or  other  tobacco 
related  problems  is  not  acceptable  to  the  Legislature  and 
Governor. 

Recommendation: 

1.  We  recommend  that  the  report  of  the  Board  of 
Directors,  Item  #6,  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  RESOLUTION  #5  — LANCASTER  COUNTY  MEDICAL 
SOCIETY  — AMPAC 

The  resolution  read  as  follows: 

WHEREAS,  the  PAC  of  the  American  Medical 
Association  campaign  contributions  have  not  been 
effective  in  achieving  desired  legislative  results,  and 

WHEREAS,  individuals  and  organizations  have 
access  to  congressional  representatives  to  make 
known  their  concerns  and  receive  consideration; 

THEREFORE,  BE  IT  RESOLVED,  that  AMPAC  no 
longer  make  financial  contributions  to  political 
campaigns  or  candidates,  and 

BE  IT  FURTHER  RESOLVED,  that  M.D.s  individually 
and  collectively  continue  to  hold  close  dialogue  with 
congressional  representatives  and  make  financial 
contributions  as  deemed  appropriate. 
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There  was  considerable  difference  of  opinion  concen- 
ing  this  resolution.  A number  of  people  felt  that  the 
invested  in  the  campaign  of  those  seeking  national  office 
does  not  seem  to  be  particularly  effective  and  would  be 
better  used  in  trying  to  effect  specific  legislation.  There 
was  also  testimony  that  it  would  be  improper  for  the 
Nebraska  Medical  Assocation  to  recommend  what  the 
national  organization  should  do.  There  were  also  those 
who  felt  that  we  should  allow  the  option  of  AMPAC 
support  for  those  seeking  a national  office.  It  was 
generally  agreed  that  the  most  effective  way  of  making 
our  positions  known  to  those  in  public  office  is  by 
development  of  a personal  relationship  which  often  can 
be  facilitated  by  personal  campaign  donations,  in  that 
donations  by  themselves  without  personal  contact  does 
not  have  the  optimal  impact. 

Recommendation: 

1.  We  recommend  that  Resolution  §5  — AMPAC  not 
be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Pierson,  the  author  of  the 
resolution,  spoke  to  the  issue  and  felt  that  AMPAC 
donations  should  cease  and  that  personal  contact  be  the 
focal  point  of  PAC  activities.  He  noted  that  PACs  develop 
bad  publicity.  Dr.  Pierson  felt  individual  physicians  should 
make  campaign  contributions,  not  PACs.  Dr.  Cornelius 
reviewed  AMPAC's  viability  and  importance  in  the 
political  arena.  The  House  adopted  this  section  of  the 
report. 

(6)  RESOEUTION  §b  — LANCASTER  COUNTY  MEDICAL 
SOCIETY  — PEER  REVIEW  AS  PRACTICE  OF  MEDICINE 

The  resolution  read  as  follows: 

WHEREAS,  Resolution  1 04  of  the  House  of  Delegates 
of  the  AMA  (Annual  Session,  1989),  defines  peer 
review  as  the  practice  of  medicine,  and 

WHEREAS,  peer  review  now  has  "carte  blanche"  to 
make  clinical  decisions  on  insufficient  foundation, 
and 

WHEREAS,  this  is  especially  applicable  to  pro  peer 
review; 

THEREFORE,  BE  IT  RESOEVED,  that  peer  review  be 
declared  the  practice  of  medicine,  and 

BE  IT  FURTHER  RESOEVED,  that  peer  review  as  the 
practice  of  medicine  is  subject  to  malpractice 
liability,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Commission 
on  Legislation  and  Governmental  Affairs  introduce 
legislation  to  that  effect  at  the  next  session,  if 
practical,  of  the  Nebraska  State  Legislature. 

Dr.  Gogela  presented  testimony  from  the  national 
organization  urging  the  state  medical  associations  to 
pursue  legislation  such  as  is  urged  in  this  resolution.  Dr. 
Klutman  recommended  that  in  view  of  the  short  session 
beginning  in  January,  that  legislation  concerning  this 
might  be  best  further  studied  and  introduced  at  a later 
date. 

Recommendation: 

1.  We  recommend  the  adoption  of  the  following 
amended  resolution. 

WHEREAS,  Resolution  104  of  the  House  of  Delegates 
of  the  AMA  (Annual  Session,  1989),  defines  peer 
review  as  the  practice  of  medicine,  and 

WHEREAS,  peer  review  now  has  "carte  blanche"  to 


make  clinical  decisions  on  insufficient  foundation, 
and 

WHEREAS,  this  is  especially  applicable  to  PRO 
peer  review; 

THEREFORE,  BE  IT  RESOLVED,  that  peer  review  be 
declared  the  practice  of  medicine  and 

BE  IT  FURTHER  RESOLVED,  that  peer  review  as  the 
practice  of  medicine  is  subject  to  malpractice 
liability,  and 

BE  IT  FURTHER  RESOEVED,  that  the  Commission 
on  Legislation  and  Governmental  Affairs  introduce 
legislation  to  that  effect  as  soon  as  is  prudent. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Retelsdorf  felt  the 
resolution  should  be  referred  to  the  appropriate  com- 
mission for  review  and  report  back  to  the  House.  Dr. 
Gogela  suggested  getting  information  from  Maryland, 
Oklahoma,  Arkansas,  Alaska,  and  Missouri  on  the  issue  of 
defining  peer  review  as  the  practice  of  medicine,  and  the 
Commission  on  Eegislation  and  Governmental  Affairs 
review  the  information  and  study  the  possible  ramifica- 
tions, and  there  be  a report  back  to  the  House  of 
Delegates. 

A motion  was  made  instructing  the  background 
information  be  gathered  and  given  to  the  Commission  on 
Legislation  and  Governmental  Affairs  for  its  perusal,  and  it 
then  report  back  to  the  House  of  Delegates.  The 
amendment  was  approved.  The  House  adopted  this 
section  of  the  report  as  amended. 

(7)  RESOLUTION  #8  — METRO  OMAHA  — EXPANSION 
OF  OPTOMETRIC  PRACTICE 

The  resolution  read  as  follows: 

WHEREAS,  all  topically  administered  ocular 
pharmaceutical  agents  have  the  potential  for  systemic 
side  effects  and  particularly  those  used  to  treat 
glaucoma  which  are  potent  systemic  actors,  and 

WHEREAS,  all  orally  administered  agents,  including 
oral  antibiotics  and  those  used  to  treat  glaucoma,  are 
by  their  very  nature  systemic  medications,  and 

WHEREAS,  the  safe  use  of  medications  with  the 
potential  systemic  impact  requires  a broad  under- 
standing of  not  just  of  the  eye,  but  of  the  body  as  a 
whole,  and 

WHEREAS,  optometric  education,  while  adequate 
in  teaching  some  aspects  of  eye  care,  it  grossly 
inadequate  in  all  respects  in  the  teaching  of  general 
medical  concepts  required  to  safely  administer 
medication  with  systemic  effects,  therefore 

BE  IT  RESOLVED,  that  in  order  to  insure  the  safety 
of  all  Nebraskans,  the  Nebraska  Medical  Association 
is  strongly  opposed  to  any  expansion  of  optometric 
practice  to  include  the  use  of  topical  and  oral 
antiglaucoma  agents  and  oral  antibiotics.  The  use  of 
such  agents  is  far  beyond  the  scope  of  their  training. 

There  was  considerable  discussion  on  this  and  the 
following  amended  resolution  is  offered. 

WHEREAS,  all  topically  administered  ocular 
pharmaceutical  agents  have  the  potential  for  systemic 
side  effects,  and  particularly  those  used  to  treat 
glaucoma  which  are  potent  systemic  actors,  and 

WHEREAS,  all  orally  administered  agents,  including 
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oral  antibiotics  and  those  used  to  treat  glaucoma,  are 
by  their  very  nature  systemic  medications,  and 

WHEREAS,  the  safe  use  of  medications  with  the 
potential  systemic  impact  requires  a broad  under- 
standing of  not  just  of  the  eye,  but  of  the  body  as  a 
whole,  and 

WHEREAS,  the  removal  of  ocular  foreign  bodies  is 
well  recognized  by  physicians,  insurance  carriers,  the 
federal  government  as  a surgical  procedure,  and 

WHEREAS,  optometric  education  while  adequate 
in  teaching  some  aspects  of  eye  care,  does  not  appear 
to  include  sufficient  education  and  training  about 
general  medical  concepts  required  to  safely  administer 
medication  with  systemic  effects  and  to  perform 
surgery; 

THEREFORE,  BE  IT  RESOLVED,  that  in  order  to  insure 
the  safety  of  all  Nebraskans  the  Nebraska  Medical 
Association  is  mo^t  strongly  opposed  to  any  expansion 
of  optometric  practice  to  include  the  removal  of 
ocular  foreign  bodies,  the  use  of  topical  and  oral 
antiglaucoma  agents  and  other  oral  agents. 

Recommendation: 

1.  We  recommend  that  Resolution  #8,  Expansion  of 
Optometric  Practice,  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #5  AS  A WHOLE. 

Dr.  Klutman  encouraged  physician  contacts  to  talk  to 
their  senators  about  legislative  issues.  He  stated  he  will 
phone  the  contacts  from  the  NMA  office. 

The  House  adopted  the  report. 

Respectfully  submitted, 

George  Voigtiander,  M.D.,  Pawnee  City 
- Chairman 

Kenneth  Bagby,  M.D.,  Blair 
Barbara  Heywood,  M.D.,  Papillion 


Reference  Committee  #6 

Reference  Committee  #6  considered  4 reports  and  1 
resolution.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

0)  REPORTOFTHECOMMISSION  ON  PUBLIC  AFFAIRS 

The  NMA  has  reaffirmed  the  priority  placed  on  the 
Commission  on  Public  Affairs  and  is  exploring  an 
expanded  role  by  the  Commission  to  further  enhance  the 
positive  image  of  medicine  among  the  general  public.  A 
concerted  effort  is  being  made  to  receive  input  from  the 
general  NMA  membership  on  issues  which  would  be  of 
public  interest  or  concern.  The  Commission  continues  to 
provide  an  annotated,  pre-released  copy  of  the  Nebraska 
Medical  lournal  to  the  health  editors  of  the  major  state 
newspapers.  The  Commission  distributes  the  "State  of 
the  Health"  report  and  prepares  news  releases  relating  to 
special  areas  of  professional  interest  which  affect  the 
public.  They  continue  to  advance  the  concept  of 
the  physician  as  patient  advocate,  including  the  promotion 
of  fitness,  good  health  habits  and  the  attitude  of  wellness. 
They  are  working  closely  with  the  Commission  on 


Legislation  and  Governmental  Affairs  in  positively  pre- 
senting the  NMA's  stance  on  vital  legislative  issues.  The 
Reference  Committee  expresses  its  appreciation  for  this 
report. 

Recommendation: 

1.  File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

The  Committee  on  Low  Level  Radioactive  Waste 
Disposal  (LLRWD)  has  continued  to  monitor  activities  in 
the  state.  Under  federal  and  state  mandated  legislation 
and  the  Central  States  Compact  selection,  Nebraska  has 
been  designated  as  the  host  state.  The  Ad-Hoc  Committee 
on  LLRWD  has  been  reconstituted  and  includes  physician 
members  from  the  geographic  areas  involved  in  the 
detailed  site  characterization  process.  The  Committee 
continues  to  affirm  the  NMA's  standing  resolution  on 
LLRWD. 

In  keeping  with  past  activities  in  the  educational  arena, 
a resolution  is  recommended  in  the  report  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
long-standing  and  vital  commitment  to  the  health 
and  medical  care  of  the  people  of  the  State  of 
Nebraska,  and 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
key  role  in  the  education  of  our  patients  and  the 
public  at  large  through  the  dissemination  of  informa- 
tion leading  to  an  enlightened  understanding  of 
health  matters,  and 

WHEREAS,  the  constituent  membership  of  the 
Nebraska  Medical  Association  provides  a resource  of 
expertise  in  knowledge  of  the  effects  of  ionizing 
radiation,  as  well  as  applications  and  benefits  from 
the  use  of  radioactive  materials  and  radiation  in  the 
practice  of  medicine,  and 

WHEREAS,  the  requirements  for  low  level  radio- 
active waste  disposal  are  inexorably  connected  to  the 
practice  of  medicine,  not  only  related  to  concerns 
about  the  effects  of  ionizing  radiation,  but  also  the 
application  of  radioactive  materials  and  radiation  in 
the  practice  of  medicine,  and 

WHEREAS,  the  continuing  advances  in  medical 
research  are  likewise  intimately  interrelated  to  the 
application  of  radioactive  materials  and  ionizing 
radiation  to  the  evolution  of  new  concepts  in 
diagnosis  and  treatment  of  disease; 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association: 

- In  keeping  with  our  role  in  education  of  our 
patients  and  the  public  at  large  through  the  dissemin- 
ation of  information  leading  to  an  enlightened 
understanding  of  health  matters;  and, 

- In  support  of  our  prior  resolutions  in  support  of 
logical,  carefully  considered  implementation  of  federal 
and  state  legislation  directed  toward  the  solutions  of 
issues  of  low-level  radioactive  waste  disposal,  by  the 
establishment  of  a facility  in  our  state; 

- Recommends  that  a portion  of  the  Scientific 
Session  of  the  Annual  Session  of  the  NMA  be 
devoted  to  the  subject  of  low-level  radioactive  waste 
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disposal  and  its  implications  for  medical  practitioners; 

- To  this  end  the  Ad-Hoc  Committee  offers  to  assist 
the  Scientific  Sessions  Committee  in  the  planning  and 
preparation  for  this  portion  of  the  program. 

Recommendation: 

1.  Approve  report  and  adopt  resolution  regarding 
educational  activity  on  LLRWD  in  the  Scientific  Session  of 
the  next  NMA  Annual  Meeting. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  Or  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  NMA  TASK  FORCE  ON  AIDS 

This  committee  has  primarily  involved  itself  with  legisla- 
tive issues  during  the  past  year.  They  were  involved  with 
input  on  LB  1 57  dealing  with  notification  of  first  responders. 
Information  on  this  statute  was  published  in  a recent 
issue  of  the  NMA  Newsletter.  The  Reference  Committee 
expresses  appreciation  for  this  report. 

Recommendations: 

1.  File  for  information. 

2.  Encourage  the  NMA  Task  Force  on  AIDS  to  remain 
active  in  the  awareness  of  the  detection  and  treatment  of 
AIDS  and  to  be  aware  of  deficiencies  in  the  management 
of  this  disease  from  a public  health  standpoint. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #4, 
GENERIC  MEDICATIONS 

The  NMA  House,  during  the  1989  Annual  Session, 
recommended  that  the  report  on  generic  medications 
prepared  by  Richard  A.  Raymond,  M.D.  be  published  in 
the  Nebraska  Medical  Journal  and  this  article  appeared 
July,  1989.  It  was  recommended  that  the  Board  consider 
preparation  and  submission  of  legislation  to  the  Nebraska 
Legislature  which  would  markedly  narrow  the  latitude 
permissible  for  bioavailability  and  bioequivalency  of 
drugs.  This  matter  was  referred  to  the  commission  on 
Legislation  and  Governmental  Affairs  with  the  recom- 
mendation that  the  Commission  cooperate  with  the 
Nebraska  Pharmacists  Association  regarding  this  issue. 

Recommendation: 

1.  File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  RESOLUTION  #9  — METRO  OMAHA  — GENERIC 
SUBSTITUTION 

The  resolution  read  as  follows: 

WHEREAS,  physicians  work  to  give  patients  the 
best  care,  including  their  diagnostic  abilities,  treat- 
ment facilities  and  appropriate  medications,  and 

WHEREAS,  patients  have  always  had  faith  and 
confidence  in  the  quality  of  their  medications,  and 


WHEREAS,  there  appears  to  be  a reasonable 
question  as  to  the  quality  of  many  generic  drugs; 

BE  IT  RESOLVED,  that  the  NMA  Board  of  Trustees 
encourage  the  state  legislature  to  correct  the  state 
law  allowing  drug  substitution  with  generic  items  only 
if  the  physicians  prescription  specifically  asks  for 
generic  drugs. 

Following  considerable  input  from  the  membership  at 
the  reference  committee  hearing,  the  reference  com- 
mittee wishes  to  amend  Resolution  #9  by  substitution. 
The  reference  committee  wishes  to  delete  beginning  on 
line  1 1 : 

".  . . allowing  drug  substitution  with  generic  items 
only  if  the  physician's  prescription  specifically  asks 
for  generic  drugs." 

The  substituted  motion  should  read  as  follows: 

WHEREAS,  physicians  work  to  give  patients  the 
best  care,  including  their  diagnositic  abilities,  treat- 
ment facilities  and  appropriate  medications,  and 

WHEREAS,  patients  have  always  had  faith  and 
confidence  in  the  quality  of  their  medications,  and 

WHEREAS,  there  appears  to  be  a reasonable 
question  as  to  the  quality  of  many  generic  drugs, 

BE  IT  RESOLVED,  that  the  NMA  Board  of  Directors 
encourage  the  state  legislature  to  correct  the  state 
law  on  drug  substitution  by  following  the  American 
Academy  of  Family  Physicians'  recommendations 
that  call  for  not  allowing  generic  or  therapeutic 
substitution  in  hard-to-stabilize  "critical  diseases," 
which  include  depression,  asthma,  congestive  heart 
failure,  diabetes,  psychosis,  cardiac  problems,  and 
thyroid  medications.  Also  to  rule  out  blanket  sub- 
stitution in  patients  over  75,  and  for  antipsychotic 
and  loop  diuretics. 

Recommendation: 

1.  Adoption  of  the  substitute  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  There  was  considerable 
discussion  on  the  floor  of  the  House  on  this  matter.  It  was 
decided  to  refer  this  resolution  to  the  Board  for  further 
consideration  and  to  obtain  the  American  Academy  of 
Family  Physicians  white  paper  dealing  with  generics  also 
for  the  Board's  review.  Suggestion  was  made  to  not  make 
the  restrictions  too  severe  when  developing  a plan  to 
eliminate  the  generic  medication  problem.  A motion  was 
made  to  refer  the  item  back  to  the  Board.  The  motion  was 
seconded  and  carried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A WHOLE. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

Allen  D.  Dvorak,  M.D.,  Chairman,  Omaha 
Jon  Hinrichs,  M.D.,  Lincoln 
Dwight  Larson,  M.D.,  North  Platte 

There  being  no  further  business,  the  session  was 
adjourned. 
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Dr.  David  Little,  Vice-Speaker,  presiding  over  the  House  of 
Delegates. 


Dr.  Paul  Collicott,  President-Elect,  addressing  the  House  of 
Delegates. 


Dr.  Frederick  Paustian  presents  the  report  of  Reference 
Committee  #1. 


Dr.  Charles  Damico  presents  the  report  of  Reference 
Committee  #2. 


Dr.  Richard  Svehia  presents  the  report  of  Reference 
Committee  #3. 


Dr.  George  Voigtiander  presents  the  report  of  Reference 
Committee  #5. 


Dr.  Benjamin  Gelber  presents  the  report  of  Reference 
Committee  #4. 


Dr.  Allen  Dvorak  presents  the  report  of  Reference  Committee 

#6. 
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PHYSICIAN'S 

RECOGNITION 

AWARD 


The  Americiin  Medical 
Association  understands  liow’ 
\ciluable  vour  time  is.  \^'e  know 
there  aren't  enougli  hours  in 
the  da\'  lor  doctors  to  do  e\'en’- 
thing  the\’  want  to  do  for  their 
patients,  communin’,  familv. 
friends,  and  themseh'es. 

That's  whv  we  appreciate  tlie 
efforts  of  manv  physicians 
to  continue  their  medical 
education.  These  dedicated 
physicians  find  the  time  to 
c.xpand  their  kno\\  ledge  and 


im{)ro\  e their  skills  through 
continuing  medical  education. 

In  recognition  of  this  contin- 
ued achie\'ement.  the  AMA  is 
plea.sed  to  offer  the  PJn'siciau's 
Rec(\<j;uitiou  Au'ard.  Displa\’ed 
on  the  walls  of  your  office  or 
home,  it  is  a s\inbol  of  \’our 
commitment  to  pro\'iding  the 
best  medical  care  possible. 

\'ou  w’ill  be  recei\'ing  an 
apjilieation  for  the  Physician's 
Rccoynitioti  Award  in  the  mail 
shortly.  We  encourage  \’ou  to 
participate  in  this  program. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society.  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  .Affiliate.  Inc. 

Ron  Van  Rysvsvk,  Ed.D..  Executive  Director 
27.10  South  114th  St..  Omaha  68144 
American  Heart  Association,  Nebraska  Affiliate 
Dougla''  P Halleen,  Executive  Director 
ti>21  Farnam  ,St..  Omaha  68111 

.American  Lun^  Association  of  .Nebraska 

8001  Indian  Hills  Dr.,  Sie.  107,  Omaha  68114 
215  Centennial  Mall  South.  Room  521,  Lincoln  68508 
.American  Red  Cross 
P.O.  Box  8.1267 
1701  "E  " St..  Lincoln  68501 
.Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court.  Omaha  681.14 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H Heavey,  President 
P.O.  Box  1248.  Niain  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

2700  N.  27th  St..  Lincoln  68521 
Creighton  University  School  of  Medicine 
Richard  O’Brien.  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Dairy  Council  of  Central  States,  Inc. 

7500  Main,  103  HUlcrest  Landing 
Ralstoa  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  V'alley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
.1015  North  90th  .St..  #6.  Omaha  68114 
Lincoln  Council  on  .Alcoholism  and  Drugs 
914  "L"  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L .Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  .Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  190-5400  or  800-642-9999  (toll  free  Nebraska) 

.Midlands  Chapter.  National  .Multiple  Sclerosis  Society 
538  Elkwood  .Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  A’ alley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretary 
160  Doctors  Bldg..  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  .Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness.  Nebraska  .Affiliate 
120  North  69th  St.,  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 

Gerald  Christensea  M.D.,  President  Dept,  of  Ophthalmology 
UNMC  - 42  nd  & Dewey.  Omaha  68105 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D.,  President 
201  Ridge  St..  #111,  Council  Bluffs.  LA  51501 
Nebraska  Allergy  .Society 

Russell  J Hopp.  D O . Pi  esident 

Dept.  Pediatric.s.  Creighton  Univ.,  Omaha  68178 

Nebraska  Association  of  Nuclear  Phvsicians.  Inc. 

Paul  J.  Bender.  \I  I)  . President 

.Suite  1.  professional  Plaza.  6801  N TJnd  St..  Omaha  t)8122 
Nebraska  Association  of  Pathologists 
James  Linder.  ,M. I).,  President 

Dept,  ol  Pathology  • UNMC.  42nd  & Dewev.  Omaha  OHIO.I 
Nebraska  Cardiovasular  Society 
Charles  S.  Wilson,  .M  I)..  President 
1919  S.  40th  ,St..  #100,  Lincoln,  68506 
Nebraska  C'hapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D,.  Secretary-Treasurer 
Jody  L.  Kilipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha  68154 
Nebraska  ('hapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter.  P.A-('.  President 
Fremont  68025 

Nebraska  (’hapter  - American  Academy  of  Pediatrics 
Thomas  Tonnige.s.  .M  l)  l^resideni 
('harlotte  Hawthorne,  .Administrator 
2115  N,  Kansas.  Hastings  68901 

Nebraska  ('hapter  - American  College  of  Physicians 

Robert  R.  Recker.  M.D.,  F A.C.P..  Governor 

Creighton  University  School  of  Medicine.  601  N.  30th  St„  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 
Paul  Collicott,  M.D.,  President 
4740  A Street,  Lincoln  68510 


Nebraska  Chapter  of  Myasthenia  (Jravis  Foundation 
John  F.  .Aita,  M D Medical  .Advisor 
105  So.  49th  St..  Omaha  68  M2 
Nebraska  ('ystic  Fibi  ‘osis  Association 
('harle-  R Bercaw.  Executive  Director 
4 44  Regenev  Parkway  I)i  . #1't2.  Omaha  6811  4-3720 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3I2'»  O St  . Lincoln  685 1 0 
Nebraska  Dietetic  Association 

Barbara  Blocker,  M S R I) , President 
131T  S 126ih  Ave.  Omaha  68144 
Nebraska  Health  (’are  Association 
Patricia  .Snvder.  Executive  Director 
1190  O St  . Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald.  President 
1640  L Street  Suite  D.  Lincoln  68508-2509 

Nebraska  League  for  Nursing 
Barbara.  McCabe.  President 
510  Redwood  Dr..  Lincoln  68510 
Nebraska  .Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 

Nebraska  Medical  Foundation 

William  L.  -Schellpeper.  .Secretary 
1512  FisiTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  .Association 

Donna  R Baker.  Executise  Director 
Suite  711,  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  .M.D..  Secretaiy 
6929  Van  Dorn.  Lincoln,  NE  68596 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N  (’ 

St.  Elizabeth  Community  Health  Center,  555  So.  70th.  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
.American  Psychiatric  .Association 
Jehangir  B.  Bastani,  M.D.,  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  .Society 

O.  Douglas  Osterholm,  M.D. 

1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  W’eaver.  .M.D..  President 
2121  South  56th  St..  Lincoln  68506 
.Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  .M  l) 

P. O.  Box  5161,  Lincoln  68595 

Nebraska  Society  of  .Anesthesiologists 
('harles  I)  (Tregonii>.  M.D  , President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross.  M.D.,  President 
3145  d St..  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Susan  .Vl.  Engstrom,  ( .M.A.-.A('.  President 
810  Willard.  Cir..  Hickman  68372 

Nebraska  Society  of  Medical  Technology' 

Dave  Glena  President 

4010  Kay  Ave.,  Grand  Island  68803 

Nebraska  .Society  of  Respiratory  Therapy 
Marcy  PearsolL  RRT,  President 
Lincoln  General  Hospital  68502 

Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D..  M.  Ed.,  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretary-Treasurer 
720  No.  87th  St..  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman.  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  .Association 
Alan  H.  Domina.  M.D..  President 
4740  .A  Street.  Lincoln  68510 
Nebraska  V'eterinary  .Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-VA'est  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program.  Nebraska  Department  of  Health 

' 3rd  Floor.  State  Office  Building.  301  Centennial  .Mall  So..  Lincoln  68509 

University  of  Nebraska  .Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


America's  Hometown  Air  Force. 
The  Air  Guard. 


As  a physician  in  the  Air  Guard 
you  ai'e  in  for  considerably  more 
than  your  eveiyday  medical  practice. 

For  one  thing,  you  could  find  yoiu'self  solving 
medical  problems  you  have  never  even  thought 
about.  Pai*ticulai*ly  if  you  ai'e  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Air  Guai'd  as  a 
Flight  Sui'geon. 

How  Ih  Join  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  SANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFKKRS 


Richard  \.  Raymond.  M.D..  O’Neill President 

Paul  E.  Collicolt,  M.D..  Lincoln President-Elect 

Robert  F.  Shapiro.  M.D..  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh.  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  -I.  Cornelius.  -Ir.  M D..  Sidney:  — 

John  D.  Coe.  MT)..  Omaha;  — Louis  J.  (Jogela.  M.D-. 

Lincoln:  - Blaine  Y.  Roft'man.  M.D..  Omaha. 

BOARD  OF  DIREC  TORS 

Richard  .A.  Raymond.  M.D..  Chairman.  O'Neill 

Paul  E.  Collicott.  M.D..  \ ice-C'hairman Lincoln 

Robert  K.  Shapiro.  M.D..  Secretarv-Treasurer Lincoln 

Donald  J.  Pavelka.  M.D..  Past  President Omaha 

L.  Dwight  ('herrv.  M.D Lincoln 

Herliert  A.  Hartman.  Jr..  M l) Omaha 

Darroli  J.  Loschen.  M.D York 

Robert  (».  Osborne.  M.D Lincoln 

Richard  H.  Meissner.  M.D Omaha 

David  R.  Little.  .M.D Hastings 

C.  T.  Krerichs.  M.D . ..  Beatrice 

COM.MISSION  ON  ASSOCI  VTION  AFFAIRS 

Francis  D.  Donahue.  M.D..  Chairman Omaha 

R.  A.  Blatnv.  M.D Fairl>urv 

.Stuart  P.  Embury.  M.D Holdrege 

Joel  r.  Johnson.  M.D Kearney 

Bemard  L.  Kratochvil.  .M.D Omaha 

Walter  J.  O'Donohue.  M D Omaha 

Joseph  E.  Stitcher.  M.D Lincoln 

John  C.  Wilcox.  M.D .Auiora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy.  M.D..  ('hairman Lincoln 

Robert  A.  Beer.  M.D Omaha 

David  L.  Bacon.  M.D Kearney 

Lawrence  C.  Bausch.  M.D Lincoln 

Stacey  Goodrich.  M.D Tecumseh 

Charles  Gregoriu.s.  M.D Lincoln 

Richard  .M.  Tempero.  M.D Omaha 

Donald  E.  Waltemalh.  M.D . . Lincoln 

•Anthony  J.  Yonkers.  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 
Kenton  L .Shaffer.  M.D..  Chairman  . . Kearnev 

Chris  C.  Caudill.  M.D Lincoln 

Carl  J.  Cornelius.  Jr..  M.D Sidney 

F.  William  Karrer.  M.D.  Omaha 

M.  Jack  Mathews.  M.D Lincoln 

Harry  W.  McFadden.  M.D Omaha 

Merton  A.  Quaife.  M.D . . Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L .Shaffer.  M.D..  ('hairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  .Adam.  M.D . . . Hastings 

Ernest  K.  Bussinger.  M.D .Scottsbluff 

James  H.  Elston.  M.D Omaha 

L.  Palmer  Johnson.  M.D Lincoln 

Charles  W.  Marlowe.  M.D Omaha 

(iary  D.  Miliu.s.  M.D Lincoln 

James  M.  Plate.  M.D Kimball 

William  L.  Rumbolz,  M.D Omaha 

Carl  V.  Smith.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Lawrence  ('.  Bausch.  M.D Lincoln 

Kenneth  Johnson.  M.D McC'ook 

Robert  M.  Nelson.  M.D Omaha 

Tom  F.  'I'onniges.  M.D . . H.istings 

Gregg  F.  Wright.  .M.D Lincoln 

COMMITTEE  ON  HEALTH  PLVNNING 

('arl  J.  Cornelius,  Jr..  .M.D..  ('hairman Sidney 

Gordon  1).  .Adams,  M I) .Norfolk 

Lewiston  W.  Birkmann.  M.D Lincoln 

James  S.  Carson.  M.D .Mc('ook 

Chris  C.  Caudill.  M.D . . Lincoln 

.Allen  D.  Dvorak.  M.D Omaha 

Dale  W.  Eber.s.  M.D Lincoln 

Louis  J.  Gogela.  Jr..  M.D Beatrice 

Roger  D.  Mason.  .M.D Omaha 

Donald  F.  Prince.  M.D Minden 

C.  Lee  Ketelsdorf.  M.D Omaha 

AD-HOC  CO.MMITTEE  ON  Tl '.MOR  RECHSTRV 

F.  William  Karrer.  .M  I)..  Chairman . , Omaha 

Gordon  D.  .Adams,  .M.D . Norfolk 

Joe  L.  AuchMoedy.  M.D Kearney 


Elvin  G.  Brown.  M.D Hastings 

John  H.  Casey.  M.D l.incoln 

Daniel  H Cronk.  Ml) ...Grand  Island 

.Sushil  .S.  Lacy.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Roliert  ('.  Rosenlof.  .Ml) Kearney 

Joseph  I).  Verdiiame.  M.D  . . Omaha 

AD-HOC  ('(TM.MITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merton  .A  Quaife.  M.D..  Chairman.  Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

.Allen  D-  Dvorak.  M.D Omaha 

Rodt  igo  Gomez-Cordero.  M D. . . . Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J.  Hoelting.  M.D.  Pender 

Ernest  O.  Jones.  Ph.D Omaha 

Martin  R.  Lohfl.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  Mc.Master.  M l) .Auburn 

William  H.  Northwall.  .M  l) . Keainev 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

(’hris  ('.  Caudill.  M.D..  Chairman.  Lincoln 

Judith  .A.  Butler.  M.D...  Superior 

Dale  W.  Ellers.  .M.D Lincoln 

Vernon  F.  Ganvood.  M l) Lincoln 

Russell  L.  Gonhev.  M.D Lincoln 

Roger  .A.  Jacobs.  M.D Seward 

Ronald  Klutman.  .M.D ('olumbus 

Paul  F.  Mever.  M.D.  .Aurora 

Dale  E.  .MicheU.  .M.D Lincoln 

Harold  M.  Nordlund.  .M.D York 

.Samuel  H.  Peiry.  II.  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Tom  V.  Tonniges.  M.D Hastings 

Wayne  K.  We.ston.  M l) Lexington 

NMA  PRO  OVERVIEW  COMMITTEE 

Gordon  J.  Hrnicek.  M.D..  (’hairman .Grand  Island 

David  L.  Bacon.  M.D Kearney 

.A.  H.  Bergman.  .M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Wendell  L.  Fairbanks.  M.D Alliance 

John  F.  Fitzgibbons.  M.D Omaha 

Glen  -A.  Forney.  M.D Scottsbluff 

C.  r.  Frerichs.  M.D Beatrice 

John  ('.  Grove,  M.D O'Neill 

Richard  Jackson.  .M.D Pawnee  City 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian.  M l) Omaha 

Herbert  E.  Reese.  M.D Lincoln 

AD-HOC  CO.MMITTEE  ON  THE  SOCIO-ECONO.MIC 
ASPECTS  OF  HEALTH  CARE 

Harry  W.  McFadden.  Jr..  M.D..  Chairman Omaha 

Vernon  F.  Gaiwood.  .M.D Lincoln 

.Mian  ('.  Landers.  M.D .Scottsbluff 

V.  William  Meyers,  .M.D Omaha 

Stanley  F.  Nabits'.  M l) Grand  Island 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  B.  Svehla.  .M  I) (;mah,i 

Stanley  .M.  Truhlsen.  M l) ....  Omaha 

Hiram  R.  Walker.  M.D Kearnev 

COM.MISSION  ON  LEGISLATION  AND 
(iOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  M.D.,  Chairman ('olumi)us 

Benjamin  R.  Gelber.  .M.D.,  Vice-('hairman Lincoln 

Judith  .A,  Butler.  .M  l) Su|)erior 

.Melvin  .A  Churchill.  M.D Lincoln 

James  H.  Dunlap.  .M.D Norfolk 

Donald  E.  Fischer.  M.D .Scottsbluff 

Vernon  F.  Garwood.  M.D Lincoln 

.Michael  J.  Germer.  M.D Lincoln 

Charles  Gregorius.  .M.D Lincoln 

Susan  L Creenwakl.  M.D Kearney 

Dennis  G.  O'Leary.  M.D Omaha 

George  W.  Orr.  M.D Omaha 

Robert  G.  Osborne.  .M  I) Lincoln 

Dwaine  J.  Peetz.  .M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

('.  Lee  ReteKdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

James  N.  Shreck.  .M.D North  Platte 

Richard  B.  Svehla.  M l) Omaha 

Steven  R.  Fhomas.  .M.D York 

Eileen  C.  Vaulravers.  M.D Lincoln 
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Timothy  ().  Wahl.  M l) Omaha 

Peter  J.  Whitted.  M l) Omaha 

Susan  M.  Williams.  M l) Omaha 


AD-HOC  COMMITTKK  ON  HEALTH 

C.  Lee  Hetelsdorf.  M l)..  Chairman 

Daniel  S.  Durrie.  M I) 

•Joel  T.  Johnson.  M.D 

Darroll  J.  Loschen,  M l) 

Dale  E.  .Michels.  M.D 

Stanley  P'.  Nabity.  M.D 

William  K.  Palmer.  M.D 

Charles  S.  Wilson.  M.D 


POLICY  STATE.MENTS 

Omaha 

Omaha 

Kearnev 

York 

Lincoln 

(hand  Island 

Omaha 

IJncoln 


AD-HOC  COM.MITTEE  ON  PROFESSIONAL  LIABILITY 


James  H.  Dunlap.  M.D..  Chairman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  G.  Bosley.  M.D Grand  Island 

F.  M.  Gawecki.  Sl.D Papillion 

Dwaine  J.  Peetz.  .M.D Neligh 

Richard  M.  Pitsch.  Jr..  M.D Lincoln 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Larry  E.  Roffman,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 


Frederick  F.  Pausiiaa  M.D.,  Chairman Omaha 

Ronald  L.  Asher.  M.D North  Platte 

Robert  L.  Bass.  M.D Elkhorn 

Warren  G.  Bosley.  M.D (irand  Island 

Patrick  K.  Brookhouser.  M.D Omaha 

Charles  F.  Damico.  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

vStacey  Goodrich.  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R.  Lacey,  M.D Norfolk 

William  E.  Lundak.  M.D Lincoln 

Richard  L.  O'Briea  M.D Omaha 

William  R.  Schlichtemeier.  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Michael  J.  Sullivan.  M.D Aurora 

Jeffrey  Susman,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Robert  H.  Waldman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 
ATHLETIC  MEDICINE 


Warren  G.  Bosley.  M.D..  Chairman Grand  Island 

Patrick  E.  Clare.  M.D.,  Vice-Chairman Lincoln 

Gordon  D.  Bainbridge.  M.D Grand  Island 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Richard  E.  Jackson.  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

Stephen  J.  Lanspa.  M.D Omaha 

Morris  B.  Mellioa  M.D Omaha 

Paul  H.  Phillips.  M.D Scottsbluff 

Wesley  G.  Wilhelm.  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Easier.  M.D..  Chairman Lincoln 

H.  Jeoffrey  Deeths.  M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

Harlan  C.  Shriner.  Jr.,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 


('O.M.MISSK)N  ON  HOSPITAL  .MEDK’AL  STAFF 


Glen  F.  Lau.  .M  I).,  ('hairman.  . . . . Lincoln 

John  B.  Byrd.  .MI) Neligh 

('harles  F.  Heider.  Jr..  M.D North  Platte 

Barney  B.  Rees.  M I) Omah.i 

Jo.seph  G.  Rogers,  M.D Lincoln 

Larry  I).  Ruth.  MI) Lincoln 

Steven  A.  Schwid.  M.D Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller.  M.D ...Omaha 

H.  Neal  Sievers.  M.D Blair 

Stephen  D.  I'orpy.  M.D Omaha 

AI>-HO(’  COMMITTEE  ON  HEALTH  (JALLERY 

Russell  L.  Ciorlhey,  M.D..  ('hairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau.  M.D Lincoln 

Richard  (’.  Olney.  M.D Lincoln 

»Iohn  L.  Reed.  \I.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  ('ollicott.  M.D..  Chairman Lincoln 

Dwaine  J.  Peetz.  M.D..  V'ice-Chairman Neligh 

.Alvin  A.  Armstrong.  M.D Scottsbluff 

Richard  A.  Blatny.  M.D Fairbury 

L.  Dwight  Cherry.  M.D Lincoln 

Thomas  M.  (’onnor.s.  M.D Omaha 

Loren  H.  Jacob.sea  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin.  M.D Ord 

Roger  P.  .Massie.  M.D Plainview 

Donald  J.  Pavelka,  M.D Omaha 

Rudolf  Strnot.  Jr..  M.D Lincoln 

Richard  B,  Svehla.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensea  M.D..  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

NMVUNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

John  J.  Cannella.  M.D Grand  Island 

James  G.  C'arlson.  M.D Lincoln 

David  R.  Dyke.  M.D Lincoln 

Russell  L.  Gorlhey.  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  Klutman.  M.D Columbus 

Richard  H.  Meissner.  M.D Omaha 

Richard  K.  Osterholm.  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

Timothy  O^  Wahl.  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm.  ,\1. 1) Omaha 


NMA  ANNUAL  SESSION 

April  27-29,  1990 

Marriott  Hotel 
Omaha,  Nebraska 
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Physicians’  Classified 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg,  Lincoln,  NE  68508. 


SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 


NATIONWIDE  PRACTICE  OPPORTUNITIES: 
All  specialties.  Call  Wanda  Parker,  E.C.  Todd 
Associates,  Inc.,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017  (800)  221-4762  or  (800) 
599-6200.  FEES  PAID  BY  CLIENTS. 


KANSAS/MISSOURI:  Excellent  full-time  and 
part-time  opportunities  in  Emergency  Medicine 
for  primary  care  and  ABEM  Certified  and 
prepared  physicians.  Facilities  range  from  3,000 
- 20,000  patient  visits  per  year.  Big  city  amenities 
with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  64111,  (800)  821-5147. 


OPPORTUNITY:  For  well-trained  OB/GYN  to 
associate  with  established  physician,  share  call 
coverage.  Referrals  can  be  expected  from  a 
number  of  FP.  50-mile  service.  Location:  com- 
munity in  central  Kansas,  1 7,000  population. 
Excellent  quality  of  life  - good  schools.  Call  Jo 
Grimm  (1-800-638-6942). 

WANTED:  A general  orthopedic  surgeon  to 
associate  with  a highly  successful  ORS  in 
excellent  facilities.  This  position  offers  an  oppor- 
tunity to  enjoy  and  become  an  integral  part  of 
a Midwestern  community  of  17,000.  Income 
guarantee.  Call  Jo  Grimm  (1-800-638-6942). 

FELLOWSHIP:  The  Section  of  Geriatrics  in  the 
Department  of  Internal  Medicine  at  the  Univer- 
sity of  Nebraska  Medical  Center  has  fellowship 
positions  available  beginning  July  1990  and 
1991.  This  fellowship  provides  supervised  train- 
ing in  geriatric  clinical  care  and  extensive 
opportunities  for  aging  research.  Concurrent 
training  with  geropsychiatry  and  geriatric  dentistry 
fellows  is  also  provided.  Experiences  include 

outpatient  geriatric  assessment  and  urinary 

incontinence  clinics,  inpatient  geriatric  rehabili- 
Xp  tation  and  geropsychiatry  units,  nursing  home 

^ and  home  care  responsibilities  and  inpatient 

W and  consultative  services  at  the  acute  care 
^ ' hospital.  Applicants  must  be  BC/BE  in  internal 

t \ medicine  or  family  practice.  For  further  informa- 
yj  tion,  contact  Susan  C.  Scholer,  Fellowship 
o Director,  Section  of  Geriatrics,  University  of 
Nebraska  Medical  Center,  42nd  & Dewey 
Avenue,  Omaha,  NE  68105.  AA/EOE.  Minorities 
encouraged  to  apply. 


FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  612-835-5123. 

EMERGENCY  PHYSICIAN:  Outstanding  op- 
portunity for  qualified  individual  to  join  incor- 
porated group  of  three  BP/BC  emergency  phy- 
sicians in  a unique,  democratic  and  thoroughly 
enjoyable  practice.  Excellent  compensation  and 
complete  career  opportunities  are  offered  in  a 
very  livable  community  offering  a diversity  of 
recreational  and  cultural  pursuits.  Call  or  write 
Mark  Singsank,  M.D.,  NET,  PC,  Emergency 
Department,  Mercy  Health  Center,  Dubuque, 
lA  52001. 

GENERAL  INTERNIST  - BLACK  HILLS  OE 
SOUTH  DAKOTA:  Multi-specialty  group  located 
in  the  highly  desirable  Black  Hills  of 
South  Dakota.  Outstanding  opportunity  to  assume 
an  established  practice  with  a progressive  group 
in  an  area  experiencing  substantial  economic 
growth.  Attractive  compensation  package  in- 
cluding paid  professional  liability  insurance. 
New  modern  clinic  facility  located  adjacent  to 
accredited  acute  care  hospital.  Direct  inquiries 
to  Darrel  Riddle,  Administrator,  Black  Hills 
Medical  Center,  P.C.,  72  Charles  Street, 

Deadwood,  SD  57732. 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  conlraindicated  in  palienis  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue  glottis,  and/or  larynx  has  been  reported  in 
palienistrealedwith  ACE  inhibitors,  includingVASOTEC  Insuchcases.VASOtECshouldbeprompIlydisconlinuedandlhe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  continedlolhelaceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  usetui  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  Involvement  ot  the  tongue,  glonis,  or 
larynx  likely  to  cause  airway  oostruction,  appropriate  therapy,  e.g..  subcutaneous  epine^rlne  solution 
1:1000  (0.3  ml  to  0.5  ml),  shoutd  be  promptly  administered.  (See  ADVERSE  REACTIONS  I 
Hypotension  Excessive  taolension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  atone  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  mslruclions 
are  lollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  a2otemia  and  rarely  with  acute 
renal  lailure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart  lailure.  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  lailure  patienls),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC  in  palienis  at  risk  lor  excessive 
hypolension  who  are  able  to  tolerate  such  adjustments  (See  PRECAlJTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patienls  should  be  lollowed  closely  lor  the  (irst  two  weeks  ol  treatment  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patienls  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  ditlicully  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia/Agranulocylosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  freguently  in  patienls  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insutticieni  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  pafients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  palienis  with  severe  heart  lailure 
whose  renal  function  may  depend  on  the  aclivify  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOFFC.  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the  first 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  palienis  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  Include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia:  Eievaled  serum  potassium  (>  5 7 mEg/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
cfinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0.28%  ol  hypertensive  patients  In  clinical  Inals  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ol  patients,  but  was  not  a cause  lor  disconf  nuation 

Risk  factors  lor  the  development  ot  hyperkalemia  include  renal  insufticiency.  diabeles  mellitus,  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Inleraclions ) 

SurgerytAnesIhesia  In  patients  undergoing  ma|or  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  tor  Palienis 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  lirsI  dose  ol  enalapril 
Pabents  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  rfrug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  the  lirsi  lew  days  ot  therapy  It 
acfual  syncope  occurs,  the  patienls  should  be  toto  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ot  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia.  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g . sore  Ihroal,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  to  aid  in  the  sale  and  ettective  use  ol  this  medication  u is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Inleraclions 

Hypotension  Patienls  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ot  therapy  with 
enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  the  sail  intake  prior  to  initiation  ol  treatment  wiln  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  alter  Ihe  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release.  The  antihyperlensive  effect  ol  VASOTEC  is  augmented  by  aniihyperlensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  toss  caused  by  Ihiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplemenis.  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonslraled  hypokalemia,  they  should  be  used  with  caution  and  with  Irequeni  monitor- 
''/^SOTE™  Pb'^ssium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOtEC  and  serum  lithium  levels  should  be 
monitored  Irequenlly 

Pregnancy- Category  C There  was  no  telotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  limes  the  maximum  human  dose)  Felotoxicity.  expressed  as  a decrease  in  average  (elal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  oaurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplemenlation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day,  bul  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 


Radioactivity  was  lound  to  cross  Ihe  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  Ihe  human  placenta  Because  the  risk  ol  letal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
delined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  il  Ihe  polenlial  benetil  lustities  the 
potential  risk  to  Ihe  lelus 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  lar  suggests  the  lollowing  with  regard  to  pregnancy  outcome 
Inadverlenl  exposure  limited  to  Ihe  lirsi  trimester  ol  pregnancy  has  not  been  reported  to  anecl  lelal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy  there  have  been  reports  ol  hypolension  and  decreased 
renal  perfusion  in  Ihe  newborn  OTigohydramnios  in  Ihe  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunction  in  ihe  lelus  Inlants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion, oliguria,  and  hyperkalemia  II  oliguria  occurs,  allenlion  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perlusion  with  (tie  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  pafent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  aCE  inhibitors,  bul  it  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  '<C  enalapril  maleate  II  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  eltectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  Ireated  lor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  most  (requeni  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%).  cough  (1 3%).  orthostatic  ellecis  (t  2%).  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (79%).  hypotension  (6  7%).  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pain  (2 1%),  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  t%  ol  patients  treated  wilh  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  fatigue  (f8%),  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%).  angina  pectoris  (15%).  nausea  (1 3%).  vomiting  (t  3%).  bronchitis  (1 3%),  dyspnea 
(t  3%),  urinary  tract  inlection  (1 3%).  rash  (t  3%),  and  myocardial  inlarclion  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarclion, 
rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepalilis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  laste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentalion  rate  may  be  present  Rash  or  other  dermatologic  manitestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  II  angioedema  ot  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  Ireal- 
menl  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  inslituleo  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  m 0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  disconlinualion  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  lailure  palienis,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  ffypolension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patienls  with  essential  hypertension 
Ireated  with  VASOTEC  atone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  disconlinualion  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  lt%  ol  patients  Increases  m blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit.  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  Irequenlly  in  edher  hyper  tension  or  heart  lailure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than  0 1%  ot  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  atone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  Ihe  antihyperlensive  effect  may  dimmish  toward  the  end  ol  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  iwice-daily  administration  should  be  considered  It  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diurefic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  wifh  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  &3  mg/dL),  Ihe  first  dose  is  2 5 mg  once  daily  the  dosage  may  be 
lilraled  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  wilh  diuretics  and  digitalis  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASCJTEC.  the  patient  should  be  observed  under  medical  supervision 
tor  at  feast  two  hours  ana  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) It  possible,  Ihe  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  dimmish  Ihe  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ot  VASOTEC  does  nol  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  etfeclive  management  ot  Ihe  hypotension  The  usual  Iherapeulic  dosing  range  tor 
Ihe  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is40  mg  Once-daily 
dosing  has  been  ettective  in  a controlled  study,  out  nearly  all  palienis  in  this  study  were  given  40  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  Iwice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  hear!  lailure  (NYHA  Class  IV).  patients  were 
Ireated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ellecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  al  2 5 nig 
daily  under  close  medical  supervision  (See  OOSaGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRET 
CAUTIONS,  Drug  Interactions  )The  dose  may  be  increased  to  2 5 mg  b id . then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ot  lour  days  or  more,  it  al  the  time  of  dosage  adiusfmeni  there  is  not  MSD 
excessive  hypotension  or  signilicani  deterioration  ot  renal  function  The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormation.  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion  Merck  SHARft 
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